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lorazepam, Wyeth) | 
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Unlike most other benzodiazepines, arivan has a 
direct one-step metabolism and is converted 
almost entirely to one inactive metabolite. ATIVAN 
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term in a sympathetic and friendly atmosphere. Patients suffering from neuroses, 
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The Nursing Home is a registered charity and is able to offer inclusive care in shared 
accommodation from £11.50 per-day or in single rooms at slightly increased charge. The 
Nursing Home is recognised by the main private patient schemes. 












For further details apply to The Medical Director, The Retreat, York YO15BN 
(Telephone 0904-54551). 
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In depression the risk of suicide is increased. ` 
Many antidepressant drugs increase this risk considerably. 
Fluanxol is effective, non-sedating and quick-acting in the 
treatment of depression. In addition clinical reports ° 
show that in overdosage it lacks the acute toxicity of 
other antidepressants ~ up to 3 months’ 
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controls the depression and reduces the risk of fatality. 
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Treatment is supervised by experienced psychiatrists 
whose services are inclusive in the patients’ fees. 





A full physical examination and parhological investi- 
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treat their own patients independently. 


Apply for details: Administrative Secretary 
Applications for admission to the Matron 








anew and different publi ication юге everyone working in neuroscience 


to be launched in 1978 by the publishers of Brain Research _ 


'ELSEVIER/NORTH-HOLLAND 
BIOMEDICAL PRESS 


The growth of knowledge i in the: neurosciences has created barriers in communication. 
Neuro- anatomists, pharmacologists, and endocrinologists, behavioural psychologists and 
ethologists work in th п disciplines with little reference to neuroscience as a whole 
Trends in NeuroSciences: will be a monthly ов to specialization- with informed. but 
readable articles, reviews and news items on all aspects of the neurosciences. It will aim to 
inform researchers, clinicians, laboratory technicians, lecturers, and students of recent con- 
cepts and advances throughout the neuroscience disciplines. - } ; 


Trends in NeuroSciences will not simply reflect current developments i isolated ғ areas; it will 
stimulate discussion and comment between specialists in the hope: ofc resting an intelligible 
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Review Article 


Organization of Psychogeriatric Services 


By D. J. JOLLEY and TOM ARIE . 


Introduction 

Services specially concerned with mentally ill 
old people have arisen in response to changing 
needs and expectations in society. They take 
advantage of the knowledge gained in recent 
years of the epidemiology and natural history of 
the mental disorders of late life and their allevia- 
tion. The form of service adopted in a particular 
locality is usually shaped by patterns of care for 
the elderly provided by psychiatric and other 
services in the past. 

In this review we consider, first, the demo- 
graphic background and epidemiology of mental 
disorders in the elderly. Then we examine the 
way in which mentally ill old people use health 
and social services in general; and finally we 
discuss in some detail the history, planning and 
variety of those services which are specifically 
concerned with old people with mental dis- 
orders. ' 


Population Trends 


Cultural advances subsumed under the titles 
neolithic, agricultural and industrial revolutions 
have been associated with step-wise increases 
in the world human population (Cipolla, 1974). 
The massive and sustained rise in the population 
of England and Wales from roughly 5} millions 
in 1700 to 49 millions in 1971 (a rise in excess of 
that generally experienced in European coun- 
tries) is attributable to a falling death rate. 
For though the birth rate rose for the first half- 
century after registration of births began in 
1838, it has since fallen progressively with only 
minor fluctuations (McKeown, 1976). On the 
other hand, life expectation at birth has in- 
creased substantially—by 28 years for males 
and 33 years for females since 1841 (Registrar- 


General, 1974). Thus many individuals born 
during the late Victorian-early Edwardian peak 
of births have survived into their 70s, 8os and 
gos and swell the number of old people alive 
in the latter half of the twentieth century. The 
well over 64 million people today aged 65 years 
or over are more than the whole population of 
England and Wales for much of the eighteenth 
century. As fewer children have been born the 
proportion of old people has grown, and the, 
proportion of very old people will continue to 
increase over the next 20 years and more 
(Morris, 1975). 

Life expectation among the old has not 
altered greatly. A 65-year-old man now lives 
only one year longer on average than such a 
man in 1841, a 65-year-old woman 4} years 
longer. Thus the popular myth that modern 
medicine is ‘keeping alive’ vast numbers of old 
people is largely without substance. McKeown's 
view (1976) is that potatoes and* milk have 
equipped young people to survive and enjoy the 
full human span. 


Epidemiology of the Mental Disorders 
of Old Age 


Most old people live at home: 94 per cent of 
people of pensionable age and 83 per cent of 
85-year-olds live in private households. Many 
live in small units, for only a third of pensioners 
live with two or more other people. A quarter of 
a million old men and one and a quarter million 
old women live alone (Office of Population 
Censuses and Surveys, 1973). This does not 
necessarily mean they are neglected, for most of 
those living alone are visited frequently by 
friends and family (Brockington and Lempert, 
1965; Shanas et al, 1968). 
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Many have been in their present homes for a 
lohg time: 85 per cent of 8o-year-olds for six 
‘years and 50 per cent for twenty years. Thus 
they are well established in their territory, 
which is frequently a great advantage, even 
though their dwellings та: oe | be old and lacking 
in amenities, or ill-adapted to the , capacities, of 
old people. Of 80-year-old persons 1 in 5 lives 
with central heating, and 1 in 4 is without an 
internal WC. (The equivalent figures for house- 
holders in their thirties are 2 in 5 and 1 in 10.) 
Old people are not distributed evenly within 
the population. They have often been left 
behind in deteriorating city centres when young 
people have moved out to new suburbs, and 
they run theirisk of being removed en bloc at 
the final clearance. Rehousing in communities 
where the style and facilities are different from 
‘those. they have grown to know ‚тау be more 
disabling than their former lack ,оЁ material 
comforts. Other old people.choose to spend their 
retirement in some favourite seaside or country 
town. Such a move тозу, Бе successful, ‘but. the 
risk of personal isolation is great, as can be the 
pressures on health and social services in such 
retirement localities, — «, и, 
Investigations of the, ‘prevalences а mental 
disorders of late life, have been well reviewed 
elsewhere (Mayer-Gross, . Slater , ала, Roth; 


1969; Rotb, 1972). The. series 'of, publications. 
from Newcastle based on studies begun. in the . 


1960s have: systematically defined the: structure 
and‘ dynamics. of the situation and laid „the 
foundation for further applied ; research, (Bay, 
Beamish and Roth, 1964(a) and (b)).., ч, 

* Organic brain syndromes were ound i in 1 їп 
IO persons:aged 65 years or over. ‘About half 
were due to senile dementia, half to arterio- 
sclerotic dementia. The prevalence! of -these 
syndromes -was higher in’ each-;oldér. decade 
within late life.,Less than ,1,in 7: of mioderately 
or severely demented people were tresiderit: in 


institutions; the remainder being found in 


private households. Functional disorders were 
found in т in 3 persons aged 65 years or over. 
More than half these disorders, were classified 
as ‘neurotic’, and though.some were judged 
severe the patients were rarely receiving treat- 
ment; in 5*per cent of old people the symptoms 
had become manifest for the: first time- ір late 


life. Unidentified psychotic patients were rare” 
in the community, most, Such рене being i in > 
institutions. b NV Y. 

The presence of ud duca sensory 
impairment or functional psychiatric syndromes: 
complicates the course of dementing illnesses. 
Single status, widowhood or low socio-economic 
standing do not carry increased expectation of 
dementia, but do make it more likely that a 
deménted. persón will move into an institution. 

In functional disorders, loss of a parent in 
childhood, persistent personality deviation, 
restricted social life, separation, divorce, lack 
of children and previous mental illness appeared 
as predisposing factors. Living alone with, few 
and falling social contacts, а low income, and 
the onset of. physical disabilities, including 
sensory losses, were among the stresses likely to 
precipitate disorders in late life in _predisposed 
individuals. - 

, The presence of an organic. brain, syndrome 
in a person living at home was highly predictive 
of the need for domiciliary services. These were 
considered necessary for 80 per cent.of such 
people, , and i in little more than half the cases 
had the need been identified and met (Foster, 
Kay and Bergmann, 1976). Similarly, demented 
people ‘identified: in private households spent 
four times as long in hospital over a 24-4 year 
follow-up, period: as normal people ‘and three 
times. as, long in residential care (Кау. et al, 
1970). (It i is of interest that the excess time, in 
hospitals was .within general and geriatric 
wards; there was no such excess. time in psy- 
chiatric, wards.) No demented person, survived 
living alone’ throughout the follow-up. period. ., 

Roughly, half the functionally ill. domiciliary 
contacts were. thought. to require! supportive 
services, but this need was recognized and met 
in fewer апа quarter of'these cases, (Foster, 
Kay and Bergmann, 1976). These people were 
also more. likely to use hospitals than. normal 
people, the excess being: shared between 
geriatricand' psychiatric hospitals (Kay, 1970). i 


ah 


` : Thus, whilst most demented people live in 


private households, their needs were recognized 
and réceived. some response .from services in 
about half the cases. In addition, demented 
people make heavy use of hospital resources. 
Yet the size of the burden borne by relatives, 
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district nurses and others has beeri re-emphasized 
by analysis of the nursing needs of physically 
iricapacitated demented 'peoplé at home, which 
were no less than those of similar patients in 
hospitals (Pasker, Thomas and Ashley, r976): 
The economic implications of providing effective 
care to the disabled at home have recently been 
studied by Opit (1977); there will be few gasps 
of surprise at the confirmation that you get what 
you pay for (White, 1975), and that sometimes 
home care may only be cheaper than institu- 
tional care when it is insufficient (Wager, 1972). 


Services Used by Mentally Ill Old People 


Mental health services 


«These have progressed from an asylum model 
of care, in which patients were removed from 
the community for long periods into a sheltered 
environment, to a system in which institutional 
facilities have been minimized. Assessment and 
treatment are given "wherever possible on a 
domiciliary or out-patient basis. Day hospital 
care is used for both short-term and long-term 
treatment and support. Only the most severely 
incapacitated are admitted to hospital, and 
then with the expectation of early discharge 
(Brothwood, 1973). 

This policy of ‘community care’ had its roots 
in the belief that within closed institutions both 
administration and individual interactions could 
be moulded into a ‘therapeutic community’. 
Broadening this concept produced a doctrine 
that mentally ill people benefit from inclusion 
within ‘the community’, and that the general 
public benefit from exposure to the mentally ill. 
Among the practical implications of such 
doctrines the reduced need for in-patient beds 
was particularly attractive to institutions that 
had long been overcrowded (Carse et al, 1958), 
and to governments that sought to save money. 
Other implications of ‘desegregation’ of the 
mentally ill, notably the need to provide 
adequate alternative care within the com- 
munity have not always met with the same 
enthusiasm, and in many localities there are 
few new' support systems (Hawks, 1975). 
Nevertheless, new styles of services such as that 
at Chichester have been found to reach a wider 
clientèle then 'institution-based* services such 


as that at Salisbury {Sainsbury et al, 1965), 
and the extra contacts made by the Ghichestr | 
service included: many old’ people. ‘The severity 
of their disorders and burden produced on 
families and others were-as great as those among 
patients. presented to the institution-based ser- 
vice, yet fewer patients were admitted to beds in 
Graylingwell Hospital (Grad ebal, 1975; Grad 
and Sainsbury, 1965). New service stylesshave 
mostly been undertaken without evaluation of 
the consequences, yet the lives of very many. 
people in addition to the patients themselves 
are influenced by every new venture of this 
scale. 


Geriatric services 

These have developed since the last war from 
the chronic sickness hospitals, where patients 
had.been crowded in and expected little more 
than an institutional death. Pioneer work 
demonstrated that the principles of good 
medicine allied to pre-admission assessment, 
rehabilitation and afier-care could transform the 
significance of hospital admission and allow 
many people, even though suffering from 
multiple pathology, to retain their place in the 
community (Adams, 1974). 

McKeown (McKeown et al, 1961) found that 
in the hospitals of the Birmingham Region there 
was a good deal of overlap between the functions 
of chronic sickness and mental illness hospitals. 
More than half the elderly patients whose need 
was for nursing of an abnormal rhental state 
were in chronic sickness rather than mental 
illness hospitals. Further investigations of this 
phenomenon have concentrated on misplace- 
ment at or soon after admission (Kidd, 1962; 
Mezey et al, 1968; Langley and Simpson, 1970; 
Copeland et al, 1975). In active and interested 
Services it is rare for frank misplacement of 
patients to occur and not be recognized and 
dealt with appropriately. Yet in all the services 
studied 20 to 40 per cent of admissions to both 
geriatric and psychiatric facilities had mixed 
mental and physical disabilities, with variable 
emphasis. It was McKeown’s view that patients 
have needs that do not recognize the boundaries 
of specialist hospitals, and this gave impetus to 
the idea of District General Hospitals where the 
pooled skills of various: specialties could be 
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easily available to all* patients (McKeown, 
1458). The union of psychiatrist and geriatric 
"physician in ‘Psycho-Geriatric Assessment Units’ 
(DHSS, 1970} was an important step towards 
bringing services together, but this collaboration 
should not be confined to admissions, nor to 
patients at the time of first contact, for the 
needs of individuals vary with time and the skill 
of psychiatrist or geriatrician should continue 
to be available and used whenever appropriate. 


' General hospitals 
Traditionally general hospitals have provided 
a range of specialist facilitics: general surgery, 
orthopaedic surgery, general medicine, ophthal- 
mology, etc. That elderly people with mental 
illnesses use all these services is well known and 
was confirmed in the Newcastle follow-up 
studies (Kay et al, 1970). Quite frequently no 
note is made of the presence of mental disorder 
when a patient is admitted with, say, a fractured 
«femur or congestive cardiac failure, and so at 
present it is nót possible to measure this area of 
‘overlap’ at a national level, though it has been 
found to be substantial in individual hospitals 
(Bergmann and Eastham, 1974). Frustrations 
are aroused when such patients linger in ‘acute’ 
wards for want of adequate continuing care 
(McArdle et al, 1975). In common with psy- 
chiatry and geriatric medicine, general hospital 
specialties have become increasingly concerned 
to use resources efficiently; average beds used 
daily have decreased steadily over recent years 
(Report on Hospital In-Patient Enquiry, 1976). 
The difficulties of a general hospital may be 
compounded by the ever-open door of the 
‘casualty’ or ‘accident and emergency’ depart- 
ment. This very often operates as a safety valve, 
which is used when pressures arising in the 
management of an elderly mentally abnormal 
person at home have not met with suitable 
response from other caring services. Thus 
general hospitals may be invoked as a place of 
safety in addition to their preferred role as 
treatment centres. 


Local authority services 

From their Poor Law origins these have grown 
spectacularly and have been perhaps more 
successful in their efforts for the elderly than for 
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young people with mental illnesses. All autho- 
rities have provided more help in the home: 
6-4 per 1,000 of the population were reached in 
1959, 9*6 per 1,000 in 1970 and 12-2 per 1,000 
in England in 1974. The 17,602,000 meals made 
available in 1968 had been almost doubled by 
1974 at 33,575,000 (DHSS, 19762). The 
emphasis placed on the various possible supports 
differs from authority to authority. Many now 
make use of neighbourhood wardens, or pro- 
vide emergency call systems, telephones, aids 
and adaptations to circumvent physical” dis- 
abilities, free use of public transport, holidays, 
day centres, etc (Chartered Institute of Public 
Finance, 1976). In addition, the quality as well 
as the quantity of residential care (Part III 
accommodation) has improved, with small 
30-40-bedded purpose-built homes increasingly 
replacing huge, gaunt workhouses. 

Mentally ill old people are frequently in 
receipt of domiciliary services (Foster e£ al, 
1976). In addition, about half the residents 
of Part ITI accommodation were found by Kay 
and his colleagues to be mentally ill (Kay, 
Beamish and Roth, 1962). This situation gives 
rise to anxieties, and it is commonly felt that 
more mentally disabled old people are placed 
in such homes than was the practice in the past; 
but there does not appear to have been a grcat 
change in the prevalence of mental disabilities 
in old people's homes found in successive 
studies (Townsend, 1965; Carstairs and Morri- 
son, 1971; DHSS, 1976c). Some authorities 
designate certain homes as specially capable of 
managing mentally abnormal old folk, and if 
well supported by other professions this system 
has much to commend it (e.g. Donovan et al, 
1971); Meacher (1972) argues against what he 
describes as ‘separatist’ homes for the confused, 
though this case rests in large measure on the 
tendency to use such homes as a gencral 
dumping ground for ‘difficult? or unwanted 
residents, rather than on evidence that they are 
intrinsically undesirable. Lowther and McLeod 
(1974) found mentally disordered old people to 
be common among a series of admissions to a 
home in Edinburgh, and felt that 40 per cent of 
these might have been better placed in hospital; 
the validity of their judgement is confirmed by 
a follow-up of these disabled people (Smith 
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and Lowther, 1976). Thus the concentration of 
mentally ill old people in homes is probably 
due more to admission practices than to an 
increased rate of ‘deterioration’ within homes. 


Primary health care 

General practitioners, supported by district 
nurses and health visitors, respond to most of 
the medical needs of mentally ill old people in 
private households and in local authority care. 
People over 64 years old consulted their general 
practitioner at a rate of 180 consultations per 
1,000 in two weeks (higher than any other age 
group), and although less than 10 per cent of 
these contacts were recognized to be due to 
mental illness it is likely that mental disorders 
cofitributed to or were associated with many 
more. People aged 65—74 years and 75 years and 
over were visited by district nurses at a rate of 
17 and 58 per 1,000 every month respectively 
(Office of Population Censuses and Surveys, 
1973). One study found that 40 per cent of the 
clients of these nurses were mentally ill, even 
though they were not always noted to be so by 
their medical practitioners (Harwin, 1973). 

The mental disorders cared for by general 
practitioners among their elderly patients are 
often chronic rather than of recent onset 
(Shepherd et al, 1966), and it has been relatively 
rarc for old pcople to be referred for specialist 
psychiatric advice (Hopkins and Cooper, 1969). 
Such referrals occur when the severity of a 
disorder or its rate of change has escalated 
beyond what the primary care team regards as 
its capacity and that of the social supports of the 
patient. Unfortunately, there are no national, 
and often no local, data on referrals of old 
people to specialist services (many, often most, 
are seen at home and thus do not feature in 
out-patient statistics). 


Services for the Elderly Mentally Ш 

Old people with mental disorders have often 
proved an embarrassment to the new styles of 
services which have in common an aversion for 
long-term ‘residential’ or ‘institutional’ care. 
Nearly one-half of in-patients in psychiatric 
hospitals and units, and about one-quarter of 
admissions, are aged 65 and over. Government 
guidance on Services for Mental Illness Related 


"b 
to OM Age (DHSS, 1972) has classified these olg 
people under the following headings: E 


1. ‘Patients who entered hospitals for the men- 
tally ill before modern methods of treatment 
were available and have grown old in them 
after many years there.’ 

About 20 per cent (22,318) ‘of our mental 

hospital population consists of people aget 65 

and over whose first admission was ten or more 

years ago (DHSS, 1975). It is very likely that * 

these people will remain where they are until 

they die; they are mostly labelled as suffering 
from schizophrenia. Their successors, now 
middle-aged, are increasingly cared for outside 
hospitals; no one can tell what will become 
of these new cohorts when their supporters 
themselves become too old to look after them 
or die. Will there be a new tide of elderly 
chronic schizophrenics into mental hospitals? 

Much depends on the capacity ef the economy 

to generate alternative provision, for them, a * 

capacity which is currently greatly in question. 

It is to be hoped that if no alternative provision 

is made mental hospitals will retain the flexi- 

bility to respond; this flexibility is in danger of 
being impaired by adherence to ‘guidelines’ on 
bed usage that are in effect enforced by funding. 


2. *Elderly patients with functional mental ill- 
ness.' 

These perhaps most readily fit the present model 
of care. Depressive illness is the commonest 
diagnosis in referrals to a psychiatric service for 
the elderly (Jolley and Arie, 1976), and the 
prognosis for the individual episodes is excellent. 
Yet the affective disorders of late life have a 
high likelihood of recurrence and often tend to 
grumble on accompanied by other infirmities 
and dependencies of old age (Post, 1972), and 
thus require a continuing service rather than 
merely short-term intervention. Successful sui- 
cide is still very common among the elderly, 
even though many suicides have been in touch 
with services and recognized to be depressed 
(Barraclough et al, 1974). 

Paranoid states now make relatively little 
demand on in-patient facilities (Jollepand Arie, 
1976), but they, too, need continuing super- 
vision of medication and of social circumstances. 


3, ‘Elderly patients with dementia.’ Р 
..Demented patients fit the new dynamic model 
least comfortably. Dementia implies а pro- 
gressive loss of capacity for self-care which is 
not a simple phenomenon but may be com- 
pounded by perplexed séarching which may 
explode into disordered behaviour, including 
occasional violÉnce and more frequent em- 
barrfssment. Nothing less than twenty-four 
hour supervision allows adequate response to 
- all possible events, and in some cases this can 
only be provided in an institution (Isaacs and 
Neville, 1976; Arie, 1977). That extra resources 
are necessary was recognized by the Govern- 
ment in its supplementary norm of 2:5-3:0. 
beds per 1,000 old people for the elderly. 
severely mentally infirm. The sufficiency of such 
provision depends on complementary resources. 
provided in geriatric hospitals and residential 
homes, but the basis on which the. norm was 
calculated .is questionable (Jolley, 1977). A 
* norm based on the number of people aged 65 
and over is not in itself sensitive to the prevalence 
of dementia, which is most common among very 
old people. Thus the number of people aged over 
75 and 85 years will increase much more rapidly 
than those over 65, and the former will continue 
to increase after the latter have ‘levelled off". 
*Norms' based on over 65s could thus be quite 
inappropriate to the pattern of need deriving 
from the main users of services, the very old. 

It is surprising that the upward trend of first 
admissions of old people to mental hospitals has 
reversed since 1970 (DHSS, 19762). This could 
in part be due to further development of extra- 
mural supports, but Shulman, and Arie (1977) 
have argued that a likelier explanation is that 
the reluctance of general hospital units to admit 
demented people (Smith, 1961) bas spread to 
include mental hospitals. This may represent a 
defensive reaction in the face of the series of 
‘scandals’ brought to attention by the several 
inquiries into the quality of care in institutions 
which began with the Ely Report (Committee of 
Inquiry Ely Hospital, 1969), and. have since 
often focused on the care of the elderly mentally 
ill (e.g. Committee of Inquiry Whittingham 
Hospital, 2972; Committee of Inquiry Fairfield 
and Rossendale Hospitals, 1975). There is, no 
more certain way of reducing bed usagé than 
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during the daytime, even when they are not . 


able to go to the day hospital. 

The suggested norm for 'medical' geriatric 
beds (10 per 1,000 elderly) probably assumes 
that demented people will move to alternative 
care settings when they have recovered from 
treatable physical illness. This is certainly an 
expectation central to the concept of Psycho- 
Geriatric Assessment Units, though it is far 
removed from previous and present practice in 
most areas. Similarly, the small allotment of 
day hospital places, 2 per 1,000 elderly, accepted 
by geriatric physicians means that this is mostly 
used for active treatment and rehabilitation 
rather than for continuing care, which must (in 
the case of dementing patients) be undertaken 
elsewhere. 


Models of psychogeriatric services 

Over the past ten years there has been a 
general acceptance of the need in each Health 
District for some differentiation of services 
specifically for the elderly. Posts of consultant 
psychiatrist *with a special interest in the 
elderly are now among the most commonly 
advertised posts in psychiatry, at least eight 
such posts have been advertised in the first five 
months of 1977, and probably at least 50 
consultants now regard old age psychiatry as 
their main interest. The Royal College of 
Psychiatrists, both in published documents 


making none, available (Hoenig and, Hamilton, 
1967). А 
Day hospital care is a feasible alternative to 
permanent in-patient status when there are 
caring agents available at home who can and 
will cope if relieved of their supervisory role 
for some hours during the week. Thus this 
means of support is not likely to be effective for 
all demented people, is very dependent on an 
adequate and well organized transport system, 
is often used in association with short periods of 
in-patient care, and may give way eventually 
to prolonged residence; more often it is an 
extension of care rather than an alternative to 
admission (Arie, 1975). Few units have day 
hospital places on the scale suggested in the 
norm of 2-3 places per 1,000 elderly (DHSS, 
1972), nor is it always appreciated by planners 
that all in-patients require space to be active 
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(1973, 1975) and in its evidence to the Royal. 
Commission to the: National Health Service, 
has emphasized the need for such special, 
services., Át. present there , is -no.-systematic) 
information on the different styles‘and resources. 
of such services, though a forthcoming publicas, 
tion deriving from a series of visits by, a group: 
from, the, Joint Information ,Service of the, 
American Psychiatric Association and the (US) 
National Association for Mental Health reviews 
some*of the better known services in Britain, as 
well as others in the United States, Holland and 
Scandinavia (Glasscote et al, 1977). 

A series of reports over recent years (Society 
of Clinical, Psychiatrists, 1971; .Brothwood, 
1971; Bergmann, 1972; Andrews et al, 1972;, 
Айе, 1973; Roth, 1973; Lancet, 1972; British. 
Medical Journal, 1973) haye contributed. to. the 
shaping of services, and reports from individual 
services, have begun to .арреаг in increasing, 
numbers: MacMillan (1960); Robinson (196g) ;. 
Barton (1965); Arie (1970); Murphy -(1972),; 
Whitehead (1972); Portsmouth (1973); White 
(1974);. Whitehead and - Mankikar .(1974); 
Baker (1974); Pitt (1974); Langley et al ub +975); P 
Godber (1976). 

. This development, of psychiatric services. for 
the elderly in Britain. has been reviewed by- 
Arie and Isaacs (1977). The nature of services 
depends greatly on the historically available 
equipment and buildings, the personality and 
interests of the main driving force (usually 
initially a single consultant), as well as the 
structure and needs of the population QUEUE) 
rural, seaside, etc); 

Published descriptions of services have iot 
always included the sort of numerical data that. 
is necessary to evaluate the different patterns, a 
deficiency which is probably due to an inter- 
play of factors: the heavy clinical pressures of 
establishing such services have sometimes made 
systemacic collection of data seem of low priority 
compared with day-to-day operation of the 
service; indeed, the type of personality attracted 
to wrestling with clinical: and organizational 
problems may not be disposed to allocating time 
for data collection. The lack of a category of 
psychiatry of old age in official statistics means 
that extraction of data from routine records is 
difficult -or -impossible. For. instance, when 
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official publications report psychogeriatric unijs: 
in.psychiatric: hospitals as having a range ОЁ: 
beds from 4 to:over 200'it is clear that avery. 
heterogeneous . range of facilities“ is being’ 


. described under the same. label (DHSS, 1974)? 


Moreover, when such units are im geriatric: 
hospitals they:are not reported, in- psychiatric 
statistics, which are collected separately. ‘Pro- 
vision :for old people with mental. disofders 
spans „several complementary services, and' 
interpretation of data from any one of them ° 
alone is usually impossible. Yet collation of 
complementary data from different’ agencies’ 
takes time, personnel and money even within:a 
small locality such as a Health District. The 
difficulties are well illustrated by .the corre- 
spondence (Morton. et al, 1977; Bergmann, 


.1977; Loudon et al, 1977) that has followed 


Baker’s account of his own service (Baker ‘and. 
Byrne, 1977). Official administrative recogni- 
tion : of psychogeriatrics as a sub-specialty of . 
psychiatry is now necessary, for. Бош this 
performance cannot be adequately.: monitored, i 
nor. gaps made manifest. ; 

Changes within -one рагі of a compound 
service such as that available to the elderly 
mentally ill have implications and’ repercussions 
for all other parts.of the service. The time is 
surely ripe for more, attempts to évaluate and 
plan services, using the formula proposed by. 
Wing.. Data need to be collected across services 
—psychiatry, geriatrics and social services, and 
if possible general practice, inthe form of a 
case register of contacts by old people, from 
within which mentally ill old people could be, 
identified (Wing et al, 1970). Such registers 
would be comparable with the several psy- 
chiatric case registers which have been deve- 
loped in various parts of the country and run by 
relatively small teams either as research projects 
or as established facilities. 

Despite such limitations, it is now possible to 
suggest principles for the organization С services. 


i Requirements fora Psychogeriatric а“ 
Service ` 
I. Definition of aims 


It is,important to define the population to Бе 
served in terms of territory, aget and diagnostic 
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Characteristics. Some services aim to respond to 
‘all cases of mental illness above a certain age, 
usually 65 years, e.g. Arie (1970); Pitt (1974); 
White (1974); Robinson (1975); others deal 
only with demented patients, e.g. Barton (1965); 
Baker (1974); or with other limited diagnostic 
groups. Some units concern themselves parti- 
cularly with the interface between geriatrics 
and "psychiatry, e.g. Donovan et al (1971); 
Langley (1975); whilst others fill a locally 
` defined role complementary to general psychia- 
trists and geriatricians, e.g. Isaacs (1975); 
Whitehead and Mankikar (1974); Blessed 
(1975); Godber (1975). 


2. Availability and responsiveness 

Many units have found that domiciliary 
assessment is the cornerstone of practice. 
Readiness to see a patient at home within 24 to 
48 hours cuts down the need for emergency 
Strategies which may result in actions that 
prejudice what would be best in the longer 
term. Alternatively, freely available access to 
an out-patient or in-patient assessment is some- 
times offered (Morton et al, 1968). 


3. The ability to work with other disciplines 

The intricate mixture of medico-socio-psycho- 
‘logical disorder in the elderly has often been 
emphasized. It means that psychiatrists are 
unlikely to be successful if they attempt to go it 
alone, or if they are forced to do so. Psycho- 
geriatric Assessment Units, in which patients 
are under the joint care of psychiatrist and 
geriatrician have formed an important part of 
most services (Arie and Dunn, 1973). Many are 
sited in geriatric hospitals, but as both psychiatry 
and geriatric medicine seek a firmer foothold in 
District General Hospitals it is there that new 
units should be created. The case for the desegre- 
gation of the younger mentally ill by the estab- 
lishment of District Hospital units has been in 
large part a moral case, but for elderly psychiatric 
patients, with their very high prevalence of 
important and often treatable physical disease, 
the case is a medical one. Indeed, it could be 
argued that the first, rather than the last group 
of psychiatric patients for whom provision should 
be made in District General Hospitals is the 
elderly. 
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4. A comprehensive service 

The commonest pattern that is emerging now 
is for psychogeriatric services to take responsi- 
bility for the whole range of mental disorders 
in the elderly, functional and organic alike, 
together with the important overlap area 
between the functional and organic. The com- 
mitment from the point of contact is usually 
prolonged, even though a patient may make 
little or no use of in-patient resources; it is 
important that changing needs should be ‘seen 
as a continuum, and this is usually best achieved 
when one team takes responsibility for the co- 
ordination of decisions which may involve 
several other agencies. As so many of the 
disorders of late life have a prolonged course, 
the role of arbiter in sharing out limited facilities 
within a locality is of central importance and 
not to be shirked or passed on to others; and it 
is in arguing for resources in this less prestigious 
sector of the work that much energy must be 
spent. It is particularly important that this 
work should always be seen also as an educa- 
tional enterprise, and that medical students, 
trainee psychiatrists, geriatricians, and indeed 
health service workers of all kinds should be 
stimulated to take a fresh look at the issues 
involved in providing continuing care. The 
management of persistently or progressively 
mentally disabled people was the psychiatry of 
Kraepelin, Bleuler and Pinel, yet present day 
psychiatry is not always at its best in this area of 
practice, having perhaps become mesmerized 
by its own power to suppress some morbid 
processes. Psychogeriatrics provides an oppor- 
tunity to examine the issues and redefine the 
principles afresh. 


Conclusion 

The pressures of an ageing population on 
psychiatric services have long been predicted 
(Lewis, 1946), and the epidemiology and natural 
history of the mental disorders of late life have 
been fairly well understood, but psychiatric 
services have sometimes been slow to change to 
meet the new patterns of need. Most families 
continue to care for their old people, often with 
only very modest, if any, demands for help. 
Yet better standards of living and expectations 
of the ‘good life’ do not accord well with caring 


for a persistently disturbed relative, and may 
require a second income from a working wife. 
Thus the pressure on statutory agencies to 
provide care increases and is certain to increase 
still further; moreover, a generation educated to 
take interest and expect the best is increasingly 
critical and reluctant to accept sub-standard 
care for its old people—even when unable or 
unwilling themselves to offer the care. It is 
likely that ‘scandals’ will continue in institutions 
and will spread to other forms of care. 

Resources for the elderly will have to expand, 
and this is recognized by central Government 
(DHSS, 1976b). Staff can often do no more than 
recognize and report the shortcomings of their 
best efforts, yet frequently they have to bear the 
misdirected retribution of the public. Basic 
decisions on the allocation of national resources 
are political, removed in time and person 
from the clinical arena, and frustrations asso- 
ciated with bearing clinical responsibility for 
individuals while separated from the power to 
mobilize resources are nowhere better illustrated 
than when working with the elderly mentally 
ill. 

In the short term, the establishment of local 
psychiatric services for the elderly is likely to be 
effective in producing rational networks among 
related services that make the best use of 
available resources. In the longer term some- 
thing more than reorganization is necessary. 
There must be massive programmes of public 
education, both for the community as a whole 
in regard to realistic expectations for the 
elderly, and for professional people to enable 
them to make sense of the work, to do it well 
and to derive from it the professional satisfac- 
tions which it is very evidently able to give; 
these seem likely to be the only investments 
which will yield benefits that can keep pace 
with the growing scale of the problem. For the 
care of the elderly with mental disorders is 
likely to be the biggest challenge to health 
services in all countries such as ours for the 
forseeable future; and without longsighted 
programmes of education it could be one of our 
greatest failures. 
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Relationship Between Body Build and Mental Illness 


By ABRAHAM VERGHESE, PAMELA LARGE and EDMOND CHIU 


г SUMMARY A study to test the relationship between body build and 
mental illness, conducted in Royal Park Psychiatric Hospital, Mel- 


androgyny score 
24 normals. As age increases, 


bourne, is described. The Rees-Eysenck body index (REBI) and 
(AGS) were determined for 225 male 


patients and 


there is a decreasing trend in the scores 


for these two indices. There were no significant differences between the 
various diagnostic groups and the normal group for the AGS. But the 
difference between the non-paranoid schizophrenic group and paranoid 


schizophrenic group in REBI was Significant. 


Introduction 


The relation between body build and tem- 
perament has been widely proclaimed from 
early days of medicine, but the scientific study 
of the relation between physical constitution, 
temperament and mental illness was first 
initiated by Kretschmer (1936) and followed 
by Sheldon et al (1940), Rees and Eysenck 
(1945), Parnell (1958) and Tanner (1951). 
There have been several reports on the rela- 
tionships between personality, body build and 
susceptibility to mental illness, and these have 
been discussed by Rees (1960). Eysenck (1947) 
found that leptomorphs tended to develop 

" dysthymic symptoms and endomorphs hysterical 
symptoms. Moore and Hsu (1946) reported that 
non-paranoid schizophrenics were different from 

• Inanic-depressive psychotics and from paranoid 
schizophrenics in being more leptomorphic. 
Polednak (1971) measured the body build of 
36 male chronic in-patients and did not find 
any significant difference between paranoid and 
non-paranoid schizophrenic patients. Glueck 
and Glueck (1950) and Epps and Parnell (1952) 
reported that delinquents were more meso- 
morphic and less ectomorphic. Rees found that 
schizophrenic patients were more leptomorphic 
(Rees; 1960). 

Betz (194€) reported that female schizo- 
phrenic patients were more leptomorphic. 
Paranoid schizophrenics, according to Conolly 


(1939), were more pyknic than other types of 
schizophrenic patients; and Langfeldt (1937) 
claimed that schizophrenic patients with lepto- 
morphic body build tended to have an early 
age of onset and greater degree of withdrawal. 
Kallman (1953) suggested that schizophrenic 
patients with leptomorphic body build had a 
poor prognosis. Coppen (1959) reported a 
lower androgyny score in homosexuals and 
neurotic patients. Evans (1972) also reported 
a lower androgyny score in homosexuals. 
Verghese (1971) found that non-paranoid 
schizophrenic patients were leptomorphic com- 
pared with paranoid schizophrenic patients 
and that neurotic patients with dysthymic 
symptoms were more leptomorphic than those 
with hysterical symptoms. 

' Thus the literature suggests some relationship 
between the type of mental illness and body 
build. The purpose of this paper is to describe 
a study of the relationship between body build 
and mental illness in a sample of psychiatric 
patients in Melbourne. 


Material and Method 
All male patients admitied to Royal Park 
Psychiatric Hospital during a four-month period 
(May 1974 to August 1974) were selected for 
this study. The Rees-Eysenck body index 
(REBI) and the androgyny score (AGS) were 
determined for all these patients. The Rees- 
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Eysenck body index was calculated using the Taste I 
Height x 100 Influence of age on Rees-Eysenck body index (REBT) ёта 
forrhula REBI = ———  —— — (Ress and androgyny score (AGS) 
Chest diameter x6 RUM dq e 
Eysenck, 1945). The height was taken bare- 
footed. The chest diameter was taken by means a ai мыр реа 
of а pelvimeter at the grd intercostal space, <20 9 108: 1 +6:9 87:8 5:1 
midway between inspiration and expiration. 20-29 77 10387 3 87:9 5°! 
The values of REBI were read off from a 30739 бї 101:6 +7" 87:1 4-8 
- 50-59 32 1007+75  S952et53 
normogram (Hamilton, 1950). The AGS-was >59 27 101-0 9-1 82:4 «4:1 
calculated by using the formula: (Р <o-o1)* (P<0-05)* | 
AGS = 3 x biacromial —1 x biiliac. pcs * Studen sittet 
нае еса us made with a Tanz I 
vim 
ie in коо i: и EXE Influence of ethnic origin on e eal body index and 
with arms relaxed by the side of the body. d 
The biiliac measurement was made with a REBI AGS 
pelvimeter between the highest points of the Age No. MeanSD Mean SD 
iliae crest (Tanner, 1951). Angio. 
The number of male patients admitted during Saxon 37:7--15-1 179 103: oi 7 86-84-6-6 
the period of study was 298. Of these 73 could Other Euro- 
not be studied because they were discharged or pean** 38-3+11-9 70 99 ser 1 86- Mu б 


transferred within three or four days of ad- 
mission. Thus 225 patients were studied and of 
these 115 were diagnosed as schizophrenic (18 
paranoid and 97 non-paranoid), 26 as having 
primary affective illness and the remaining 84 
had other psychiatric disturbances, such as 
alcoholism, organic states, chronic neuroses, 
and personality disorders. A normal group of 
24 men who belonged to the staff of the hospital 
were included for comparison. The age and 
ethnic origin of all the subjects were noted. 
The different groups were compared with 
regard to the above two indices. 


Results 


Table I shows the influences of age on REBI 
and AGS. As age increases there is a decreasing 
trend in the scores for these two indices of body 
build which is statistically significant in each 
case. Table II shows the influence of ethnic 
origin on REBI and AGS. There are no 
significant differences. Table III shows the 
mean values for REBI and AGS for the different 
diagnostic groups studied. There are no signi- 
ficant differences between the groups in AGS 
scores. The REBI' scores show some group 
differences. The difference between the non- 





* Student's t test. 
** Furopean-born patients who were not Anglo- 
Saxon, e.g. Greeks, Italians, etc, born in Continental 
Europe. 


paranoid and the paranoid schizophrenic groups 
is significant (P < 0°05). 

Although there is a difference betwcen the 
affective disorder group and both the schizo- 
phrenic groups, these differences fail to reach 
statistical significance. When the influence of 
age is removed by analysis of covariance, similar 
relations persist, though the ranges of differences 
become smaller (Table IV). 


Comments 


The threc variables which can influence these 
indices used in this study are age, nutrition 
(which again depends on socio-economic status) 
and ethnic origin. Socio-economic status could 
not be reliably determined in this investigation. 
Ethnic origin did not influence these indices. 
Age was a determining factor. As age increased, 
there was a tendency for both body build indices 
to become lower. When the influence of age 
was removed, there were significant differences 
between the paranoid and the non-paranoid 
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Nonparanoid schizo. vs Paranoid schizo. (P < 0-05)* 
* Student'sttest, , І 
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schizophrenic group , in REBI Scores. The 
former tended , to be. more pyknic than the 
latter. Though ‘there. were differences between 
the affective disorder group and, the schizo- 
phrenic groups (the former more pyknic) , these 


were not statistically significant. This finding i is^ 


in agreement with other studies which suggest 


that there are differences in somatotype between: 


paranoid and  non-paranoid schizophrenic 
patients and also between affective , disorder 
and schizophrenic groups of patients. This study 
suggests that there is a relationship between 
age and body build, and therefore this factor 
should be considered, in studies on the relation- 
ship of body build and mental illness. 
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Prognostic Factors in the Assessment of Male Transsexuals 


for Sex Reassignment 


By JAN WALINDER, BENGT LUNDSTROM and INGA THUWE 


SUMMARY To bring to light the particular circumstances which 
from the outset weigh against the prospect of a successful result of 
sex reassignment the authors describe five male cases of trans- 
sexualism all of whom subsequently regretted the measure taken for 
sex reassignment. The number of factors suspected to be prognostically 
unfavourable was to a statistically significant degree more common 
among five ‘repentant’ cases than among nine cases with favourable 
outcome. It was also evident that the patients with unfavourable 
outcome were considerably older when they first sought help with the 
aim of obtaining sex reassignment. The results suggest that the 
more of such factors there are present in a particular case the stronger 
are the reasons for restraint in embarking upon a course of active 


intervention. 


Introduction 

The accounts of treated transsexuals published 
to date include certain cases in which the 
patients subsequently regretted their sex re- 
assignment (Battig, 1952; de Savitsch, 1958; 
Hertz et al, 1961; Hofer, 1961; Benjamin, 1964; 
Randell, 1969; Wálinder and Thuwe, 1975). 
One of the ‘most important research problems 
now facing workers in the field of transsexualism 
appears to be the search for those factors which 
correlate respectively with positive and negative 
outcome of sex reassignment. Even in cases 
where the diagnosis of transsexualism appears 
to be clearly established, there can nevertheless 
be circumstances which weigh against the 
undertaking of measures for sex reassignment. 

During recent years there has been increasing 
recognition of certain contraindications to sex 
reassignment, absolute or relative. Among these 
are the presence of complicating , psychosis, 
conditions of dementia or mental retardation, 
serious abuse of alcohol or drugs and repeated 
criminal agts. Among other authors, Hoenig 
et al (1971) have discussed the importance of 
these factors. At an early stage, Benjamin 


(1966) emphasized the further requirement 
that the patient must have general physical 
characters which are not conspicuously in- 
compatible with the new sex role. In a follow-up 
investigation of 24 sex-reassigned transsexuals, 
Walinder and Thuwe (1975) were able to 
point out some further circumstances which 
appeared to be prognostically unfavourable: 
among other things unstable personality, ex- 
cessive geographical distance between patient 
and therapist and long interruptions of hormone 
treatment. 

To bring to light the particular circumstances 


‘which from the outset weigh against the prospect 


of a successful result of sex reassignment, this 
article describes five cases of transsexualism, all 
of whom subsequently regretted the measures 
taken for sex reassignment. 


Material and Methods 


Before the special Swedish law came into 
force on 1 July 1972 (see Wálinder and Thuwe, 
1976), a total of about 100 persons (men and 
women in approximately equal numbers) had 
successfully applied to the Swedish authorities 
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for approval of change of name and possible 
further measures for sex reassignment. Of these, 
up fo July 1976 three biological men and one 
biological woman had applied to the authorities 


for a reversion to the original sex role. This time 


limit has been chosen mainly for practical 
reasons-and has allowed an acceptable observa- 
tion’ period of at least four years. The three 
biological men had effected change of name and. 


had received hormone treatment but had not 


undergone plastic surgical. operations. The 
biological woman, whose application for. rever- 
sion was refused by the adjudicating authority, 
has continued in the male role and as far as 
can be judged now appears to be satisfied with 
this. For this reason we have not included this 
qase in our study. | 

The material consists in part of the three 
above-mentioned biological men who have 
sought—-and. received —approval for reversion. 
To these we have added. the two biological 
men among the patients in Walinder and 
Thuwe’s follow-up study who though they have 
not applied for reversion have unequivocally 
declared that they regret the measures taken. 

For Wálinder and 'Thuwe's follow-up investi- 
gation all cases at the Psychiatric Research 
Centre at St Jérgen’s Hospital were extracted, 
in which hormonal, surgical and legal measures 
had been taken, and in which at least three 
years had elapsed since the last measure. 
Application of these criteria to the total number 
of transsexuals treated in this hospital produced 
24 patients, 13 men and 11 women. Of these it 
was impossible to contact two men, and thus 
there remained for personal follow-up examina- 
tion 22 patients, 11 men and 11 women. (A 
certain amount of information was, however, 
available for the two patients whom the authors 
were unable to interview in the follow-up 
investigation.) Nine out of the 11 biological 
men and 10 out of the 11 biological women 
considered the result as very satisfactory or 
satisfactory. Two biological men considered it 
to be a failure and regretted the measures that 
had been taken. None of the biological women 
regretted the intervention. 

The two cases, described in Wálinder and 
Thuwe’s follow-up study, who regretted the 


measures taken (both there and in this paper- 


5» 


termed: Case 1 and «Casé 2) were personally 
interviewed in the course of the follow-up study. 
The other subjects in the present study (Cases 


375) were not under our own care and we have 
~ refrained from contacting them for interview. 


Some time has elapsed since they were granted. 


permission for reversion and it can be presumed 


that their problems have now gpmewhat abated. 
In these circumstances we have been unwilling 
to risk provoking any new disturbance by direct 
inquiry on our part. For these cases our assess- 
ments Һауё been based on the available clinical 
records. These are particularly comprehensive 
and detailed and have allowed penetrating 
analysis of the relevant data. 

Searching for possible common factors among 
the ‘repentant’ cases, factors which might serve 
as general ‘warning signals’, we have compared 
these cases with the nine biological men in the 
follow-up study by Wálinder and Thuwe who 
have expressed complete satisfaction with their 
sex reassignment. (In Wálinder апа Thuwe's 
study these latter cases are nunrbered 3-11 and 
in the présent paper 6-14.) To this end we have 
studied the variables which have previously 
been noted as prognostically unfavourable. To 
these we have added a few further factors which 
we consider to be of relevant interest. The 
ratings were made retrospectively by the 
authors. 


Definition of the variables studied 


1. Psychosis: Psychotic reaction Is here consi- 
dered to be a clinical picture characterized by 
such symptoms as confusion, hallucinosis, delu- 
sions and lack of insight, irrespective of origin, 
duration and course. ; 


2. Mental retardation: By this is meant reduced 
intellectual capacity corresponding to remedial 
class level or lower, ie. an intelligence level 
deviating by more than —1 SD from the mean 
value. 


3. Unstable personality: This factor is difficult 
to define. Our characterization of unstable 
personality includes those who show striking 
immaturity, low tolerance of frustration, in- 
creased suggestibility or pronounced emotional 
instability. These personality. traits. are often 
combined with a poor grasp of reality, and 
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such patients usually entertain unrealistic 
expèctations of what sex reassignment has to 
offer. 


4. Alcoholism—drug addiction : This implies abuse 
of such degree as to lead to medical or social 
complications. Я 

5. Criminality is defined as offences leading to 
prosecution. > 

6. Infidequacy in self-support: This is considered 
to be present when the community or other 
persons have contributed to the support of a 
patient who has failed to obtain or to hold a job. 

7. Inadequate support from the family: This means 
that the patient either entirely lacks family or 
close friends or that the relatives take an 
expressly negative attitude to his wish for sex 
reassignment. 

8. Excessive geographical distance between patient 
and therapist: It would not be meaningful in 
this connection to specify any precise distance. 
We regard such distance as excessive when it 
renders impossible any quickly arranged and 
prompt contact between patient and therapist. 


9. General physical characters inappropriate to the. 


new sex role: If a biological man is more than 
180 cm tall but otherwise does not show 
conspicuous masculine traits his height is not 
considered of great importance. For his physical 
type to be regarded as inappropriate to the 
female sex role, further characters are specified, 
for example heavy bone structure, large hands, 
athletic muscle development, coarse features 
and, for example, profuse body hair. 


10. Completed military service: This means that 
the subject has completed the full period of 
military service, either as combatant or as 
service personnel. 


11. Heterosexual experience: This means that the 
subject has at some time achieved full coitus. 
Continued or repeated heterosexual activity if 
not required. 


12. Strong sexual interest: In judging this, consi- 
deration is taken both of the patient’s own 
statements about his libido and of information 
bearing on the extent of sexual attachments of 
any kind. 


TABLE 
Occurrence of factors suspected to be prognostically unfavourable, division by individuals 








Repentant cases 


Satisfied cases 




















Factors suspected to be (1—5) (6-14) 
prognostically unfavourable - рж 
1 2 3 4 5 6 7 8 9 10 n 12 1g 14 
1. Psychotic reaction s ee NS 
2. Mental retardation А + mite Айыы шна (ies бреу Sade Дыш NS 
3. Unstable personality — .. ++++ o— RB ———— xA — — -06 
+ т шш addic- р 
tion += + B — = + saoe, sel NS 
5. Criminality T — + ++ + 0——————xA o — “02 
6. Inadequacy in self-support +++ B eon B 0 — o o — + + — Ro — -o6 
7. Inadequate support from 
family Ls e ++-++-+-+ + —+ — — — dece xm -01 
8. Excessive PO DA 
distance .. — + — om — + + + + 2 ОЕЕО NS 
9. Physical build inappro- 
priate to the new sex role ++ + о + = . RS 2= Em -00 
10. Completed military service —o— B ob B o o o + o o — o o — NS 
11. Heterosexual experience фо +++ + + — + — —— — — 0 — + -06 
12, Strong sexual interest Bo bod he ONS 
13. Age at request for inter- 
vention .. m “+ 26 26 36 37 32 22 34 зі 16 23 21 26 19 20 





rœ Pis descend by the Fisher Exact Test (one-tail). 


+ Repeated psychotic reactions in phases of abstinence after alcohol—also drug addiction. 
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13. Age at the time of the request for interventions 


The patient's age is recorded at the time when he. 


first sought help with the express aim of obtain- 
ing sex reassigment. | 


Result 


The results of the comparisons between the 
two groups of transsexual patients are shown in 
the Table. 

Of the 12 conceivably unfavourable prog- 
nostic factors set out above, the five ‘repentant’ 
cases showed on average 7:8 such items 
(median 7:0, range 6-11), while the corre- 
sponding figure for the group with favourable 
outcome was 2:8 (median 2-0, range 1-7). 
This difference is statistically significant 
ЁР < -02, Mann-Whitney, two-tail). 

The Table shows that in particular the 
factors unstable personality, criminality, inade- 
quate support from the family, inadequacy in 
self-support, inappropriate physical build and 
heterosexual experience were present signifi- 
cantly more often in those transsexuals who 
regretted the measures taken. It is also evident 
that the cases with unfavourable outcome were 
considerably older when they first sought help 
with the aim of obtaining sex reassignment. The 
age difference is statistically significant (P < +00, 
Mann-Whitney, two-tail). 


Discussion 


According to our information of approxi- 
mately 100 persons who have received approval 
of their applications for active measures only 5 
have expressed regret. The total number of 
persons in Sweden who have regretted their 
sex reassignment thus seems to be small. This 
frequency of ‘repentant’ cases agrees well with 
the experience reported for example by Pauly 
(1968) and Randell (1969). On a hopeful view, 
this result suggests that the management of 
transsexual cases is relatively satisfactory. The 
material of ‘repentant’ cases available for this 
study has thus been small and the results must 
consequently be interpreted with great caution. 

The reason why certain factors have been 
found to be correlated with a poor result is not 
clear. It is, however, reasonable to presume that, 
for example, high age at the time of the request 
for intervention, completed military service, 


е 
heterosexual experience and strong sexual 
interest indicate a lower intensity of transsexual 
symptomatology and consequently ambivalence 


towards sex reassignment. Any such ambivalence 
can also subsequently render adjustment in the 


opposite sex role ‘more difficult. Apart from 
chronic psychosis and severe mental retarda- 
tion, the presence of опе ога few of the un- 
favourable prognostic factors does not, offcourse, 
imply an absolute contraindication to sex 
reassignment. Nevertheless, the results we have 
reported do suggest that the more of such 
factors there are present in a particular case the 
stronger are the reasons for restraint in embark- 
ing upon a course of active intervention. 
Finally, in this connection we think it worth 
pointing out that once hormone therapy has 
been fully established it is important that the 
treatment should be continuous and the dosage 
adequate. The two biological men in Walinder 
and Thuwe's follow-up study who regretted 
the measures taken had made interruptions of 
their hormone treatment for such a long period 
that the feminizing effects had begun to decline. 
'The biological woman mentioned in the intro- 
duction to this paper began to regret her sex 
reassignment at a time when the administration 
of male hormone had been discontinued for a 
considerable period and there had been, for 
example, a return of menstruation. When the 
contrary hormone treatment was restarted she 
again became well reconciled to the male role. 
In the follow-up study by Wálinder and Thuwe 
it was found that one biological woman was 
receiving an ineffective dose of male sex her- 
nione. She was dysphoric and in a general state 


of disharmony. After increase of the dose of е 


hormone she soon became distinctly better and 
well pleased with life. 
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Drugs and Delinquency: mE n 
E A Four Year F ollow-up of Drug Clinic Patients 


By ALISTAIR M. GORDON = 


The addiction and conviction status of 60 male ранен, examined at 

a London drug clinic in 1970 was reassessed at four-year follow-up. 
Forty-three per cent had become abstinent, 23 per cent remained 
dependent and 15 per cent had died, Ninety-seven per cent had received 

a court conviction and 73 per cent were convicted during follow-up. 

A prognostic assessment was determined in combined terms of 
continued addiction and continued delinquency. Poor outcome related 

to a lack of educational attainment, earlier first conviction and regular 

opiate use on arrival, and was associated during follow-up with an 
irregular clinic attendance beyond one year, drug conviction and 

death. Good outcome related to an absence of parental loss and later * 
first conviction, and was associated during follow-up with discharge . 
within one year without hospital admission, Analysis of thé data 


indicates the value of combining forensic information with drug history 


in prognostic assessment. 


Introduction 


Criminal behaviour in drug users, recognized 
as characteristic of the American drug scene, 
has been increasingly observed in Britain. 
Studies from British drug clinics report con- 
viction incidences at first clinic attendance 
ranging from 54 per cent (Kosviner, 1968) to 
92 per cent (Gordon, 1973). All studies indicate 
a conviction incidence far higher than the 15 per 
cent conviction incidence for the general male 
population under 21 years, reported in the 
National Survey of the Health and Development 
of Children (Wadsworth, 1975). The signifi- 
cance of the link between drug abuse and 
delinquency remains controversial, but the 
association has been shown to continue in 
several follow-up series. Comparison between 
these various studies is complicated by their 
different countries of origin, their focus on 
different addictive drugs, their varied selection 
of patients and sources of forensic data, their 
disparate methodology and the temporal and 
environmental variations in drug culture. The 
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present study, methodologically comparable 
with a British penal study of female narcotic 
addicts (D’Orban, 1974), describes consecutive 
male attenders at a London drug clinic who 
commenced drug use before 21, years, irre- 
spective of drug type. The study combines data 
from both pre-clinic and follow-up periods with 
the object of identifying prognostic indicators of 
outcome. 
Subjects and Method 


The subjects of the study were 60 male 
patients who had commenced drug use before 
21 years, and who presented consecutively to a 
London drug clinic in 1970. Data concerning 
their social, familial, educational, occupational 
and psychiatric histories, patterns of drug 
abuse and delinquency have been described in 
the original study (Gordon, 1973). The present 
study of their four year follow-up (January 
1971-January 1975) was compiled from the 
following sources: medical records“of all known 
drug clinic attendances, the Registrar of Deaths 





Branch of the Home Office, Home Office 
criminal records, general practitioners and 
voluntary agencies concerned with drug abuse. 
In the present study, the 60 patients were 
divided into four groups (based on d'Orban's 
criteria) by addiction and conviction status 
during the four year follow-up period. The 
groups. (Table I)*Nwere: 
Group I (convicted and addicted). Patients 
who were convicted of offences during follow- 
up and who were reported as dependent on 
drugs in at least two of the four years of 
follow-up. 
Group П (neither). Patients who had no 
convictions and no reported drug use in any 
of the four years. 
Group III (convicted only). Patients who were 
convicted of offences during follow-up but 
were not reported as drug users in more than 
one year of follow-up. 

* Group IV (addicted only). Patients who had no 
convictions during follow-up but were re- 
ported as dependent on drugs in at least two 
of the four years of follow-up. 


All deceased patients fulfilled the criteria of 
Group I and are included in the statistical 
analysis. 


Results 

Addiction status 

The addiction status of patients at the end of 
follow-up (January 1975) is detailed in Table II. 
Twenty-six patients (43 per cent) were not 
nótified as drug users in the last two years pf 
follow-up, and 14 patients (23 per cent) were 
currently using drugs. 


Taare І 
Drug use and court conviction during follow-up 











No. (%) 
of 
patients 
Group I (addicted and convicted) * gı (52) 
Group II (neither) — .. e 8 (13) 
Group III (convicted only) 13 (22) 
Group IV (addicted only) 8 (13) 
60 (100) 


Total no. 
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Tage П 

Addiction status at follow-up $ 
No. (%) 

Status of 
patients 
Dead... ра 5a is s 9 (15) 
In prison А 26 8 (13) 
Current drug use А vs xS 14 (23) 
Not notified for one year m is 3 (5) 
Not notified for two years — .. «x 5 (8) 
Not notified for three or more years .. 21 (85) 
Total .. " jd - ae 60 (100) 





Ten patients (17 per cent) had been using 
soft drugs only at the time of their arrival at the 
clinic. Only one of this soft drug group is known 
io have progressed to narcotic use and subse- 
quently died. The original study revealed no 
significant differences between soft drug and 
narcotic users, and this absence of differentiation 
continued during follow-up for most variables, 
including abstinence, mortality, poor or good 
outcome, clinic attendance, hospital admission, 
pattern and incidence of convictions and court 
sentence, Receipt of a clinic prescription 
emerged as the only significant variable 
(x = 12:12, df = 1, P < -oo1) between 
soft and hard drug users, none of the soft drug 
group receiving a script at any time. These 
findings support the original proposal that 
exclusive soft drug users presenting to a clinic 
are an atypical group, resembling narcotic users. 


Conviction status 

Fifty-five patients (92 per cent) had a history 
of court convictions on arrival at the clinic in 
1970. By the end of the follow-up period 58 
patients (97 per cent) had a conviction, and 
44 patients (73 per cent) had received a 
conviction during follow-up. The pattern of 
offences (Table III) on arrival at the clinic 
did not alter significantly during follow-up. 
Comparison between Group I and Group HI 
of the incidence of offenders for specific offences 
during follow-up showed significant differences 
only for drug offences. Drug offenders, pre- 
dictably fewer in Group ПІ who achieved 
abstinence, were associated with Group 1 
, P < +001). Although 
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both drug use and delinquency continued in 
over half the sample, the association between 
continued addiction and continued conviction 
during follow-up was not significant. 


Mortality 

Nine patients (15 per cent) died during the 
four year follow-up. All these deaths were 
directly associated with drug abuse: 8 patients 
died from non-suicidal drug overdose and one 
from accidental head injury sustained in a drug- 
intoxicated state. Barbiturates were implicated 
in seven deaths. Five deaths occurred in the 
second year of follow-up, one in the third year 
and three in the last year. The mean age at 
death was 24 years. Mortality was significantly 
associated with continuing combined delin- 
quency and addiction, but not with any 
variable studied relating to family, social, 
occupational, educational or psychiatric history, 
pattern of drug use or pattern of delin- 
quency. 


Variables related to abstinence and dependence 

All the data from the original study and the 
follow-up period were examined in order to 
identify those which differentiated between the 
21 patients who achieved abstinence during 
follow-up (Groups П and III) and the 39 who 
remained drug-dependent (Groups I and IV). 
Significant variables (Table IV) included: 


Tasrx ПІ 
Pattern of offence behaviour 








Before follow-up After follow-up 


Ф 

(a) Regular opiate use. A presenting history of 
opiate use as frequently as once a week was 
associated with continued dependence at 
follow-up ( x? = 5-83, df = 1, P < -05). 

(b) Court conviction. A sentence of imprison- 
ment for three or more months during 
follow-up was associated swith continued 
dependence ( ү? == 5:90, df = 1, P < фт). 
(c) Clinic attendance. Attendance lasting two or 
more years was significantly associated with. 


Р < -oor). Attendance for less than one year 
was associated with abstinence ( y? = 10°28, 
df = 1, P < отг). The mean number of 
total clinic attendances during follow-up was 
significantly lower for patients who achieved 
abstinence (t == 2:12, P < +05), - 

(d) Clinic prescription. Receipt of a clinic pre- 
scription for any addictive drug was associated 
with continued dependence (x? = 6° 12, 
df = 1, P < +05). А 

(e) Mortality. Death during follow-up was 
associated with continued dependence ( y? == 
4°03, df = 1, P < -05). 


Variables related to continued delinquency 

Comparison on all variables between the 44 
patients (Groups I and III) who received con- 
victions and the 16 patients (Groups II and 
IV) who were unconvicted during follow-up 
Showed significant differences for the following 
variables: 

Tasty IV 
» Variables related to abstinence during follow-up 








No. No. (9%) No. Мо. (%) 

Offences of of of of 
offenders offences offenders offences 
Larceny 44 139(39) 27 64 (28) 
Fraud 10 16 (4) 12 36 (16) 
Drugs 28 63 (17) 21 48 (21) 
Violence 26 42 (12) 14 2g (13) 
Obstructive 8 9 (2) 8 10 (4) 
Motoring 18 Go (17) 5 29 (13) 
Vagrancy 7 7 (2) 3 3 (1) 
Sex 4 êl 353 lg 
Drink 5 19 (5) 2 2 (1) 





Total no. of 
offences: 227 


Total no. of 
offences: 361 





Abstinent Addicted 
Groups II Groups I 





Variable and ПІ — and IV 
(N = 21) (N = 39) 
1, Regular opiate use - 9 29 
2. Imprisonment for 3 or more 
months — .. ES ia 4 20 
3. Clinic attendance beyond 
2 years ... V ws 4 27 
4. Clinic attendance less than 
one year .. ks A 13 8 
5. Mean number of clinic 
attendances $2 sg 23 > 53 
6. Clinic prescription we 7 26 
7. Death E as лу о 9 








24 


^ фа) Academic achievement. A failure to pass any 
national examination on school leaving was 
associated with continued delinquency ( x? = 
7:25, df = 1, P < +01). 
"(b). Pre-drug convictions. A record of court 
conviction before first drug use was associated 

¿with continued delinquency (x^ = 7°65, 
df x 1, P < -or), but neither a record of 
conviction on arrival at the clinic or the 
mean number of convictions before follow-up 
were significantly associated with subsequent 
conviction status. 


Variables related to ouicome 


Comparisons of all variables between both the 
poor outcome group (Group I patients with 
continued addiction and delinquency) and the 
good outcome group (Group П patients) and all 
other patients reflected certain of the previously 
identified associations. Poor outcome was asso- 
&iated with educational non-achievement, regu- 
lar opiate use on arrival, and clinic attendance 
beyond one or two years. The association with 
mortality was greater for combined addiction 
and delinquency than for dependence alone 
(xt = 7°76, d£ = 1, P < +01). Good outcome was 
associated with clinic discharge within one year. 
New significant variables (Table V) included; 


(a) Parental loss. Good outcome was signifi- 
cantly associated with an absence of parental 


a 
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loss (y? = 5:6, df = 1, P < -05) and, in 
particular, with an absence of paternal-loss 
(хе = 4:02, df = 1, Р. соб). 


(b) Age of first conviction, The poor outcome 
group received their first conviction at a 
significantly younger mean age than the good 
outcome group (t = 2:05, Р < +05). 


(c) Clinic attendance. Irregular attendance, 
defined as attendance at less than 75 per cent 
of scheduled clinic appointments, was agso- 
ciated with poor outcome ( x? == 4:24, df = 1, 
Р < -05). 

(d) Hospital admission. An absence of hospital 
admission for dependency during follow-up 
was associated with good outcome ( y? = 5:96, 
df = 1, P < -o1), but frequency of admission 
and length of stay were not significantly 
associated with either group. 


(e) Other variables. Indicative trends associated 
with poor outcome included parental loss, 
truancy or undetected theft in childhood, and 
a high number of convictions preceding drug 
use. Variables for which differences failed. to 
reach significance in any group included: 
social class, family size, parental or sibling 
conviction, employment status, exclusive soft 
drug use, source of drug supply, conviction 
status on first attendance and conviction for 
violence. 











Taste V 
Variables related to outcome 
. Group I Group IT Group HI Group IV 
Variable (No. of (No. of (No. of (No. of 
2 patients 31) patients 8) patients 13) patients 8) 
1. Loss of parent before 16 years 12 o 8 5 
2. Loss of father before 16 years 12 o 7 4 
3. No school examination 25 3 8 3 
4. Antisocial traits .. aa 25 4 9 4 
5. Mean age of first convictio 15:0 yr 1774 yr 16-0 yr 16:0 yr 
6. Conviction before drug use 18 2 8 1 
7. Mean number of pre-drug offences 1-6 0:8 o8 0:7 
8. Regular opiate use Vd TEN 23 5 4 6 
g. Clinic attendance beyond 2 years 21 о 4 6 
10. Clinic attendance less than 1 year 6 6 7 2 
11. Irregular clinic attendance 20 4 3 4 
12. No hospita] admission ; 6 5 3 о 
13. Drug offence during follow-up T 20 о i о 
14. Death s D e E "C 9 о о о 
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Discussion 


‘Delinquency emerges as the dominant con- 


tinuing behaviour in the follow-up perio: 


During follow-up 73 per cent of patients were dm 


convicted, while only two patients remained 
unconvicted at some time in their life. In terms 
of drug use alone, continued addiction was 
associated with regular opiate use on arrival, 
imprisonment for three or more months. and 
death. Abstinence was associated with fewer 
clintc attendances and discharge within one 
year. In terms of delinquency alone, a further 
conviction was associated with a lack of scholastic 
achievement and a conviction preceding drug 
use. | 

Тһе addition of forensic data to the con- 
véntional criterion of abstinence appears rele- 
vant to prognostic assessment. When outcome 
is assessed in combined terms, several significant 
features emerge. The poor outcome group who 
continue addicted and delinquent were charac- 
terized on arrival at the clinic by a total lack of 
scholastic qualification and a younger age of 
first conviction, with a higher number of pre- 
drug offences, parental loss and childhood anti- 
social traits emerging as indicative trends. Their 
progress was associated with irregular clinic 
attendance extending beyond one year, and with 
conviction for drug offences. Death from drug 
abuse occurred only in this group and the 
incidence (29 per cent) is high. The good out- 
come group who are neither notified nor 
convicted were characterized on arrival at the 
clinic by an absence of parental loss (particularly 
paternal loss) and a later age of first conviction. 
'Their progress was associated with attendance 
for less than one year with no hospital admissions 
for drug abuse. 

A significant association between continued 
addiction and continued delinquency has been 
shown in female narcotic addicts (D'Orban, 
1974). In these male addicts whose delinquency 
continues so widely generalized and of whom 
only 13 per cent achieve dual abstinence, this 
association did not emerge. The prognostic 
value in female addicts of a high incidence of 
convictions before follow-up is not sustained in 
this series although court conviction preceding 
drug use is linked with continued delinquency. 
These findings support D'Orban's prediction 
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that delinquent behaviour may provide a more 

sensitive indicator of deviancy in female than-in 


male addicts. . | 


"A study of New York narcotic addicts 
(Vaillant, 1966) associates abstinence with stable 
childhood, previous regular employment and 
late onset.of addiction. In this series, regular 
previous employment was exceptional (70 per 
cent unemployed for more than three Months 
of the year), and was not associated with out- 
come. The American parole system for narcotic * 
users has no British equivalent, but it is interest- 
ing that a longer period of detention was 
associated with continued addiction. Vaillant's 
observation that addicts did not ‘burn out’ in 
their mid-30s is supported by this study, in 
which age over 30 years is not associated with 
abstinence, and all the good outcome group are 
still below 30 years. Levy (1972) and Stephens 
(1972) found no relation between educational 
attainment and abstinence. The association of 
poor educational achievement in this study is 
with continued delinquency rather than with 
addiction alone. 

Oppenheim (1973) found age of drug onset, 
pre-drug conviction and broken homes of no 
prognostic value for determining abstinence in 
London narcotic addicts. This study generally 
confirms her observations for abstinence alone, 
but these variables do emerge as significant for 
outcome assessed in combined terms. А com- 
prehensive survey of British narcotic addicts 
(Mott, 1975) reported a 60 per cent conviction 
rate, with a decline in larceny and increase in 
drug offences during a two year follow-up. 
Mott indicated that drug users equilibrate in 
conviction rate with their non-drug criminal 
peer group if drug offences are discounted. This 
separation of drug and non-drug offences in 
assessing conviction rate is probably misleading, 
and the prognostic relevance of drug offences 
during follow-up demonstrated by this study 
suggests that drug offences should not be 
slighted as inevitable and unimportant. 

The offénce pattern in the Crawley New 
Town study of narcotic users (Mott, 1976) also 
described a decreasing incidence of theft during 


follow-up. In the present study, the pattern of 


offenges does not alter significantly, larceny and 
fraud constituting approximately 40 per cent 
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of offences both before ‘and during follow-up. 
Mott’s finding of a decreasing conviction rate 
with reduced drug use is not replicated. These 
differing observations may simply reflect the 
different environments of the patient samples. 
De Alarcon (1973) suggests that drug abuse in 
Crawley was determined by availability of 
drugs and socializing users rather than by the 
presefice of predisposed users. The recognized 
drug resources and the social drug scene of 
London probably attract the predisposed indi- 
vidual and may be the major factor in deter- 
mining the more extensive and committed 
delinquency of this London clinic sample. 

Mott (1976) comments that the social 
characteristics of heroin addicts are indis- 
tinguishable on several factors from those of 
young offenders. The findings of the present 
study suggest that addiction and delinquency 
are linked as indicators of general antisocial 
deviancy. ‘Fhey ‘may appear in parallel or may 
“alternate, but. are rarely wholly relinquished. 
The data depend on official source information 
which probably underestimates the extent of 
drug use and delinquency. Although a small 
group appear to abandon both drugs and crime, 
this negative information does not preclude the 
possibility of continuing social maladjustment in 
these or other areas. Continuing assessment in 
combined terms of both addiction and convic- 
tion status provides а more complete indication 
of prognosis than abstinence patterns alone. 
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Prevalence and Treatment of | Drug-Induced Extrapyramidal 


Symptoms 


By D. A. W. JOHNSON 


A prospective follow-up of schizophrenic patients treated with depot 


neuroleptic injections demonstrated the variability of the prevalence 
rate of morbidity from drug-induced extrapyramidal symptoms. 


Factors influencing this morbidity are discussed. This study suggests 
that the need for the treatment of drug-induced symptoms by the use 
of antiparkinsonian drugs is less than commonly accepted. It is 
suggested that our psychological set to the problem of drug-induced 


side-effects requires revision, and in particular that the prescription 


of anticholinergic drugs needs justification. 


Introduction 

It is well recognized that the neuroleptic 
drugs may cause extrapyramidal symptoms. 
However, the prevalence of such symptoms and 
the need for their treatment remains contro- 
versial. The reported prevalence rates vary from 
88 per cent (Kennedy et al, 1971) to 23 per cent 
(Ayd, 1961), though most studies cluster around 
40 per cent. The interpretation of these results 
is difficult, since most studies were carried out 
on chronic long stay cases of uncertain diagnosis, 
possibly with secondary complications. Other 
essential variables are frequently omitted ( John- 
son, 1976). 
^. All surveys report the presence of signs or 
symptoms. following some form of physical 
examination, often using procedures that involve 
the motivation or cooperation of the patient. 
The presence of a measurable change under 
these circumstances does not necessarily reflect 
a discomfort or disability to the patient, and 
such recorded prevalence rates may be quite 
different from the frequency of morbidity. 

Clinicians often prescribe anticholinergic 
drugs routinely in the presence of observed 
signs, or even on a prophylactic basis. The 
scientific evidence supporting these practices 
is sparse and far from conclusive. A number 
of studies have failed to demonstrate any clinical 
effect from either oral (Ekdawi and Fowke, 
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1966; Mindham. et al, 1972; Ghien et al, 1974) 
or intravenous administration (Simpson, 1970) 
of anticholinergic drugs. This has led several 
authors to question the wisdom of this method 
of prescribing (Klett and Caffey, 1972; Mind- 
ham, 1972 and 1976; McClelland, 1974 and 
1976). In addition, these drugs have their own 
range of toxic effects (Kazamatsuri ef al, 1972; 
Johnson, 1972; Gerlach et al, 1974; Marsden, 
1975); they can lower the plasma levels of 
phenothiazines (Chan et al, 1973; Loga et al, 
1975; Rivera-Calimlim ef al, 1973 and 1976) 
and possibly reduce the therapeutic effects 
(Singh and Smith, 1973; Ayd, 1974). They 
have also been reported to influence the 
absorption of drugs from the gut (Rivera- 
Calimlim, 1976). 

'The present study attempts to clarify the 
prevalence of morbidity, as opposed to detect- 
able side-effects, in a group of schizophrenic 
patients treated with long-acting injections of 
depot neuroleptics. 


Method 


The pafients included in this survey were 
aged 17 to 65 years and were diagnosed as 
suffering from schizophrenia on the basis of 
Schneider first-rank symptoms identified during 
either the present or a previous illness. All 
patients had had at least one previous illness. 
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Each patient was started on depot neuroleptic 
injections (fluphenazine decanoate or flupen- 
thixol decanoate) as part of their treatment for 
an acute relapse, in addition to oral chlor- 
promazine, and remained on depot injections 
alone as maintenance therapy. 

Medical staff, nurses, social workers and 
relatives remained in frequent contact with all 

‚9 T" А 
patients. Morbidity was recorded as present if 
the patient, a relative or a member of the 
clinical team reported that the patient was 
experiencing a discomfort or a disability that 
limited a physical or social function. Anti- 
parkinsonian (AP) drugs were prescribed only 
if clinically indicated. Any member of the 
medical staff could prescribe an AP drug 
(benzhexol 5 mg twice or thrice daily) but 
the author subsequently reviewed all prescrip- 
tions. 

The minimum dose regime of depot neuro- 


.leptic judged effective was prescribed within 


the range already published (Johnson, 1975). 
To exclude patients receiving a possibly non- 
therapeutic dose regime, all patients who 
missed an injection or relapsed within a three- 
month period of a dose reduction were with- 
drawn from the study (Johnson, 1976). 


Results 


Fifty-eight patients. from seventy-two con- 
secutive admissions fulfilled the survey criteria. 
A betweensgroup analysis of patients prescribed 
fluphenazine and flupenthixol failed to demon- 
strate any significant differences between the 
two treatments (Johnson and Malik 1975.) | 

The prevalence rates of morbidity for. the 
fifteen-month, three-monthly and one-monthly 
periods, together with the proportion of patients 
developing new ‘morbidity during each three- 
month period, are shown in Table I. Of the 47 
patients who experienced morbidity, 22 patients 
(47 per cent) required anticholinergic drugs; 
14 patients (30 per cent) received anticholinergic 
drugs in the absence of dose reduction, 8 
patients (17 per cent) in additibn to dose 
manipulation. Two patients (4 per cent) were 
prescribed ,benzodiazepam drugs, in addition 
to dose chahges, for restlessness. Twenty-three 
patients (49 per cent) obtained relief by dose 
manipulation alone. 


PREVALENCE AND TREATMENT OF DRUG-INDUCED EXTRAPYRAMIDAL SYMPTOMS 


Тавік І 


Drug-induced extrapyramidal side-effects in 58 patients* 
studied over a period. of 15 months 








Three- Minimum 
Monthly monthly new 
Months prevalence prevalence morbidity 
p 96 % 
I 68 
2 62 
3 62 74 6 
4 48 К 
5 30 
6 15 59 11 
7 24. 
8 20 
9 22 29 5 
10 16 
II 19 
12 20 24 4 ° 
13 17 
14 24 
15 21 28 4 


Period prevalence for 15 months = 81 per cent. 
* Age 18-65 years; Males == 55 per cent. 


Although 42 per cent of the total patient 
sample were prescribed AP drugs as part of 
their total treatment for side-effects, these 
drugs were used for only 17 per cent of available 
drug days. (Available drug days — Number of 
patients x duration of the survey in days.) 


Discussion 


The results demonstrate a variation in the 
prevalence rates between 24-74 per cent and 
15-68 per cent for the three-monthly and 
monthly rates respectively. The fall during the 
initial therapy reached a stable value by the 
sixth month (24-29 per cent). The changes in 
the prevalence rates represent a complex 
exchange between patients who lost. morbidity 
and others who developed symptoms. One-fifth 
of the morbidity during any three-month period 
is likely to have developed within that period. 
Morbidity was not always a simple function of 
dose. Some patients developed new symptoms 
on à lower dose regime than previously tolerated, 
while others developed tolerance to higher dose 
regimes (Johnson, 1973, 1975). It has been 
suggested that muscle activity, tissue damage 
and injection technique are all possible variables 
in the production of intermittent side-effects 
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(Daniel, 1976). It is also known. that neuro- 
lepties can accumulate in the body tissues. 
These facts all emphasize the need for a regular 
review of both unwanted symptoms and treat- 
ment. 

When a dose-dependent side-effect is present, 
the treatment of choice is a reduction in the 
dose of the drug. The prescription of a further 
drug, with potentially toxic effects of its own, 
should be considered only if the former treat- 
ment fails or is considered clinically inappro- 
priate. The present study clearly demonstrates 
that almost half the patients who experienced 
morbidity did not require anticholinergic drugs. 
When AP drugs were prescribed the need for 
these drugs was often limited. It is suggested 
that when morbidity develops within the first 
three months of treatment, AP drugs should be 
prescribed and continued until the end of the 
fourth month, unless the resolution of symptoms 
is almost immediate. However, after this interval 
AP drugs need be used only for the duration of 
morbidity. The risk of a return of morbidity 
following the discontinuance of AP drugs is 
small ( «10 per cent). Other studies confirm this 
observation (McClelland et al, 1974; Ananth 
et al, 1970). 
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Attitudes of Psychiatric Patients to Deliberate Self-poisoning 


By KEITH HAWTON, JOHN BANCROFT and SUSAN SIMKIN 


SUMMARY Attitudes towards self-poisoning were investigated in 80 
psychiatric patients, half of whom themselves had previously‘ taken 
overdoses. They were asked to comment about self-poisoners in 
general, and on four specific cases in particular. In addition to motives 
spontaneously suggested they were asked to choose from a list of 
alternative motives in explaining each case. 

The subjects who had previously taken overdoses differed from the 
rest in seeing such behaviour as more often due to a disturbed state of 
mind and less often an expression of hostility. Both groups tended to 
see self-poisoners as mentally ill; and, unless they were offered a 
‘vocabulary’ of goal-directed motives, they tended to see the behaviour 
as a reaction to events (i.e. expressive) rather than goal-oriented (i.e. 


instrumental). The implications of these findings are discussed. 


Introduction 


The reasons why people take overdoses are 
complex and difficult to investigate (Bancroft, 
Skrimshire and Simkin, 1976). To understand 
this behaviour we need to know the ‘meanings’ 
or ‘motives’ attributed to it by those likely to 
take overdoses, since this may determine their 
subsequent behaviour, and also by persons 
in contact with them. In a previous study 
(Ramon, Bancroft and Skrimshire, 1975) the 
latter issue was explored in general hospital 
doctors and nurses having frequent contact 
with overdose patients. Here we have investi- 
gated the attitudes to this behaviour of psychia- 
tric patients, half of whom have themselves 
taken overdoses in the past. 

We were interested in (i) the motives they 
presented spontaneously, (ij) those they chose 
when a list of motives was presented to them, 
and (iii) whether they sympathized with self- 
poisoners and accepted their behaviour as a 
way of coping with crises. 


Method 


Half the subjects were interviewed by a 
research psychiatrist (K.H.) and half by a 
research assistant (S.5.), interviewers taking 
alternate patients. Subjects were asked a series 
of general questions about self-poisoning beha- 


viour, and the answers were recorded verbatim * 
and later categorized by both interviewers 
individually, any disagreements between them 
being negotiated. 

Each subject was then presented with four 
short case histories, chosen as typical examples 
of self-poisoning behaviour. They were those 
used in the previous study (for details see 
Ramon et al, 1975). Case 1 (Jane) an adolescent 
from an unsupportive home background is 
upset by the threat of a break with her boy- 
friend. In Case 2 (Gillian) a row in a marriage 
with poor communication precedes the over- 
dose. Case 3 (Arthur) describes an alcoholic 
with a steady social decline and repeated 
suicide attempts, Case 4 (Frank) is a middle- 
aged professional man depressed as a result of 
major situational factors. 

These case vignettes were presented in random 
order to each subject, who after reading them all 
answered a series of questions. He was then pre- 
sented with a list of motives, shown in Table ITI, 
and asked to choose as many as he wished to ac- 
count for each case and then to rank them in 
order of importance in explaining each one. 


Subjects ` 
The subjects, psychiatric in-patients or day 
patients, comprised two groups: (i) ‘non- 
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overdose patients’ (ies no history of self- 
péisoning or self-harm); (ii) ‘overdose patients’ 
(i.e. had taken:an overdose in the past, the most 
recent being not more than five years and not 
less than three months previously). There were 
40 in each group. 

Each group contained four categories of 10 
patients choseneto represent the subjects of the 
case vignettes: (i) aged 16-25, either sex, un- ' 
married; (ii) 25-40, female and married or · 
. cohabiting; (iii) 25-55, male with diagnosis of 
alcoholism; (iv) 46-60, either sex, with current 
or previous diagnosis of depression. All patients 
in the hospital or alcoholic unit were screened, 
as were subsequent admissions, until enough 
subjects had been obtained to complete each 
category in both groups. Са 

The ‘non-overdose’ group comprised 21 males 
and 19 females and the ‘overdose’ group 13 
males and 27 females. 


Results 

General comments | 

Self-poisoners were predominantly seen as 
‘mentally ill (61 per cent) by all subjects, 
particularly by the alcoholics (85 per cent). 
However, 27:5 per cent of all subjects admitted 
that overdoses could be taken by ‘normal 
people in difficult circumstances', though this 
was more often stated by the ‘non-overdose’ 
patients (47:5 per cent v 7:5 per cent, xy? 
12:4, df т, P < +001). The behaviour was 
attributed 1o 'inadequate' people by 12:5 per 
cent of all subjects. 

Situations which subjects felt could lead to 
self-poisoning were ‘disturbed mental state’ 
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(68 per cent), ‘relationship difficulty’ (50 per : 
cent), ‘practical problems’ (34 per cent), ‘social 
isolation’ (15 per cent) ‘and. ‘others’ (24 per 
cent). Goals for the behaviour were suggested 


Бу 82:5 per cent of subjects, the most frequent 


being ‘to die’ (60 per cent), ‘to attract attention’ 
(26 per cent), to escape (25 per cent), and to 


‘get help (21 per cent). The two groups of 


patients were not noticeably different in this 
respect. i | 


Spontaneous comments on the four cases == > 

Answers to the first’ question, ‘why do you 
think X took the ‘pills?’, were categorized as 
explaining the act in terms of ‘events or prob- 
lems’, ‘state of mind’ or ‘goals or outcome’. 
The proportions indicating these categories for 
each case are given in Table I. In every case the 
act was most frequently explained in terms of 
events and problems preceding the overdose. 
In addition, the ‘non-overdose’ group more 
often explained it in terms of ‘state of mind’ 
(x? = 5:0, Р < +05) and the ‘overdose’ group 
in terms of ‘goals or outcome’ (x? = 1:8, ns). 

Although in the general comments, and in 
the case of Frank, ‘to die’ was the most frequently 
suggested motive, in the three other cases other 
motives (“to attract attention’ and ‘to get help’) 
were chosen slightly more often, ‘To attract 
attention’ was most often chosen for Jane and 
Gillian, and ‘to get help’ for Arthur. Table II 
shows the proportions of patients who, when 
asked directly, indicated that the individuals in 
the case histories (i) had wanted to die, (ii) had 
acted reasonably, and (їй) had particularly 
evoked sympathy in them. 


Taste I 
Explanations for the four cases—expressed as %’s of responders (n == 40 Sor both groups) 




















І. 2. 3. 4 All four cases 
Jane Gillian Arthur Frank combined 
Case explained in terms of — NR | 
Моп Моп Non Non Non 
Ор ор ор ор ор ор ор ор ор ор 
Events or problems 83 i 85 73 68 73 75 68 60 Bo 78 
State of mind 40 15 68 45 50 30 бо до 54 33. 
Goals/Outcome .. 40 33 38 48 45 бо 28 43 38 46 
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broad spectrum antidepressant 


Lentizol raises brain levels of both noradrenaline and 5HT, disturbances of which are known 
to be a major factor in depressive illness. As there is no way of knowing which amine is 
depleted’, it makes sense to use a broad-spectrum antidepressant initially. Lentizol is now 
regarded as a first choice antidepressant for general use", being preferable to those 

antidepressants which primarily influence only one of these biogenic amines 59 


Меен) H Миће а iom “ ent 


" = jee) 


a better chance of success from the start 


Lentizol 


MOS lo. as 


T» 


LI 


Ax 


3 


ч 


ИУ ЛЕ Т 





хі 





anxiety 


ў i By the time you see the patient, it can be a case for 
St | | | 
4mgj/day* 
powertul anxiolytic well tolerated dependence nota problem 
SK&F 


Smith Kline & French Laboratories Limited 
Welwyn Garden City, Hertfordshire 


*Fullinformationisavailableon request. ‘Stelazine’ (brand of trifluoperazine as the hydrochloride) is a trade mark 
SZ: AD22 ` 


KEITH HAWTON, JOHN BANCROFT AND SUSAN SIMKIN 


Tas П 
Attribution of suicidal intent and attitudes to the four 
cases^—expressed as 94's of responders (n = go for both 
groups) 





1. 2, 3. 4. 
June Gillian Arthur Frank 





‘X wanted to die’ 





Non O/D .. 30 18 43 55 
O/D E 25 35 25 70 
‘A reasonable thing 
К to'do' 
Non O/D .. 20 20 25 40 
O/D ka 30 40 38 60 








‘I feel most 
sympathy for’ 

Non O/D .. 30 3 23 43 
“ор D 20 10 18 45 





When the subjects were asked directly if, 
in each case, the individual had wanted to die, 
a greater proportion answered in the affirmative 
than had spontaneously suggested ‘to die’ as a 
motive. The behaviour in each case was more 
often considered ‘reasonable’ by the ‘overdose’ 
group, but when the four cases were combined 
the difference between the groups was not 
significant (x? = 1:9, ns). Frank evoked the 
most sympathy, especially for the 40-60-year-old 
depressives; 13 out of 20 selected Case 4. 
Otherwise there was no evidence of sympathy 
being particularly felt for the cases with which 
the patients were most likely to identify. 

In reply to the question ‘What would you 
have done in X’s place?’, the ‘overdose’ group 
said that they would/might have done the same 
significantly more often than the ‘non-overdose’ 
group (x? = 13:9, Р < -oo1), but would have 
less frequently taken ‘positive action’ (x? == 
15:4, Р < -oo01). No marked differences were 
found between the two groups for those who said 
they would have sought professional or non- 
professional help or engaged in maladaptive 
behaviour, or who denied that they would 
ever be in such a situation. The category 1 
subjects (16-25-year-olds) in the ‘overdose’ 
group more often indicated they ‘would/might 
have done the same thing’ than did the rest of 
the ‘overdose’ patients (Fisher’s exact pro- 
bability test, Р < :02). 
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Choice of alternative motives presented to the subjects 


The first four motives ranked by subjects afe 
shown for the four cases and the two groups of 
patients in Table HI. 

With the exception of the two 16-25-year-old 
categories, the ‘non-overdose’ group were more 
likely to choose one of the two ‘hostile’ motives, 
‘to make sorry’ or ‘frighten’, fot at least one of 
the cases, than the ‘overdose’ group; this was 
predicted ( ys == 7:05, Р < -or). Otherwise the 
two groups of subjects were very similar in the 
motives selected for each case. 


Discussion 


This is a study of meanings attributed to self- 
poisoning by psychiatric patients, and we cannot 
therefore generalize to the population at large. 
However, the high incidence of self-poisoning 
and self-injury and the high rate of first attempts 
within psychiatric hospitals (Hawton, 1978) 
make the attitudes of this group of some 
importance. Similar studies on non-psychiatric, 
populations would be worthwhile. Nevertheless, 
the tendency to see self-poisoners as ‘mentally 
il? could reflect the psychiatric nature of the 
sample. For the ‘overdose’ group this could 
possibly be seen as a justification for their own 
behaviour. Whereas in the general comments 
the behaviour was predominantly explained in 
terms of the suicidal motive, the behaviour of 
the individuals in the specific cases was most 
often explained in terms of events or problems 
preceding self-poisoning rather Һай of specific 
goals. The younger ‘overdose’ patients more 
often said they would/might have done the 
same thing, which supports our earlier im- 
pression that self-poisoning for non-suicidal 
purposes is more acceptable amongst the young 
(Bancroft, Skrimshire and Simkin, 1976). 

The ‘overdose’ group were less likely to choose 
hostile motives. This compares with a separate 
study where self-poisoners were much less 
likely to attribute hostile motives to their own 
overdoses than were sophisticated judges (Haw- 
ton et al, 1978). This discrepancy may be due 
to ‘overdose’ patients perceiving the social un- 
acceptability of such motives (Ramon, Bancroft 
and Skrimshire, 1975) and hence denying them, 
or to a misunderstanding of such behaviour by 
thoseewho have not experienced it themselves. 
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* Ranked order of first four motives selected for each case by the two groups of patients (%) (n == go for both groups) 
1. 2. 3. 4. 
Јапе Gillian Arthur Frank 
. Motives — == ~ 
Non Non Non io 
O/D O/D ор ор ор Ор OD о/р 
A Thesituation was so unbearable that the 
pefson had to do something and didn’t 
know what else to do : 4(25) 1:5(38) 4(25) 2(50) 3(28) 1048) 2(40) 
B Make people understand how espera ate ° 
the person was feeling .. е 2(40) 2 (35) 3(28) 2(38) 3==(28) 4(28) 
C Seek help from someone 2(33) (бо) 1(58) 
D Get relief from a terrible state of mind 3(28) 2(30) 3(30) 
E Make people sorry for the way еу have ы 
treated the person * 1(45) 2-—(35) 1(48) 





F Escape for a while from an impossible 


situation ,. es 


4(25) 4(25) 





G Wanted to die 


3==(28) 1(50) 


Панна 


Н Try to influence some particular person 
or get them to change their mind 





I Find out whether someone really loved 
the person or not : V 3(33) 
J Frighten or get their own back on some- 
one T 5. i © 





1(33) 1==(38) 


3(28) 





K Show how much the person loved some- 


one 4(28) 


un 
. 








2(30) 





L The person seemed to lose control of 
himself and had no idea ša he behaved 
* that way. Я ee 





M. Make things easier for others .. 





The ranking of motives in this study was 
strikingly similar to that in the previous study 
of the attitudes of doctors and nurses (Ramon, 
Bancroft and Skrimshire, 1975), the first- 
ranked motive being the same for each of the 
cases in the two studies. А 

The discrepancies in the extent to which 
‘wish to die’ was attributed at different stages 
of the interview are of interest. Some subjects 
said they felt the person in the story wanted to 
die at the very moment of self-poisoning but not 


otherwise. Thus the response to the direct 
question may have been concerned with the 
person's feelings, and to the list of motives with 
the goals of the behaviour. This suggests that 
overdose behaviour may be considered as 
expressive of the feeling of wanting to die, without 
being seen as instrumental (i.e. with death as the 
intended outcome), which is consistent with 
Birtchnell and Alarcon’s (1971) description of 
the attempt as ‘more an enactment of dying 
which carries with it the discharge of some of 
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References * 


the emotion appropriate to the actual event’, 
It would also account for the common tendency 


to indicate suicidal intent whilst ensuring . 
survival. The effects of the act on others may Бе , 
powerful because of the implication of death. 


This is important not only in determining the 
subsequent behaviour of significant others but 
also in explaining the choice of such behaviour 
by the overdoser himself. 
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The Different Incidence of Suicide in Eire 


and in England and Wales 


By B. M. BARRACLOUGH 


This paper confirms previous findings that the incidence of suicide 
in England and Wales is greater than that in Eire, but shows that ihe ° 
incidence in 1968-70 was only twice as high, and not four times as 


stated in the official statistics. 


The Republic of Ireland (Eire) has one of 
the lowest official suicide rates in the world; 
22 countries published statistics for 1968 and 
among these Eire's rate was 2:4 per 100,000 and 
only Mexico (1:6) and Malta (о-о) had lower 

.rates (Barraclough, 1973). The accuracy of 
this rate has’ often been questioned, it being 
suggested that the Catholic influence caused 
many suicides to be otherwise classified. It is 
important to have some estimate of the error 
in the suicide rate, because eventually inter- 
national comparisons will be used to investigate 
causes of suicide, and comparisons between 
countries with verified high and low incidences 
of suicide are likely to yield most information. 
On practical grounds two countries with 
differing rates but the same language would be 
a good place to begin. Eire and England would 
fit these two requirements admirably were it 
‘not for the question-mark hanging over .the 
accuracy of the former’s suicide rate. 

In this paper I will compare the two countries’ 
official statistics for suicide, undetermined 
death and accidental death, and show that 
suicide is of more frequent occurrence in 
England than in Eire, though the excess is 
less than generally believed. I have used the 
same method of comparison before when 
comparing suicide incidence in England and 
Scotland (Barraclough, 1972). 


Methods of Ascertaining Violent Death 


England and Wales 
Statistics about unnatural death in England 
and Wales are compiled from death certificates 
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completed by coroners after a public inquiry 
directed to deciding the cause of death ( (Home 
Office, 1971). Coroners are judicial officers, 
usually lawyers, largely independent of both 
local and central authority, whose main function 
is to investigate unusual deaths in their districts. 
Before the inquest, the coroner’s officer collects 
the statements of witnesses, and a post-mortem— 
a procedure officially encouraged—is conducted 
in 80 per cent of the cases (Registrar General, 
1968, 1969, 1970). At the inquest—a public 
formal inquiry in а courtroom-—-the coroner 
examines witnesses himself, amplifying their 
written statements, and hears expert evidence. 
His decision about the cause of death is there- 
fore made after a careful consideration of the 
facts he thinks relevant. 

The coroner classifies deaths as resulting 
from suicide or accident, but if he is undecided 
an open verdict is recorded, which appears in 
the Registrar General’s mortality statistics as 
‘undetermined death’. A legal definition of 
suicide has been established by High Court 
hearings of contested coroners’ decisions; there 
should be some actual evidence pointing to the 
event: the verdict should not rest upon surmise 
(Purchase and Wollaston, 1957; Thurston, 1976). 


Eire 

Eire has a coroner system on English lines, 
except that half the coroners are medically 
qualified—a much higher proportion than in 
England-——and the possibility of appealing 
against a suicide verdict is uncertain (WHO, 
1974). Autopsies are stated to be carried out for 
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all suicide cases (WHO, 1974), but the Eire 
Registrar General's Report on Vital Statistics 
does fiot publish post-mortem statistics, which 
would permit this statement to be verified. 

'The coroner's definition of suicide in Dublin 
is: "Suicide is an act of self-destruction provided 
it be the intentional act of a party knowing the 
probable consequences of what it* is about 
(CSO, 1975), which is a decision of an English 
Court of Appeal in 1968. No coroner's definition 
for the remainder of Eire has been published. 


Results 

Table I shows rates calculated from data 
about unnatural deaths published by the 
Registrars General of the two countries, under 
the headings of suicide, undetermined death, 
and specified causes of accidental death, whose 
exact titles and ICD code numbers are in the 
Appendix to Barraclough (1972). The accident 
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ICD code numbers were chosen because the 
description giving the exact cause of death they 
stand for in the International Classification of 
Diseases corresponds to the exact causes of 
death in suicide and undetermined death. The 
rates are for the population aged 15 and over, 
since suicide is rare under this age. Suicides must 
appear under one of these E. numbers in official 
statistics, unless misclassified as ‘natural’ deaths, 
an infrequent occurrence in countries with 
highly developed medical and legal services. 
The English official suicide rate is four times " 
greater than Eire's, but England's undetermined 
and accident rates are substantially less than 
the Irish rates (Table I.1). We may infer, 
therefore, that, in comparison with England, 
Irish potential suicide deaths tend to be classi- 
fied as undetermined or accident rather than 
suicide. But an inspection of Table L1 makes it 
clear that the real incidence of suicide in Eire 
must be substantially less than in England. The 
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Suicide rates, undetermined rates, selected accident rates per million for England and Wales, and Eire (E & W, 1966; 
Eire, 1968, 1969, 1970) for the population aged 15 and over 





——— ne 























Numbers Rates Difference Twice SE of 
in difference 
E&W Eire E&W Eire rates of the rates 
Іг АЙ causes of death 
Suicide rate (SR) .. 4580 175 123 29 94 6 
Undetermined rate (UR) 1,190 264. 30 44 14. 6 
Accident rate (AR) : 1,364 286 37 47 10 6 
SR--UR-FAR .. 7,074 725 190 120 70 ° 5 
AR-+UR d 2,494 550 67 gi 24 8 
SR--UR 5,710 439 153 73 80 7 
La Death caused by firearms, cutting, piercing, jumping, falling and hanging С 
SR. s & E 984 84 26 14 12 3 
UR es s КР 92 27 2 4 2 2 
AR on ке 163 56 4 9 5 2 
SR+UR-+AR .. 1,239 167 32 28 4 5 
AR-+UR х 255 83 6 14 8 3 
SR--UR 1,076 111 28 18 10 4 
1.3 Death caused by poisoning, gassing, drowning 
SR $a : e 8446 83 92 14. 7 4 
UR 881 234 24 39 15 5 
AR а on hs 1,071 226 29 . 37 8 5 
SR+UR+AR .. oe 5,368 543 144. 89 55 8 
AR+UR HD "m 1,952 460 52 76 24 7 
SR+UR у 4,297 317 115 52 65 y S 





Differences between rates are significant at 5 per cent when the difference is greater than twice the standard 


error of the difference. 
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sum of the suicide and undetermined rates is 
probably the best statistic with which to com- 
pare two countries suspected of having different 
suicide definitions. Here that statistic shows the 
incidence of suicide in England to be twice 
that of Eire. 

Violent method deaths (Table I.2) are rather 
less susceptiblesthan non-violent deaths (Table 
1.3) Мо variation in classification by the two 
countries’ coroner systems. Eighty per cent of 
English violent method deaths are classified 
suicide, 50 per cent of the Irish. In contrast, 
two-thirds of English non-violent deaths are 
suicides compared with only 15 per cent of the 
Trish. Table П provides an alternative way of 
looking at the data, but the conclusion is the 


Taere II 


Percentage of total deaths in each specific cause category 
recorded as undetermined death for England and Wales 
(1968) and Eire (1968, 1969, 1970) 








E&W Eie E&W Eire 
М (б) (%) (99) 
Poisoning by liquids 
and solids 2,787 128 16 45 


Poisoning by 
domestic gases 
Poisoning by other 

gases .. 251 15 10 20 
Hanging, suffocation 614 67 5 19 


1,484 24 6 33 


Drowning .  , 846 376 37 44 
Firearms, explosives 225 42 7 17 
Cutting or piercing 

instruments 132 17 6 6 


Jumping or falling 
from a high place 

Other means 

Late effects from 
other causes .. 77 1 о 
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same. Poisoning deaths are particularly subject 
to variation in classification. 


Discussion 


My aim was to examine the excess frequency 
of suicide in England and Wales compared with 
Eire. An inspection of violent death statistics 
for the two countries shows the excess to be 
valid, suicide probably being about twice as 
common in England as in Eire. The official 
suicide rate shows a difference of four times, 
but part of the difference results from” Irish 
coroners using a stricter definition of suicide, 
especially for deaths caused by poisoning. The 
findings corroborate those of Walsh and 
McCarthy, who personally assessed the Dublin 
coroners’ notes using their own definition, of 
suicide and concluded that the incidence of 
suicide in Dublin was twice the official suicide 
rate (McCarthy and Walsh, 1966). 
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Reliability of Violent 


Death Certification in 


One Coroner's District . 


By B. M. BARRACLOUGH Ы 


SUMMARY Classifications given 


the use of the suicide, accident, 
coroners varied in their use of the 


to self-inflicted deaths between 1959 


and 1972 by a coroner and his deputy were compared for differences in 


and open verdict definitions. The 
open verdict and the suicide verdict 


for poisoning cases but not for deaths from other causes. 


« 

Accurate certification of death and knowledge 
of the sources, extent, and direction of error are 
important for advances in preventive medicine. 
There is evidence of variability between coroners 
in their use of definitions of suicide, open 
verdict and accident when applied to cases of 
self-inflicted death (Atkinson et al, 1974). 

I report here a comparison of the verdicts 
given to cases of self-inflicted death by a coroner 
and by his deputy, who shared the duties of a 
coroner’s court. I hypothesized that if the 
definitions of suicide and accident arc reliable 
in the statistical sense the proportions of suicide, 
accident and open verdicts decided by the two 
coroners should not differ significantly. 

The sample comprised 321 deaths in which 
suicide was a possibility, investigated by inquest 
between 1959 and 1974. The coroner decided 
the verdict in 77 per cent, the deputy in 23 per 
cent. The deputy acted when the coroner was on 
holiday and to avoid delay when there were 
more deaths than usual. I have assumed that 
this method of allocation was random for 
evidence of whether the death was suicide or 
accident. 


Results 
The distribution of verdicts varies signifi- 
cantly (Table I (1.1)). The important difference 
between the two coroners arises from the 
proportions of open and suicide verdicts decided. 
The verdicts given to poisoning cases are 
responsible for this difference, the coroner 


deciding significantly more open verdict cases 
(x? = 7:83; df = 1; P < o-oi) and signifi- 
cantly fewer suicides (y? = 4°95; df = 1; 
P < 0-05) (Table I (1.2)). The two coroners 


did not vary significantly in the verdicts they 


gave to ‘other causes’, that is, self-inflicted death 


Taare I 
Verdicts given by Coroner and Deputy Coroner, by cause 
of death 














nr All Deaths 
Open 
Suicide verdict Accident Total 
N(%) М) N(% N (%) 
Coroner — 132(54) 53(22) 61 (24) 246 (100) 
Deputy 44(59) 6 (8 25(32) 75 (тос) 
АЦ 176 (55) 59 (18) 86 (27) g21 (100 


Ж = 7°56; df = 2; Р < 0:05 





1.2 Deaths from poisoning by solid and liquid 





substances 
Coroner — 34(35) 39(39) 25 (26) 98 (100) 
Deputy т6 (59) 2 (7) 9(33) 27(100) 
All 50(40) 41(33) 34(27) 125(100) 


X^ == 10:445 df = 2; P < o-or 








1.3 Deaths from carbon monoxide, drowning and 
violent means 





Coroner 98 (66) 14 (9) 36 (24) 148 (100) 

Deputy 28 (58) 4 (8) 16(33) 48 (100) 

All 126 (64) 18 (9) 52 (27) 196 (100) 
ë Х = 10513 df = 2; P > 0:2 
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caused by carbon monoxide, drowning and 
violent means (Table I (1.3)). 

Further evideuce of the difficulty of classifying 
poisoning cases can be deduced from a com- 
parison of the proportion of suicide verdicts for 
the separate categories of poisoning and ‘other 
causes’ given by each coroner. The deputy 
coroner has the Same proportion for each, the 
coronet has proportions which differ significantly 
(P < осоп). 


centage of poisoning deaths classified as suicide 
by the coroner steadily decreased from 64 per 
cent to 16 per cent, a change not observed for 
deaths resulting from ‘other causes’ (Table II). 
The deputy coroner’s annual number of cases 
were too few for such a conclusion to be reached. 


TABLE IT 
Secular trends, 1959-74 





The Coroner’s cases 





Solid and liquid 








substances Other causes 
% % 
suicide N suicide N 
verdict verdict 
1959-60 50 (8) 66 (32) 
1961-62 64 (11) 72 (25) 
1963-64 81 (13) 63 (16) 
1965-66 44 (18) 62 (26) 
1967-68 . 33 (12) 60 (30) 
1969~70 20 (20) 85 (13) 
1971-72 19 (16) 67 (6) 
1973-74 16 (19) 58 (12) 
n nen — „йыш. ж 
Discussion 


Advantage has been taken of a ‘natural 
experiment’ in which inquests on self-inflicted 
death occurring in one coroner’s district have 
been allocated, by a method which I have 
assumed to be random as far as evidence of 
motivation is concerned, to the coroner or to his 
deputy for decision. The results of their decisions 
provide a test of the reliability of the official 
definitions for verdicts. The differences be- 
tween the two coroners for open and suicide 
verdicts on the poisoning cases are too great to 
be explained by chance variation in the com- 
position of the cases each had to consider.’ The 
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results uphold Atkinson’s finding of wide 
variation between county and metropolitan 
coroners in the proportions of their poisoning 
cases given suicide, accident, or open verdicts 
(Atkinson et al, 1975). 

The different use of open verdicts is known 
to the two coroners. The difference results from 
varying opinion about their place in the legal 
system, not only among coroners generally but 
also in the courts. This is illustrated by the 
different approach to the problem adopted, by 
the coroner and the deputy coroner in the 
jurisdiction under consideration. 

The deputy coroner says that an open verdict 
is a verdict of ‘non-proven’ and as such may 
leave a stigma which might well be distressing 
to the relatives. He says he would flatly refuse 
to resort to such a verdict except in cases where 
he believed it not to be apparent that some third 
party might not have been involved in the 
death or destruction. He feels that he has to 
choose between verdicts of suicide or accidental 
death. 

The coroner, on the other hand, says that 
while he must take account of the possible 
repercussions of an open verdict as opposed to 
one of accident, the High Court has in recent 
cases made it abundantly clear that in its view 
where doubt exists an open verdict is the 
appropriate one. He fully appreciates the 
comfort to relatives of a verdict of accidental 
death, and it would always be his wish wherever 
possible to return such a verdict. He feels, 
bowever, that a verdict of accidental death 
must be a positive finding, as positive in its own 
way as one of suicide, and as such should be 
supported by the weight of available evidence. 
If the weight of evidence really points to 
deliberate self-destruction but nevertheless is 
insufficient to provide the high degree of proof 
required by the High Court to support a 
suicide verdict, then in his view the verdict 
must be an open one; if the evidence were 
marginal he would certainly incline to a verdict 
of accidental death. If it were clearly a case of 
self-destruction and no criminal element could be 
involved, he feels that he would have no 
alternative but to return an open verdict; but 
he always makes it perfectly clear that in his 
view no third party can be involved and that it is 
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purely a question of whether or not the deceased 
person took his or her own life knowingly and 
deliberately or otherwise. 

The differences between the two coroners’ 
statistics result, therefore, from a real difference 
in their conception of the legal definitions. 

The apparent conformity between the coro- 
ners in their classification of non-poisoning 
cases underlines the inherent difficulty the 
coroner has in classifying death from drug 
poisoning. The point is made in the Coroner’s 
Handbook (Thurston, 1976). Past statistics for 
self-inflicted death which comprise few psycho- 
tropic drug poisonings may be more reliable 
than modern statistics. 

The coroner classified fewer poisoning cases as 
swicides at the end of the period surveyed. Both 
coroners are aware that they are applying a 
stricter definition of suicide. This apparent 
change of standard for deciding a suicide from 
poisoning is shown. by national statistics. Part of 
the explanation for the change is the High 
Court’s reiteration of the definition to be applied 
in possible suicide cases (The Times, 31.1.67). 
The liability of a suicide verdict to be quashed 
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- on appeal has almost cértainly led most coroners 


to use a stricter definition. At a Coroner's Socidty 
meeting in 1976, I asked the audience if they 
were aware that they were using a stricter 
definition of suicide. Nearly all raised thejr 
hands in assent. 

I set out to test the reliability, in practice, of 
the legal definitions for classifyitg violent death. 
I conclude that the definitions have not proved 
reliable in this coroner's district when used on 
poisoning cases. The difficulty arises in deciding , 
between an open verdict and a suicide verdict. 
The definitions are reliable when used on deaths 
other than by poisoning. 
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of Alcohol Dependence* 


By MARGARET R. HILTON and V. G. LOKARE 


This paper is concerned with the evaluation of the Hilton Drinking 
Behaviour Questionnaire (HDBQ), which is based on the proposition 
that although there are wide variations in the types of problems caused 
by alcohol abuse there are certain symptoms which are generally con- 
sidered to indicate ‘alcoholism’. Also that there is an identifiable pattern 
of symptom development in the acquisition of dependence. 

The HDBQ proved to be a unidimensional scale which was valid and 
reliable as a measure of alcoholism. All items significantly discrimi- 
nated between the alcoholic and control groups, and total scores 
correlated highly with those on the Alcadd test and with quantity- 
frequency measures of drinking. The theoretical and clinical implica- 


* 


The Evaluation of a Questionnaire Measuring Severity 


tion of the results are discussed. 


Introduction 


The National Council on Alcoholism (1972) 
state that approximately 1 in то drinkers 
develop psychological and physiological de- 
pendence on alcohol. Despite the size of this 
very serious health problem, however, our 
means of identifying alcoholics and those at 
risk in the population are inadequate. Parr 
(1957), for instance, estimated that in an average 

e general practice population, for 9 out of 10 
patients with a drinking problem this remains 
undiagnosed. One of the major reasons is the 
lack of standard criteria by which diagnosis 
can be made.t Definitions of ‘alcoholism’ have 
often been too wide to be of practical usefulness 
(Jellinek, 1960; WHO, 1952), or too narrow 
to adequately encompass the types of problems 
experienced, for instance, those postulating 
‘loss of control’ as the crucial sign (see Keller, 
1972). À search of the literature, then, makes it 


* This paper is based on material submitted for an 
M.Sc. Deggee of the University of Surrey, for which 
Dr V. G. Lokare acted as supervisor. 


+ For a discussion of the issues involved and atjempts to 
solve them see Miller (1976). 
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apparent that only very wide definitions will 
cover all uses of the term 'alcoholism', but that 
there are nevertheless some generally accepted 
‘signs’ and ‘symptoms’ of alcohol dependence. 
Jellinek (1946, 1952) proposed that experiences 
crucial to the development of alcoholism occur 
in an identifiable order, though he considered 
that the rate of development of symptoms 
could vary widely between individuals. 

While not denying the existence of different 
patterns of alcohol abuse, there is a serious need 
for a standard measure of severity of de- 
pendence for use not only as an aid to diagnosis 
but also as a research tool. The purpose of this 
study was to look at the possibility of designing 
a reliable and valid questionnaire based on the 
proposition that there are certain essential 
features which are generally. considered to 
indicate ‘alcoholism’ and that there is а pro- 
gression of symptomatology in the acquisition of 
dependence. No attempt was made to in- 
corporate all the various types of ‘alcoholism’ 
that have been postulated, so that the term 
‘alcoholism’ when used in this study refers to a 
state including physical dependence on alcohol. 


. 
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Method 


The Hilton Drinking Behaviour Questionnaire (HDBQ) 

The HDBQ is a revised version of a drinking 
questionnaire previously used by the senior author to 
identify problem drinkers in a prison population. 
Ttems were selected to cover all stages in the develop- 
ment of alcoholism and questions concerned reasons 
for drinking as well as psychological and physiological 
consequences of alcohol dependence. In compiling 
suitable items, particular reference was made to 
Jellinek’s ‘phases of alcoholism’ as well as to the 
more recent work of Edwards, Orford and others at 
the Addiction Research Unit of the Institute of 
Psychiatry. The types of problem experienced as a 
result of alcoholism have been shown to be signi- 
ficantly affected by such factors as age, sex, social 
class, and ethnic background (Edwards et al, 19722, 
U, c). Items known to have these types of bias were 
therefore excluded. 

Analysis of the 279 questionnaires completed in the 
initial study revealed that 21 of the 30 items formed 
a Guttman Scale, reproducibility being greater than 
go per cent. That is, they formed a unidimensional 
scale of severity of alcohol dependence. The present 
study was concerned with further validation of this 
approach. 

The major change made was in the nature of the 
response categories provided. Originally only ‘Yes/No’ 
answers were required, but in the modified question- 
naire a frequency scale was used, since it is likely that 
the frequency of experiencing certain drinking 
problems is of clinical significance. For example, the 
occurrence of one blackout may not indicate alco- 
holism, whereas if blackouts are experienced fre- 
quently the implications are more serious, The 
original questionnaire would be unable to discern 
this difference. Another reason for changing the 
response categories was the consideration that by 
answering according to the frequency that certain 
complications of drinking have been experienced, it 
is possible that subjects may feel it less likely that 
some admission of problems will label them as 
alcoholic. It was therefore argued that this change 
may increase the ability of the questionnaire to 
discriminate between individuals. 

The response categories used were ‘never’, ‘rarely’, 
‘occasionally’ and ‘frequently’, and these were 
applied to all questions. For some of the questions a 
simple ‘Yes-No’ response may have been more 
appropriate, but the use of a variety of response 
measures could have introduced confusion in the 
subjects and it was considered that the need for 
simplicity outweighed other considerations, 

All items found to be scalable in the previous study 


were included in the questionnaire, as well as six 
which failed to meet this criterion but which in tefms 
of their face validity were nevertheless considered as 
potentially good discriminators between alcoholics 
and non-alcoholics. In two cases question wording 
was altered to reduce ambiguity, and six new itefns 
were included because they had been found to relate 
to alcoholism in other studies. The resulting question- 


naire consisted of thirty-four items.* 
„> 


Additional data obtained 


Data on the age, sex and social class of each subject, 
were obtained, both to look at the interaction of these 
variables with questionnaire responses, and to ensure 
that the alcoholic and non-alcoholic samples were 
comparable. 

Quantity-frequency (Q-F) data on drinking were 
also obtained. Subjects were asked how often during 
the past year they had taken one or more drinks. 
Answers were in six categories: daily; 3-6 times a 
week; once or twice a week; once or twice a month; 
once or twice a year; never. They were then asked 
about the usual quantities of various drinks taken at 
one sitting. A ‘sitting’ was defined as ‘from the time 
you start drinking to the time you finish’, The drinks 
considered were cider, beer, wine and spirits. 

The Q-F categorization used was based on that 
by Edwards ef al (19'72a), but their scheme was not 
followed exactly. Edwards et al derived Ње Q-F 
category from the beverage for which the highest 
frequency rating was obtained. Therefore, if several 
types of drink were usually taken in one sitting only 
one type contributed to the categorization. This 
scheme was modified to include the total amount 
drunk regardless of type. Each subject was therefore 
assigned to one of the following QF categories: 
abstainer; very occasional; infrequent light; frequent 
light; moderate; and heavy. 

Subjects were also asked about the quantity айа 
frequency of their drinking in an average week. In 
this case the quantity was converted into grams of 
absolute alcohol. 

The Alcadd test (Manson, 1949), which was 
designed to discriminate between alcoholics and 
social drinkers, was used to ensure that any alcoholics 
inadvertently included in the control group could 
be identified. The Alcadd was chosen because it 
was being administered routinely to the alcohol 
unit patients sampled and therefore allowed compari- 
sons to be made between the two drinking question- 
naires. . 

* Copies of the revised questionnaire and further details 
of its development are available from the senior author on 
request. 
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Subjects 

* > B 

The alcoholic group comprised patients and ex- 
patients of an alcohol treatment unit (№ == 24), those 
in other wards of the hospital diagnosed as alcoholics 


last group were included because as well as their 
being a readily gvailable sample of self-recognized 
alcohglics, their scores on previous drinking question- 
naires have often been found to be higher than those 
of alcoholics undergoing hospital treatment. It was 
therefore considered that their inclusion would 
increase the representativeness of the sample. 


The control group (№ == 43) was comprised of 


people making use of a local community centre, 
including the members of two evening classes, one 
in car maintenance and the other in sociology. Using 
the cut-off scores suggested by Manson (1949), 
eleven control subjects scored within the alcoholic 
range on the Alcadd test, and so will be referred to as 
‘alcoholic controls’ in this study. 


Administration of the questionnaire 


* Because subjects were obtained from such a 


diversity of sources, standardization of administra- 
tion was attempted by providing detailed instructions 
to each subject, outlining both the purpose of the 
questionnaire and how to complete it. Research 
numbers were used to ensure anonymity and all 
alcoholics were asked to reply on the basis of their 
experience before seeking help with drinking. 

Most questionnaires were completed in group 
testing sessions, in which the writer was present to 
explain the research and answer any queries. Others 
were administered individually. When it was im- 
possible for the questionnaires to be completed 
immediately, an envelope was provided to ensure 
that replies remained confidential. 


Results 

The SPSS Alpha factor analysis procedure 
was used, which optimizes the internal con- 
sistency of factors (Kaiser and Caffrey, 1965). 
Those with eigenvalues of at least 1:0 were 
considered as common factors, and four factors 
met this criterion, together accounting for 
75 per cent of the total variance. 

Factor 1 accounted for 63 percent of the 
total variance and 86 per cent of the variancc 
attributable to the common factors. All items 
had signifitant loadings on this factor. The 
other common factors accounted for such a 
small percentage of the variance that they 


. 
cannot be considered as forming meaningful 
subscales. 

Communality values for all items ' were 
acceptable, and highly significant item-total 
correlations were obtained іп all cases 
(P < -ooot). 

The above results suggest that the 34 items 
can be considered as forming a unidimensional 
scale relating to dependence on alcohol. 


Reliability 
Reliability was assessed using McKennell's 
approximation to ‘coefficient alpha’ (Mc- 


Kennell 1970), which provides the mean of 
all possible split half coefficients. The high 
reliability coefficient obtained (alpha =: +98) 
further reflects the homogeneity of the item 
pool. 


Validity 

'The validity of the questionnaire as a whole 
was examined by assigning a score of 1—4 for 
each item, depending on the answer category 
endorsed, a score of 1 indicating that the item 
was never true and a score of 4 indicating that 
the item was frequently true. 

As can be seen from Table I, total scores on 
the НОВО significantly discriminated between 
the alcoholic and control groups (Р < -0001). 
This was also true of individual items where in 
each case alcoholic subjects responded differently 
to control subjects (Р < +0005). 

The validity of the questionnaire was further 
suggested by the relationship of HDBQ scores 
to the following: total and subscale scores on the 
Alcadd Test (Р < -0001), frequency of drinking 
in the previous 12 months (P < -oo1), usual 
frequency of drinking in a week (P < +001), 
Q-F category (P < -oor) and grams of absolute 
alcohol consumed in an average week 
(P < +0005). 

Taste T 
Means and Standard Deviations of total scores on the 
HDBQ by group 











Group N Mean SD 
Alcoholic subjects 48 107-0 12:2 
‘Alcoholic controls’ 11 631 1371 
Controls 32 39:6 5:5 
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Response differences between groups 

The Fisher Exact Probability Test was used 
to examine the differences in responses to 
each item made by alcoholics, controls, and 
‘alcoholic controls’. As can be seen from 
Table II the ‘alcoholic controls’ responded 
differently to both other groups on most items. 
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perience of items than the control group, ayd 
less than the alcoholic group. 

There was also a significant tendency for 
AA members to score higher than other alco- 
holics on the questionnaire (Р < -04), though 
the actual difference in scores obtained was too 
small to suggest that this result has any clinical 


That is, they had significantly greater ex- significance. 


е 
Taste П 
Differences found in the responses of ‘alcoholic controls’, control subjects and alcoholic subjects, to each item of the HDBQ 











Alcoholics 








‘Alcoholic’ 
controls Us 
Items Us *alcoholic' 
controls — controls 
— NER 
Do you: 
like to drink alcohol every day? n К Ж А a ae » +k NS 
drink because of loneliness? is * * 
drink to escape from your troubles? .. fi 25 УЗ M e 1 * 
drink to forget? i ae ES m - 4 NS КЫ 
drink to put you at ease e with people? os oe ia si sa us NS NS, 
drink whenever you have a chance? zs А i у ни 2, x * 
think that drink has changed you? .. Ае gs a E 5 ei +E * 
drink alone?  .. os ys д Ы wx 
like to be one or two drinks ahead without others knowing it? .. a xd ** +t 
find that once you start drinking you can't stop? .. E s iy T is ** 
Have you ever: 
decided to give up drink altogether (even if you later па к кош - NS ** 
fear that you were becoming dependent on alcohol ? Ў Vs * ** 
been advised to cut down on your drinking? id ж 
been unable to remember all that happened when drinking? ? а NS 
ж жж 


needed a drink to face certain situations or problems? es m" ж 
spent more than you ought to on drink? — .. ae n^ s - Vs SS. os NS 


got drunk in the daytime? Ж * NS 
concealed the amount you were drinking from someone close to you? D + ** 
needed a drink in the morning? : as is ы ** 
been late for work because of drink? $3 Fis ж NS * 
felt ashamed of your drinking? > © НЕ as га NS báj 
been told that you drink too much? . i - Бы NS 
felt unable to control the amount you were drinking ? nd ** 
woken up with your hands very shaky after heavy drinking? ? Я NS *# 
had a blackout ‘(lost your memory without losing consciousness) after drinking? ae uid 
been drunk for several days running? ; es $a ne Я e NS k 
been violent after drinking? . io i3 $3 e T ** NS 
felt frightened whilst drunk? . act T T D. es NS +k 
been arrested for drunkenness? : T x ne NS * 
seen things which you realized later were imagined? кз Т NS * 
heard things which you realized later were imagined? NS * 

Is drink a problem for you? * жж 

Do circumstances force you to drink more than you ought? — .. НЕ ix ae NS 

* 
Does it bother you if there is no drink available? i - på © bs oe NS 





И un * 
NS = Not significant; * P < соз; ** Р < соз. 
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Tasix ПІ 


* Means and Standard Deviations of total scores of 
alcoholic subjects on the НОВО. 





SD 





Group N Mean 
9... MET, 
Alcoholic unit patients... 24 102:5 12:5 
Ex-patients and other 
alcoholics in hospital 8 110*5 12:5 
Membegs of AA e 04206 1119 9°5 





* No significant sex difference was found in the 
total scores obtained. 


Discussion of Results 


Factor analysis of the 34 items confirmed the 
feasibility of quantifying alcohol dependence 
by means of a questionnaire. The unidimen- 
sionality of the scale was confirmed by the 
emergence of one major factor accounting for 
86 per cent of the common factor variance, by 
high item-item and item-total correlations, and 
by communality data. 

The reliability of the questionnaire in terms 
of internal consistency was high. Validity 
measures too were satisfactory. All items 
discriminated significantly between alcoholics 
and controls, and significant relationships 
were found between НОВО scores, and scores 
on the Alcadd Test and quantity frequency 
measures, 

When considering differences between groups, 
the responses of the ‘alcoholic controls’ were of 
particular interest because of the clues they 
might give about the ability of the questionnaire 
tosidentify those alcoholics who have not yet 
admitted to drinking problems. While it cannot 
be assumed that all subjects in this group were 
or ever will be alcoholics, the pattern of 
responses on several items accorded with those 
of the alcoholic group to a greater extent than 
those of the control group. This was parti- 
cularly true of items concerned with the 
following: spending more than they ought on 
drink; being late for work because of drink; 
being bothered when no drink is available; 
being unable to remember all that happened 
while' drinking; being violent after drinking; 
liking to drink every day; being forced by 
circumstances to drink more than they ought; 
being drunk in the daytime; and being told 


by others that they drink too much. Items on 
which significant differences were found. be- 
tween the ‘alcoholic controls’ and alcoholic 
groups concerned the experience of the more 
serious physical side effects as well as being 
ashamed of drinking, and previous attempts to 
give it up. Further research is indicated to 
determine whether those answering the ques- 
tionnaire in this way are likely to be alcoholic 
or pre-alcoholic, or whether they simply 
comprise a different sample of ‘normal’ drinkers. 

Despite the high intercorrelation obtained 
between the HDBO and the Alcadd Test, it is 
considered that the former has certain ad- 
vantages. It is shorter, it has been developed on 
British rather than American samples, and it 
caused fewer answering difficulties than did thé 
Alcadd Test. Many subjects complained about 
the ambiguity of items such as 'It is necessary 
for some people to drink’, ‘I drink at regular 
times’ and ‘My family thinks I drink too much’, 
pointing out the various possible interpretations 
of these questions. Although such difficulties 
cannot always be avoided in questionnaires, it is 
possible that ambiguity may affect the subject’s 
willingness to take the questionnaire seriously. 

The above results suggest that further investi- 
gation of the usefulness of the HDBQ is war- 
ranted. In particular, larger samples are needed 
from a wider variety of sources to provide 
norms for different groups. Also, more informa- 
tion should be obtained on the influence of 
factors such as age, sex, class, religion and 
cultural background on questionnaire responses. 
Test-retest reliability needs to be assessed, as 
well as the ways in which the purpose of 
completion, e.g. research or clinical, affects 
answering behaviour. 


Theoretical and clinical implications 


Attempts to quantify alcoholism argue against 
the view that someone either is or is not an 
alcoholic. Research taking this view, for instance 
that looking at physiological predisposition, has 
been inconclusive because ef the ditficulty of 
demonstrating whether the differences found 
between alcoholics and non-alcoholics are the 
causes or the consequences of drinking. While 
not denying that there are individual differences 
in susceptibility to alcoholism, there is now 


much evidence that the quantity and frequency 
of drinking is closely related to the development 
of dependence (e.g. de Lint and Schmidt, 1971). 
The drinking pattern of an individual is deter- 
mined by many factors, including the attitudes 
of the social groups to which he belongs, as well 
as the price and availability of alcohol. We 
know, for instance, that those in the licensing 
and catering trades and those whose work 
necessitates much entertaining are particularly 
at risk in developing alcoholism (Kessel and 
Walton, 1965, Ch 6). Studies such as these 
argue that, at least in some cases, heavy 
drinking over a long period will lead to de- 
pendence, the action of the alcohol itself being 
causal. A progression of symptomatology would 
be «nore in accord with this type of model 
than with those models postulating an all-or- 
none phenomenon. It would also imply the 
possibility of quantification. The present study 
lends support to those postulating a continuum 
of alcoholism, although only in terms of the 
particular concepts included in the question- 
naire. 

As discussed earlier, there are many reasons 
why a generally accepted definition of alco- 
holism in scientific terms seems to be un- 
obtainable, and in the present state of know- 
ledge to quibble over precise definitions would 
seem to be unjustified. This is particularly 
true in the applied field, where the acceptance 
of a workable definition that has implications 
concerning the appropriate therapeutic strategy 
would seem to be more important. In clinical 
work much time can be spent in trying to get a 
patient to admit that he is an alcoholic. 
Although an important step, it may be at 
least as useful to spend time discussing the 
physical, psychological and interpersonal con- 
sequences of the individual’s heavy drinking. 
By completing the HDBQ for instance, a 
patient may be surprised to discover how many 
items he has acknowledged, and therefore be 
more prepared to look at his problems realis- 
tically. In addition, if it can be pointed out to 
the individual that he is experiencing the signs 
of developing alcoholism in the expected order 
and pattern, he may be less likely to pretend, 
either to himself or to others, that his symptoms 
are due to something else. 
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Other areas in which such а questionnaire 
could prove valuable include its use as a screens 
ing tool, a research tool, a means of assessing 
treatment success, a means of education, of 
self-diagnosis, and a stimulus for secking help, 
with drinking. 
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Studies Relating to the Clinical Significance of Urinary 


3-Methoxy-4-Hydroxyphenylethylene Glycol 


By D. R. HOWLETT and F. A. JENNER 


It has been suggested that cerebral noradrenaline turnover in patients 
can be assessed from the excretion in urine of 3-methoxy-4-hydroxy- 
phenylethylene glycol (MOPEG). Studies were therefore made on the 
effects of mild exercise on the excretion of the conjugates of MOPEG as 
this might complicate interpretation. Changes are produced, but there 
are individual differences between subjects. 

Physical fitness was also studied and, although it could not be shown to 
be the factor explaining differences between different patients, neverthe- 
less it is probably a factor influencing the levels of MOPEG excreted. 

The study of the distribution of free MOPEG and its sulphate con- 
jugate in a human brain also raised doubts about the proportions 
which could have a cerebral origin. 

The observations suggest the need for caution in using MOPEG 
excretion to detect abnormal amine changes in brain. They do not, 
however, conclusively refute the hypothesis that MOPEG sulphate in 


urine significantly reflects cerebral noradrenaline activity. 


Introduction 


It has been suggested that the excretion of 
the noradrenaline (NA) metabolite 3-methoxy- 
4-hydroxyphenylethylene glycol (MOPEG) is a 
useful indicator of cerebral catecholamine 
activity (Maas and Landis, 1968). Unfortu- 
nately, the degree to which peripheral events 
affect the levels is not known. There is, how- 
ever, evidence that the sulphate conjugate of 
MOPEG in particular is predominantly pro- 
duced by the brain (Bond and Howlett, 1974; 
Joseph, Baker, Johnstone and Crow, 1976). 
Further significant correlations have been re- 
ported between mood and MOPEG sulphate 
excretion in bipolar affective patients studied 
longitudinally (Bond,: Dimitrakoudi, Howlett 
and Jenner, 1975) and also between severity of 
schizophrenic illness and the excretion of the 
sulphate (Joseph, Baker, Johnstone and Crow; 
1976). Slightly less striking correlations are, 
however, also demonstrable between the excre- 
tion of the glyco] derivatives and mood (Bond; 
Jenner and Sampson; 1972). In this study we 
have looked at the effects of exercise on the 
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excretion of MOPEG and related compounds, 
paying attention to the physical state of the 
individuals participating. We have also exa- 
mined the levels and distribution of MOPEG in 
a human brain in an attempt to see how far 
the necessary turnover rates of NA are com- 
patible with the cerebral contents. 

' Clearly the interpretation of the clinical 
reports needs to be viewed in the light of: 
(a) the effects of exercise on MOPEG excretion, 
and (b) the large cerebral turnover of NA 
necessary to produce the changes found in 
urine. Earlier studies of effects of exercise on 
MOPEG excretion (Bond, Dimitrakoudi, How- 
lett and Jenner, 1975; Goode, Dekirmenjian, 
Meltzer and Maas, 1973) showed, no overall 
changes. The work of Goode, Dekirmenjian, 
Meltzer and Maas does, however; indicate that 
some people do increase excretion with exercise. 
Although in our own studies there is a close 
correlation between MOPEG excretion ‘and 
mood in patients with long cycles (Bond, Jenner 
and ‘Sampson, 1972; Bond, Dimitrakoudi, 
Howlett and Jenner, 1975; Jones,’ Maas, 
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Dekirmenjian and Fawcett, 1973) this is not at 
all apparent in those with short term cycles of 
48 or 72 hours (Howlett, 1975). This suggested 
that MOPEG excretion is not a simple function 
of either the degree of physical activity or of 
mood change. Other differences, therefore, in 
the physical state of the individual could deter- 
mine the biochtmical response to exercise or 
mood The most obvious factor to consider 
seemed to be physical fitness as alternate days of 
.mania might produce a level of fitness not 
found in patients hyperactive after five or six 
weeks of depression. 


Methods 
Experimental design 
Five girls participated in a small initial 
investigation. MOPEG excretion was studied 
before and after 15 minutes of intense exercise 
(17:5 kgm/sec) on an ergometer. One girl was 
a student of physical education with a high level 
.of fitness, the others were studying to be teachers 
and had comparatively low levels of fitness. 
The subjects for the main study were male 
sixth form students (N = 14) of age 16-17 years 
(mean height 177 cm (167—185 cm) and weight 
64 kg (54-76 kg)) Two morning sessions of 
hours were studied, one session included 
an exercise period, the other a period of in- 
activity. The subjects did not know the sequence 
of the two sessions until arrival on the first day. 
The subjects were requested to follow as 
normal a taily routine as possible on both 
experimental days. Strenuous exercise was, 
however, prohibited, as was alcohol con- 
sumption, during the 24 hours before sessions. 
At the beginning of the exercise session, each 
subject completed a step test (Brouha, 1943), 
stepping up and down onto a 36 cm high bench 
go times per minute for 5 minutes. The actual 
number of steps were counted. Then the 
subjects sat quietly and pulse counts were taken 
for 30 seconds, 1, 2 and 3 minutes after exercise. 


Physical fitness index (PFI) = 
number of steps x 100 * 
sum of the three pulse counts 
` The average score was 714 (56-88). 
The subjéct then pedalled on a bicycle 


ergometer (“Terry Cycle’) for 50 minutes} with 
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a light load applied (8-33 kgm/sec). Subjects 
were allowed to adjust the saddle height but 
the load was constant and they were requested 
to exercise moderately, without strenuously 
exerting themselves (equivalent to 16 to 19 
kilometres per hour). The distances cycled 
ranged from 13:0 to 18:0 kilometres with a 
mean of 15-3 kilometres. 

The inactivity period consisted of an hour 
spent sitting and reading magazines. At the com- 
pletion of the first hour of each session, all sub- 
jects were asked to drink 500 ml of orange juice. 

Subjects emptied their bladders immediately 
before each session and then urine was collected 
over three hours. At the end of the collection, 
the pH was measured and 4 aliquots were taken, 
to 2 of these sodium metabisulphite was added. 
The aliquots were deep frozen until assayed. 


Aluman brain 


One human brain was obtained at autopsy 
from an elderly male subject refrigerated two 
to three hours after death due to cardiac arrest. 
2 g portions of tissue were taken from various 
anatomical regions (Ford and Schade, 1966) for 
analysis of MOPEG and its conjugates. 


Analytical 

Amines and metabolites were determined by 
gas-liquid chromatography as follows. 

The MOPEG conjugates were estimated as 
described previously (Bond and Howlett, 1974), 
brain MOPEG by a modification of this method. 
Vanillyl mandelic acid (VMA) was estimated 
using the method of van de Calseyde, Scholtis, 
Schmidt and Leyten (1971), with a slight 
modification (Bond, Dimitrakoudi, Howlett 
and Jenner, 1975). 

The procedures for the analyses of the 
catecholamines and their o-methylated meta- 
bolites were adapted from other methods. Very 
briefly, the methods used were as follows. 

After acid hydrolysis of 10 ml of urine 
containing sodium metabisulphite, the cate- 
cholamines were extracted onto alumina as 
described by Anton and Sayre (1962), the 
supernatant being retained for the analysis of 
normetadrenaline (NMN) and metadrenaline 
(MN). The compounds were then taken into 
the anhydrous state, the catecholamines by a 
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modification of the method described for brain 
amines by Martin and Ansell (1973), NMN and 
MN according to Anton and Sayre (1966). The 
final extractions in both cases were into formic 
acid. The acid was evaporated to dryness under 
vacuum, the residue dissolved in ethyl acetate 
and pentafluoroproprionate derivatives formed 
for gas chromatography. 

Creatinine and lactate were estimated using 
the standard spectrophotometric methods. 


Results 

(i) Exercise study 

In the small preliminary study, a girl student 
of physical education, with a high level of fitness, 
was compared with four girls studying to be 
teachers, with lower levels of fitness. The unfit 
girls showed mean increases after exercise of 
340 per cent for MOPEG sulphate and 253 per 
cent for the glucuronide. The fit girl produced 
an 18 per cent increase in the sulphate and a 12 
per cent decrease in the glucuronide. This result 
suggested that fitness might be very significant. 

This relation between increased MOPEG 
excretion and physical fitness did not hold in 
the schoolboys, but their range of PFI was 
narrow. Nevertheless, if the results from the 
boys were expressed in terms of creatinine 
output, then the control levels of both MOPEG 
conjugates were positively correlated with the 
PFI (г = 0:76, Р < о:о for the sulphate and 
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Hence it is possible that MOPEG excretiqn 
per kilogram of muscle mass does depend on 
physical fitness. 

Creatinine excretion was not increased with 
exercise. Lactic acid was greatly increased, the 
exercise levels being positively correlated with 
body weight. 

More MOPEG glucoronide" (NS o'r; > 
P > 0:05) and significantly more MÓPEG 
sulphate (P « 0-05) were excreted after 
exercise (Table I). A statistically significant 
correlation (r — 0:55) between the increase in 
the sulphate (P < 0-05) and glucuronide 
(P < 0:05) of MOPEG and ‘kilometres cycled’ 
was also established (Table II). Significant 
correlations too between MOPEG excretion 
and both volume and urine pH (Table IT) 
were observed. 

VMA excretion was significantly increased 
during the exercise (Table I) and the PFI was 
negatively correlated (Р < о-о) with the 
control level of VMA (Table II) NA and ` 
adrenaline (ADR), excretion were both in- 
creased during the exercise period while 
dopamine (DA) did not change (Table I). 
The change in ADR with exercise was posi- 
tively correlated with the ‘effort’ the boys 
made (Table II) (the effort is the ratio between 
kilometres cycled and РЕТ). 

NA and ADR excretion were both positively 
correlated with urine pH in the control period; 
DA excretion was positively correlatedwith urine 








r = 0:58, P < 0:05 for the glucuronide). volume in both control and exercise periods. 
TABLE I l 
Urinary amines, metabolites, creatinine and lactate during inactivity and exercise 
Urine MOPEG 
(аһ) ——————————-NMA МММ MN NA ADR DA Creatinine Lactate 
Sulphate GCD« 

Inactivity 
(N = 14) 
Mean 74 6:11 0-41 O'41 I'10 O:IO 0:07 8:3 1:59 0-12 549 117 
sem II 0.19 0:08 0:03 O'10 O-OI O-OI 0:8 0-22 '0:02 53 18 
Exercise 
(N = 14) . 
Меап 44 5-71 0°59* 0:49 3'13{ 0-12 0:07 16-5} 3°30f 0714 530 6381 
sem 6 0:16 0:09 0:06 0:42 оог оог 1:4 0:48 0:02 35 134 


GCD2: glucuronide. 


* P = 0:05; f Р < 0:005; 1 Р < 0:001 (t test, one-tailed) for the significance of the difference between 


the periods of exercise and inactivity. 


NA and ADR are expressed as р mol/h; others as и moljh. 
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e The excretion of the deaminated metabolites 
NMN and. MN did not change: with exercise. 
The only correlations noted were. in the control 
period between MOPEG glucuronide and both 
NMN and MN (negative correlations) and 
between MN and urine: още; (positive 
correlation). T 





е . Taste Il . we 
_ Significant correlations between urinary constituents | 
Variables of GP 

; ; " correlation , 
Inactivity period (№ = 14) 
pH: МОРЕС sulphate : —ve <0'05 
pH: Total MOPEG . ve | «0-02 
pH: NA Tve <0:05 
pH: ADR $ +ve ‘<o:'o! 
Urine vol.: MOPEG glucuronide —ve «0-05 
Urine vol: Total MOPEG .. уе <0:05 
Urine vol.: MN ^ ee Хуе <oʻolI 
Urine vol.: DA . +ve , «0:05 

‘PFI: УМА . ave , <0О'о! 
NMN: MOPEG "glucuronide. . —ve «0-05 
MN: MOPEG glucuronide —ve '<0'01 
PFI: MOPEG sulphate s боз 
Sia mg creatinine) eis Буе x 0:01 
MOPEG glucuronide . ,. , 

(и mol/mg creatinine) ‚ уе — «0:05 
Exercise period (N = 14) TE e 
Urine volume: DA .. ' pve «0-001 
Body weight: Lactate .. +ve <o-o1 
Change in metabolite with exercise ve 
(№ = 14) * 

MOPEG sulphate: kilometres . 
cycled +ve «0:05 
MOPEG glucuronide: : kilometres 

cycled +уе ‚ «0*05, 
ADR: Effort (kilometres cycled) . . : ge 

<0'05 


(РЫ. yi 


The coefficients between variables were calculated. 


using Pearson correlations 


(ii) Human brain MOPEG ` 

The levels of free MOPEG and MOPEG 
sulphate found in the human brain are shown 
in Table III. MOPEG glucuronide could not 
be'detected in any region while the sulphate 
was only "found in the medulla, pons and 


hypothalamus. Free MOPEG; arc was | 
- . .Werdinius, 1966)... 


found in all regions examined. А 


y Tase ПІ . ' 
poU ee 


| © " ^ MOPEG p mol/g brain ' 








Free | Sulphate 

Hypothalamus 250 98 
Pons vs 158 82 
Medula .. 76 - 40 
Mesencephalon IIg- nd 

us.. 147 nd 
Corpus callosum 196 . nd 
Cerebellum 109 nd, 
Lobus frontalis 125 nd 
Lobus occipitalis 76 nd 
Lobus temporalis 33 nd 


Each sample was analysed in duplicate, the means are 

presented and the standard deviation of the duplicates 

was' 10:595; ‘nd’ signifies that MOPEG was- not 
detected. (less than 10 p mol/g of tissue)... 


(C 


' Discussion 


The major facts to emerge from this study 
аге, (i) the statistically significant increase in 
MOPEG sulphate with exercise, and (ii) the 
positive correlations between the sulphate and 
the glucuronide of MOPEG and the degree of 
exercise (‘kilometres cycled’). The’ results are 
complicated but suggest that exercise only 
explains about 30 per cent (r?) of the variance 
in the excretion. of MOPEG sulphate and 
glucuronide. Therefore it is not surprising that 
several subjects, showed slight reductions . in 
MOPEG excretion after exercise.- In addition; 
exercise produced a decrease in urine volume 
in all subjects, and our own limited studies of 
the effects of water loading, together with the 
results of Joseph, Baker, Johnstone and Crow 
(1976), suggest that MOPEG ехсгёіоп is 


"partially dependent on -urine volume. The 


significant correlations between urine pH and 
MOPEG suggest that this too may influence 
excretion, It might have been expected that 


' the changes: would be related to the effort in 


that a less fit subject would have to put more 
effort into the cycling in order to cycle thé 
same distance as a fitter person. The use of an 


‘effort’ score is positively correlated with “the 
-change in ADR excretion while earlier-studies 


have shown ADR only to increase with very 
hard ‘work or muscular stress (Haggendal' and 
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The validity of the PFI must be questioned. 
All the subjects had to undergo the same test 
and no allowance is made for the height of the 
individual. 

Expressing the excretion of both MOPEG 
conjugates per gram of creatinine, which is 
perhaps expressing excretion per gram of body 
muscle mass (Forbes and Bruining, 1976), 
however, gives an excretion rate during the 
control period which is positively correlated 
with,the PFI. This, plus the negative correlation 
between control level VMA and fitness, suggests 
that fitness may influence the direction of the 
metabolic pathway, with the reductive product 
being increased in fit people and the oxidative 
produce in the less fit. Possibly oxygen con- 
sumption is involved as Neal, Smith, Dubowski 
and Naughton (1968) have shown a significant 
positive correlation between change in VMA ex- 
cretion and oxygen consumption during exercise. 

The increased NA, ADR and VMA confirms 
earlier observations (von Euler and Hellner, 
1952; Neal, Smith, Dubowski and Naughton, 
1968), as does the lack of change in DA excre- 
tion (Haggendal and Werdinius, 1966). The 
results suggest that most of the increased release 
of catecholamines due to exercise is excreted 
without being metabolized, though some is 
broken down to VMA and a smaller portion to 
MOPEG. 

The results obtained do not strongly support 
our original hypothesis that fitness would 
explain differences in results from different 
subjects. However, the schoolboy group studied 
fell within a narrow range of PFI and hence 
the results do not exclude this as a possible 
factor in different and ‘larger patient popula- 
tions. Evidence that fitness is of some relevance 
among the factors affecting MOPEG excretion 
is clearly presented in the control studies 
correcting for muscle mass, and by the limited 
studies of the girls. It must be true that a person 
who is manic every other day is more fit in 
the next episode than is likely of someone who 
is manic once a month. The failure to show 
MOPEG changes in two very short cycle 
patients we studied seemed consistent therefore 
with a fitness hypothesis, but it is possible 
that a different hypothesis is required. Neverthe- 
less, it is important to emphasize the lack of 
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any correlation in these short cycle patients 
between gross mood changes and MOPEG, 
as in studies of longer cycles we have always 
found significant correlations (Bond, Jenner 
and Sampson, 1972; Bond, Dimitrakoudi, 
Howlett and Jenner, 1975). Mood alone is not, 
therefore, an adequate explanation. 

In summary, it can be said*that studies on 
schoolboys leave one in little doubte that 
exercise is a factor that will influence MOPEG 
conjugate excretion in some persons. Further , 
physical fitness may be among other factors 
complicating the studies. 

The study reported of human brain MOPEG 
also leads one to a cautious position with regard 
to the interpretation of the clinical significance 
of urine MOPEG sulphate excretion. Post 
mortem changes may make such studies mis- 
leading; however, in the rat, very little altera- 
tion occurs following the first few minutes after 
death (Howlett, 1975). The events in the first 
few seconds after death could be important. 
but they remain unknown. І 

The results show the predominance of free 
MOPEG in the human brain although it is of 
interest that the regions of the brain usually 
associated with the greatest noradrenergic 
activity and those thought to be most relevant 
to clinical psychiatry are the only ones in which 
MOPEG sulphate was found. Nevertheless, if 
the turnover rate of MOPEG sulphate in 
human brain were comparable to that in rats 
(Meek and Neff, 1972) then it would have a 
half-life of about 60 minutes. The contribution, 
then, of human brain MOPEG sulphate to the 
body pool and subsequently to the urine would 
be negligible. In the rat brain MOPEG is 
present largely as the sulphate conjugate and 
the shorter half-life (20 minutes) for free 
MOPEG is thought to be due largely to its 
rapid conversion to MOPEG sulphate (Meek 
and Neff, 1972). The lack of MOPEG sulphate 
in most regions of the human brain implies 
that there is a different transport mechanism 
for free MOPEG in man. Hence it may not 
be justifiable to assume a turnover rate for free 
MOPEQG similar to that in: rat brain. Such a 
rate could, however, result in an appreciable 
contribution of free MOPEG to the body pool. 
Whether the free MOPEG leaves the brain and 
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is later conjugated in the liver or kidney, or 
whether it forms a significant part of the free 
MOPEG found in human urine, is not known. 
In this respect, man could be more like the 
mouse than the rat, as in the mouse brain 
only free MOPEG is found and in the urine the 
relative amounts of free MOPEG and the 
conjugates are similar to those in human urine 
(Howlett, Jenner and Nahorski, 1975). There- 
fore, on the evidence available, one can make as 
. good a claim for the relevance of urinary free 
MOPEG as for MOPEG sulphate. 
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Nortriptyline Plasma Levels and Subjective Side Effects * | 


By VINCENT E. ZIEGLER, JOHN R. TAYLOR, RICHARD D. WETZEL 
and JOHN T. BIGGS 


Nortriptyline plasma levels and the incidence and severity of the 
common subjective side effects of the tricyclic antidepressants were 
determined in 26 patients during six weeks of treatment with nortrip- 
tyline. The total corrected (treatment minus pre-treatment) score of 
the eight side effects most independent of the severity of depression 
correlated (0:60) with the nortriptyline plasma level. Increased 
perspiration (0:59) and dry mouth (0:54) were the individual corrected 
side effects which most consistently correlated with the plasma level. 
These subjective side effects may serve as clinically useful guides to 
dosage adjustments during treatment, though their value is limited 
by the magnitude of the correlations and the need to correct for their 


presence prior to treatment. 


Introduction 

The large inter-patient variability of tricyclic 
antidepressant plasma levels has been well 
documented since Hammer, Idelstrém and 
Sjóqvist (1967) first demonstrated a 36-fold 
difference in steady-state plasma levels in 
patients ingesting equal oral doses of desi- 
pramine. Similar variation in the plasma levels 
of other tricyclic antidepressants, and its 
clinical relevance, have been the subject of an 
increasing number of investigations. Amitrip- 
tyline (Braithwaite et al, 1972; Ziegler et al, 
1976b), imipramine (Gram et al, 1976), and 
protriptyline (Whyte et al, 1976) have been 
studied. However, the most frequently investi- 
gated drug has been nortriptyline. Although 
there have been a number of studies with 
mixed or negative results (Burrows et al, 1972, 
1974), the majority have supported a stronger 
relationship between therapeutic response and 
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nortriptyline plasma levels than with the 
oral dose (Asberg et al, 1971; Kragh-Serensen 
et al, 1973, 1976; Ziegler et al, 19762). These 
studies have supported the original finding of 
Asberg et al, which showed that the optimal 
therapeutic response occurs when plasma levels 
are between approximately 50 and 150 ng/ml. 
Above or below this ‘therapeutic window’ the 
proportion of patients responding tb treatment 
is lower than within this range. — 

At the present time, the majority of clinicians 
do not have available assay methods for the 
determination of nortriptyline plasma levels. 
Consequently, the prescribed dosage is often 
adjusted on the basis of the subjective side effects 
during treatment. The evaluation of these side 
effects in depressed patients is a complex task, 
since often identical symptoms are present 
prior to treatment and are related to the 
duration of treatment and severity of depression 
Åsberg st aj, 1970). 

At Washington University, an ongoing inves- 
tigation of the relationship between clinical 
effects and tricyclic plasma levels is in progress. 
The purpose of this report is to' examine the 
relationship between nortriptyline plasma levels 
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and the common subjective side effects of the 
tricyclic antidepressants. The relationship be- 
tween the plasma level and therapeutic response 
in the majority of these patients has been 
reported previously (Ziegler et al, 1976a). 


Methods 

Patients presepting with depressive illness in 
the Upiversity out-patient clinic were asked to 
participate if they met the following criteria: 
(1) diagnosis of primary or secondary de- 
“pression by the criteria of Feighner et al (1972); 
(2) 18 to 60 years of age; (3) no serious medical 
illness or pregnancy; (4) no antidepressant 
treatment during the previous eight weeks; 


(5) duration of the present episode between four . 


and 104 weeks; and (6) a minimum score of 22 
on the Hamilton Rating Scale (HRS) (Hamil- 


ton, 1960). Patients were seen at weekly intérvals. - 


for six weeks. During.each visit the treating 
physician completed the side effect scale, the 
HRS was administered by an independent 
physician, and a blood sample was drawn 12 to 
I6 hours after the bedtime dose. The 12-item 
side-effect scale employed was identical to that 
described by Asberg et al (1970), with three 
changes. The sleep disturbance item was 
dropped, and items for blurred vision and 
disorientation were added. This scale rates 
the.common side effects of the tricyclics on a 
four-point scale, with o representing the com- 
plete absence of the symptom and 3 the presence 
of the symptom to a severe degree. 

Nortriptyline was administered .as a single 
bedtime dose. Treatment was initiated: with 
50 mg daily and increased as tolerated to.a 
maximum of 150 mg daily. At the beginning of 
the second week of treatment the dose was 
fixed for the remaining five weeks. Those 
patients who had failed to reach the maximum 
dose were continued at the lower dose for the 
duration of the study. The fixed dose is necessary 
to ensure steady-state levels during the period of 
clinical evaluation. : 


After completion of the study, nortriptyline 


plasma levels were determined by the method of 
Biggs ¢ al (1976), using gas chromatography- 


mass fragmentography, by staff blind to the, 
clinical ratings. The side-effect ratings were’ 


considered ordinal level measures, and aon- 


parametric statistics were used whenever an 
analysis included the numerical value of the 
scale (Siegel, 1956). : 


Results 


Twenty-six patients entered and 20 com- 
pleted the study. The results of those who failed 
to complete the six weeks were included in the 
analysis until the time they discontinued treat- 
ment. The mean age of the initial sample was 
30:1 years, and 17 were female. The mean 
dose, after it was fixed on the eighth day of 
treatment, was 128 mg per day. The mean 
nortriptyline plasma levels during treatment are 
illustrated in Figure 1. Steady-state was reached 
one week after the dose was stabilized. The mean 
level varied from 138 to 155 ng/ml during the 
last five weeks of treatment. 

The frequency of individual side effects 


: during treatment are given in Table I. Three 


effects,. tiredness, headache, and palpitations, 
were most frequent prior to treatment. The three 
effects with the largest increase in frequency 
during treatment over the pre-treatment levels 
were vertigo (+20 percent, week 2), constipa- 
tion (+20 per cent, week 2), and dry mouth 
(+16 per cent, week т). 

., The mean raw scores of the twelve side effects 
are also given in Table I. The total score was 
high prior to treatment and decreased 35 per 
cent by the sixth week. The raw total score of 
these twelve side effects correlated with the 
severity of the depression as measured by the 
HRS. The mean of the seven weekly correlations 
between the HRS and the uncorrected total 
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Fic 1.—Weekly mean nortriptyline plasma level during 
treatment. 
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TABLE Y 


ар Raw mean side effect scores and the frequency of each symptom before and during treatment 





"Week of treatment _ e , .. Ra о: "Hm _ 4 6 
N .. T не v i we 26 "7" 28 2r ' "7 ":-20" 
: us А 2E 

Total side effect score .. a i 8:44 - 7°39 5:38 7 545 

1. Tiredness 1:92 ca 1°09 | o:71 (52 0°30 -(25) 
2. Headache 1:60' > 0°83 (57) 0:38 (33 0:65 i 
3. Vertigo .. o'g6 (92)  '0:57 (52) 0:29 ч 0725 @5 
4. ‘Orthostatic’ зуран. 0:52 (48) ~ обі (27) 0°43 (38). ` 0°35 (30 
5. Palpitations ' ..- 0:84 z o:30 (26) 0°24 A: ^ 0"35 > 
6. Tremor . ; 6:72 (60) 0°70 (92) 0'57 p '"0o*35 (70 
7. Perspiration s 0:76 (54 0:74 (52 0-62 (43 0-70 i 
8. Dryness of mouth 0°88" de 1:35 (91) 1:24 (45) . 1115 (95 
9. Constipation .. 0:44 (32 0°70 (52) 0:62 (43 0°65 (45 
10. Micturition disturbances ооо (o) ”о-13 (13) 0:05 (5) ` оо (10 
тт. Blurred vision .. 0°40 (36) 0°39 (39) 0:24 "e _ 6420 Gs 
12. Disorientation .. 'о"оо (o) ооо (o) о-оо (о 0:00 (o 





* Percentage reporting symptom. 


score was 043, and four of the-seven, were 
significant at the 0-05. level. To examine more 
closely the relationship, between the ‘true’ side 
effects and the nortriptyline plasma -level, the, 
three side effects most, highly correlated ‘with 
severity of depression, tiredness, headache, and 
palpitations, were dropped from the analysis. 
These three effects showed a marked decrease 
during treatment and were. the only „effects 
which меге most frequent. prior to treatment. 
They accounted, for practically. all of the 
decrease .in the .raw. total side effect ,score. 
The disorientation item was dropped because of 
the, rarity of this abnormality. Each patient's 
weekly side effect scores of.the remaining eight 
items were then,corrected by subtracting the 
pre-treatment scores. These eight corrected 
side effect scores.were summed. and labelled the 
corrected total side effect score. This score more 
closely, reflected the. usual clinical experience 
with side effects. It was positive each week, and 
the highest, values occurred: during the second 
and third weeks. The mean corrected total score 
during treatment was 0:68 and.was less related 
to. the severity of depression. The mean of.the 
seven -weekly correlations between- this .score 
and the HRS, was.0:25.and was significant 
only, during the sixth week. Since the relation- 
ship between the.HRS and the nortriptyline 
levels was positive in this sample, these inter- 
correlations, tended to increase the magnitude 


of the. week 6 correlations reported in Table II. 
Analysis, of covariance and partial correlation 
analysis yielded .e essentially the same, results as 
this analysis.: 

The, correlations bereen the меу nortrip- 
tyline plasma levels and the corrected total 
and individual side effect scores, weeks 2, 4 and 
6, and,-the correlations between {һе means 
during treatment are given in Table II. The 
correlations were of a low order but, consistently 
positive. The corrected total score correlated 
most consistently with the nortriptyline level. 
The „correlations between the. individual side 
effects..and the nortriptyline levels varied 
considerably during treatment. While. perspira- 
tion, dryness of mouth and blurred vision. were 
relatively stable over the six weeks, micturition 


_ disturbances and tremor, correlated better 


during the initial phase of treatment, and 
constipation, vertigo, and orthostatic symptoms 
correlated better during the later phase. 

The mean corrected total side effect scores 
during treatmerit ranged from —5,‘6'to +8: gin 
the individual patients and were negative in six 
patients (o representing a side effect score equal 
to-the pre-freatment score). "The correlation 


(0-60, P:« 0:05) between this score and the 


mean nortriptyline level during treatment is 
illustrated in Fig 2. The correlation between 
this scoré and the mean oral deus during 
treatmtent was 0-24 (NS). Ў t. 
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TABLE П 


* Spearman rank order correlation coefficient between the weekly and mean corrected side effect scores and the weekly and 
mean nortriptyline plasma levels 





Week of treatment 





N 


Total (8 itenss) 

rtigo . 

rthostatic? symptoms 
a 
Perspiration a 
Dryness of mouth 
Constipation m à 
Micturition disturbances | 
Blurred vision es 


ооооооооо 





2 4 6 Mean 
23 21 20 20 
38* 0+ 46* 0: 7o o: 60** 
00 0-19 0:36 0:15 
05 0-41% 0°32 0:22 
51** 0-15 O*OI 0:34 
39% 0°31 о-67*** 0:59** 
32 0:54** 0-50* 0:54** 
06 о:40% 0-40* 0:39* 
27 —0:18 0-19 0:29 
27 0°34 0°30 0°32 





ж Р < 0-10. 
** P — 0-05. 
*** P < о.о, 


The mean nortriptyline levels of the patients 
with negative corrected total side effect scores 
were compared to those with positive scores for 
each week of treatment and the mean during 
treatment. These values are given in Table III. 
Each week the patients with the negative scores 
had lower levels than those with positive scores, 
and these differences were significant in five of 
seven comparisons. 


Discussion 
The correlations reported here between the 
corrected total side effect score and the nortrip- 
tyline plasma level are similar to those reported 
by Asberg et al (1970) in 40 patients during 
four weeks of treatment with nortriptyline. In 
TaBe III 


Mean LSE nortriptyline plasma levels of those patients 
with negative and positive mean corrected total side effect 
scores (MCTSES) during treatment 








Week MCTSES<o (N) MCTSES>o0 (№ p* 
I 97:02:13:3(9) 102:94:13:6 (16) NS 
2 99:8-E18-8 (7) 166:6--19:0 (16) <о-05 
3 71:82:15:0(6) 1i72:1-b21:4,((16) <o-or 
4 ie. Sone -6 (8) 157°5+23°3 (18 NS 
5 +25: D 194°9+16-3 (10) <o-o1 
6 puo g+16-6(7) 162:3--17:2 (13) «0-05 

Mean 90:8-16:5 (6) 154°3416-8(14) <o-05 


* By Student t test. 


that report, the individual subjective side effects 
were not examined, but in a later communica- 
tion Ásberg and Germanis (1972) reported a 
positive correlation between objectively mea- 
sured changes in accommodation and nortrip- 
tyline plasma levels in patients under 45 years of 
age. 

Clinicians who do not have access to plasma 
level determinations must adjust dosage on the 
basis of clinical variables. Of the individual 
subjective side effects examined in this report, 
dry mouth and increased perspiration appear 
to be the most reliable for this purpose. These 
two symptoms showed the highest and most 
consistent correlations with the nortriptyline 
concentration. However, the usefulness of these 
symptoms appears limited by the magnitude of 
the correlations and the need to correct for the 
severity of the symptom prior to treatment. 
The uncorrected scores were less correlated 
with the nortriptyline level and more correlated 
with the severity of depression than the corrected 
Scores. 

The correlation between the subjective side 
effects and therapeutic response in the patients 
reported here, treated with a relatively high 
dose of nortriptyline, was negative. Patients who 
developed high nortriptyline plasma levels re- 
ported more side effects and had a less satis- 
factory response to treatment than those with 
moderate levels. All patients developed signifi- 
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Fig 2.—Spearman rank order correlation coefficient (ra) 
between the mean corrected total side effect score and the 
mean nortriptyline plasma level (weeks 1 to 6). 


cant nortriptyline plasma levels during treat- 
ment. With the available evidence supporting 
the concept of a ‘therapeutic window’ above or 
below which recovery is less likely to occur, 
depressed patients with high side effect scores 
could have plasma levels either above or 
below this optimal plasma level range. This is 
supported by the high incidence of side effects 
in depressed patients prior to treatment. Due 
to this complex relationship, the clinician who 
managed the patients reported here was un- 
successful in predicting the plasma levels of the 
patients who did not respond to treatment. 

The subjective side effects of nortriptyline are 
similar to those of the other tricyclic anti- 
depressants and not usually medically serious, 
but are responsible for poor patient compliance. 
The treatment of depression in an out-patient 
setting and the intolerance of depressed patients 
to additional symptoms or exacerbation of 
existing ones, especially prior to improvement, 
frequently results in treatment failures. It is 
possible that attempts to increase dosage by 
titrating to certain side effect levels may 
actually increase these failures and offset any 
potential improvement in the therapeutic 
response. 

Although of limited clinical utility, the 
positive correlations found between the side 


effect scores and the nortriptyline plasma 
concentration add to the data supporting fri- 
cyclic plasma measurements as better pre- 
dictors of clinical effect than the oral dosage. 
The clinical effects which have been shown to 
correlate with the plasma concentration range 
from the inhibition of the tyramine pressor 
response by nortriptyline (Preyschuss et al, 
1970) to toxicity in overdose patients e(Petit 
et al, 1977) and include the previously cited 
studies of therapeutic response and side effects. , 
With the large inter-patient variation in the 
rates of metabolism of these drugs, the deter- 
mination of tricyclic plasma levels, particularly 
in treatment failures, can potentially increase 
the number of patients responding to treatment. 
Better patient management may be accom- 
plished with less toxicity more rapidly than with 
the present trial and error method. 
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Victims of Indecent Exposure 
By N. L. GITTLESON, 8. E. EACOTT and B. M. MEHTA 


SUMMARY One-hundred female nurses at a psychiatric hospital were 
interviewed in an attempt to assess the overall frequency of having 
been the victim of indecent exposure and to describe it as experienced 
by the victim. i 

Forty-four of the subjects had been victims of indecent exposure, one- 
third of these on two or more occasions. 

The attitudes of those who had been victims were no different from 
the attitudes of those who had not. One-third of all incidents had not 
been disclosed to anyone. In over one-fifth of the episodes the reaction 


А of the family and friends іп whom the victim confided had been more 
distressing to the victim than the episode itself. : 


Introduction 
Not all episodes of indecent exposure are 
reported to the police (Rooth, 1972; Mac- 
donald, 1973; Gunn, 1976). Rooth (1972) 
notes that the conviction rate for indecent 
exposure bears an unknown relationship to 
the true offence rate, for which no estimates 
are available. Three years ago it was noted 
that about one in three out of forty consecutive 
female medical students attending for instruc- 
tion at our out-patient clinic admitted, despite 
the lack of privacy in the situation, to having 
been victims of indecent exposure. This rough 
estimate is higher than the ‘over half’ of 35 per 
cent incidence reported by Landis (1956) who 
gave a questionnaire to university students. 
Unfortunately, the exact incidence of being an 
indecent exposure victim cannot be elicited 
from his paper, as he did not separate clearly 
these victims from victims of other unlawful 

sexual acts. ei 
In most studies the victims are selected, so 
to speak, by the arrest of the exposer. The 
victim who told no-one and whose exposer was 
not arrested does not figure in the studies by 
Radzinowicz (1957), Rooth (1971), and Mac- 

donald (1973). ' 
This study attempts to report the frequency 
and experience of becoming a female victim of 


indecent exposure. 


6x 


Method 


The female nursing staff of Middlewood 
Hospital, Sheffield, were chosen as the subjects 
of this study because of their availability and 
willingness to help. One hundred nurses were 
given a personal structured interview, and a 
standard questionnaire was completed. Anony- 
mity was guaranteed. No refusals or resistances 
were encountered. 

Those subjects who had in fact been victims 
seemed to welcome the chance to talk about 
the episode. Despite a mean elapsed time 
between incident and interview of 14:9 years 
(range 0-45 years) it was striking that every 
episode together with its associated circum- 
stances was apparently clearly recalled. 

Episodes occurring in the course of pro- 
fessional nursing duties were excluded. 


Results 

A. Present characteristics of interviewees 

Their mean age was 32:8 years and their 
mean age at the menarche 13-3 years. Sixty-one 
were married or widowed and 14 had a family 
history positive for female exposure victims. 
There were no significant differences for these 
factors between the 44, subjects*who gave a 
history of having been exposed to (Victims) and 
the 56 who did not (Controls). ' ` ; 
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B. Reported characteristics of the 
incident of exposure 


1. The victim’s age and maturity 

Of the victims 29 were termed Single Victims, 
having suffered only one (so-called) Sole ex- 
posure; 15 (34 per cent) were termed Multiple 
Victims, having suffered more than one expo- 
sure. Qf the latter 12 had suffered two exposures, 
1 three, 1 five and 1 six exposures. There were, 
therefore, 15 Initia and 23 (12--2--4--5) 
"Subsequent exposures. 

The Initial exposure of the girl who will 
later become a Multiple Victim occurs at a 
younger age (12:3, SE = 0-8 years) than the 
Sole exposure of the Single Victim (15:6, 
SE = 1:1 years) (CR = 2:4; Р < -02). 

Fifty-one per cent (34 out of 67) of all expo- 
sures occur before the 15th birthday, which thus 
bisects them and approximates closely to the 
mean age at which all First (Sole plus Initial) 
exposures occur (14:5, SE = 0-8 years). 
Thirteen out of 15 Initial exposures compared 
to 14 out of 29 Sole exposures occur before the 
victim's 15th birthday (x? = 4:63; Р < -05). 
This means that if the victim is first exposed 
to before her 15th birthday she has a 48 per cent 
chance of suffering a subsequent exposure, 
whilst if she is first exposed to after her 15th 
birthday she bas only a 12 per cent chance of 
suffering a subsequent exposure. The mean age 
at subsequent exposures was 19:3 years, 
SE 201.. > 

There are no significant differences between 
Victim subgroups for any other factor except 
dfsclosure to others, and the following para- 
graphs refer to all 67 exposures. 

At the time of the exposure 57 per cent (38) 
were under 16 ycars of age, 24 per cent (16) 
between 16 and under 21, and 19 per cent 
(13) 21 or over, the mean being 16-1 years. 
Forty per cent (27) of the victims had not 
reached the menarche, 31 per cent (21) did 
not then know ‘the facts of life’ and 36 per cent 
(24) had not then heard of indecent exposure. 


2. Circumstances 

Radzinowicz’s (1957) classification was used. 
One adult female on her own, 31 per cent (21). 
More than one adult female together, 10 per 
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cent (7). Adult female(s) and child or children, 
3 per cent (2). One girl (under 16) on her,own, 
27 per cent (18). Two or more children under 
16 together, at least one being a gir], 28 per cent 
(19). Fifty-eight per cent (39) ofthe victims were 
alone at the time. 


3. Site and time 


T'he exposure occurred in a park or woodland 
in 39 per cent (26), in the street in 45 per cent 
(30), and in other places such as public buildings 
or vehicles in 16 per cent (11). Thirty-four per 
cent (23) occurred after dark. 


4. The exposer 


His age was estimated by the victim as under 
40 in 42 per cent (28) of incidents, between 40 
and 60 in 49 per cent (33), and as over 60 in 
6 per cent (4). In 3 per cent (2) they did not 
know or could not remember. The exposer was 
known to the victim in 15 per cent (10). He 
stood still in 66 per cent (44), walked towards 
the victim in 21 per cent (14), walked behind in 
4 per cent (3), sprang out in 7 per cent (5), 
and opened a car door in 1 per cent (1) of 
incidents. 


5. The act of exposure 


The man was nude under a coat in 6 per 
cent (4) and the penis was seen to be erect 
in 43 per cent (29) of incidents. In 49 per cent 
(33) he was seen to masturbate and in 39 per 
cent (26) he spoke or shouted. An invitation to 
touch the exposed genitals was issued in 18 per 
cent (12) but was on no occasion accepted. 
In 7 per cent (5) of incidents the exposer touched 
the victim. 

The immediate physical motor response of the 
victim was usually multiple and was as follows: 
7 per cent (5) screamed, 52 per cent (35) ran 
away, 7 per cent (5) walked away, 36 per cent 
(24) were ‘stunned’, 10 per cent (7) uttered a 
verbal rebuke, 7 per cent (5) did nothing, 1 per 
cent (1) laughed and 1 per cent (1) stubbed her 
cigarette on the exposed penis. 

The incident was terminated as follows: in 
34 per cent (23) the exposer left, in 57 per 
cent (38) the victim left, in 1 per cent (1) the 
victim could not remember, in 7 per cent (5) 
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both exposer and victim stayed, being in a lift, a 
bus, a, bus queue, or the victim's house; or, in 
the case of a g-year-old girl, the victim just 
stood watching. 

The victim under 16 was more likely to 
terminate the incident by leaving the scene 
(26 out of 38, i.e. 68 per cent) than the victim 
over 16 years of age (12 out of 29, i.e. 41 per 
cent) (x? = 3:86; Р < -05). 


6. Disclosure to others 


Only 66 per cent (44) of all 67 exposure 
incidents were disclosed to others. The family 
(parents, siblings, or spouse) got to hear of only 
48 per cent (32), friends of 12 per cent (8) and 
the police of only 25 per cent (17) of those 
ineidents which actually occurred. Statements 
to the police were made in 18 per cent (12) of 
incidents. 'This figure excludes one Single 
Victim aged 9 who, feeling ashamed of the 
incident, denied that she had been a victim 
when asked for a statement by the police who 
had been informed by others. In 4 per cent (3) 
of incidents the victim attended a trial in court 
but none were actual required to give 
evidence. 

The Sole exposure of the Single Victim was 
twice as likely to be disclosed to someone (22 
out of 29, ie. 76 per cent) than the Initial 
exposure of the Multiple Victim (5 out of 15, 
Le. 33 per cent) (x? = 5:85; P < +02). The 
proportion of incidents disclosed was similar 
for victims under or over 16, and for first 
exposures (27 out of 44—61 per cent) compared to 
subsequent exposures (17 out of 253—74 per cent). 


C. Emotional reaction of the victims and 
their families 

More than one emotion (e.g. a combination 
of fear and disgust) was reported by many 
victims as their immediate emotional reaction 
to the exposure. Because of this the percentage 
figures are of the total of 67 exposures with the 
absolute numbers in brackets: 57 per cent (38) 
recalled fear, 30 per cent (20) disgust, 9 per 
cent (6) anger, 15 per cent (10) curiosity, 
12 per cent (8) amusement, 6 per cent (4) pity 
and 1 per cent (1) embarrassment. 

Victims under the age of 16 were twice as 
likely to recall fear as an immediate response 
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to the incident (29 out of 38, i.e. 76 per cent) 
as victims over the age of 16 (9 out of 29, i.e. $1 
per cent) (x? = 11:95; Р < -oor). 

Apart from their immediate emotional re- 
sponse to the exposure the victims were asked 
whether they were upset at the time and how 
long it took them to get over it. This was done 
in an attempt to assess thé post-exposure 
disturbance. Sixty-four per cent (43 out èf 67) 
replied in the affirmative. Of the 43 who were 
upset it lasted less than a day in 49 per cent (21), . 
less than week in 77 per cent (33), less than a 
month in 86 per cent (37), less than two 
months in 91 per cent (39), less than six months 
in 95 per cent (41). Only after two (5 per cent) 
exposure incidents did the upset last for ‘years’. 
These two exposures occurred to one Multiple 
Victim exposed to at the age of 14 and at the 
age of 15 and then subjected to a physical sexual 
assault (not, of course, included in this series). 

Victims under the age of 16 were twice as 
likely to have been upset (31 out of 38, i.e. 
82 per cent) by the incident as victims over 
the age of 16 (12 out of 29, i.e. 41 per cent) 
(x^ — 9:88; P « -005). However, the duration 
of the upset was the same for both groups. 

Episodes inducing fear or upset were no 
more likely to be disclosed to others than 
episodes that did not. 

It was thought possible that direct questions 
concerning emotional upset and its persistence 
after the exposure incident might fail to reveal 
emotional disturbance which the victim was 
unable to acknowledge to herself or to others. 
After some intervening questions, therefore, 
subjects were asked whether the incident bad 
affected them generally, when walking out, or 
sexually. Affirmative replies (out of 67 expo- 
sures) were given in 18 per cent (12), 30 per 
cent (20) and 6 per cent (4) respectively. These 
affirmative replies were all ‘contained’ in those 
who affirmed that they had been upset by the 
exposure, and the duration of the disturbance 
was identical with that of the ‘upset’. Those 
whose walking-out behaviour was affected 
attributed this to more rigid supervision by 
anxious parents or a tendency to avoid. the 
site of the exposure, e.g. certain stretts, lifts, etc. 
Of the four exposures which were claimed to 
affect" the sexual life, over-protective relatives 
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were considered important in two cases. For 
the above noted behaviour changes there ‘were 
no differences between . victims under: and 
victims over 16. ` ' 

„ Excluding officials, Дегин. were com- 
municated to family (32) and friends.(8). Of 
those told 70 per cent (28) were upset, which 
is a similar pefcentage to that of the victims 
them&elves—64 per cent. The victims assessed 
the degree of upset shown: by those in whom 
. they confided as more than their own: in 17, 


and lasting longer than their own in 14, and. 


as more traumatic to'the victim than the episode 
itself in 15 incidents. In other words, in over 
one-third of.those (40) épisodes disclosed..(to 
family and friends), or in: over one-fifth ‘ofall 
(67) exposures, the reaction of the relatives and 
friends was worse than: the: epode че. 


р, Prcsdnt attitudes of the йөк йн. 


AU subjects were asked what their immediate 
reaction would be to the situation were their 
child, or if childless a friend's child; the victim of 
indecent exposure. There were no ‘significant 
differences between Victims and Controls (nor 
between Single ‘and Multiple victims), so they 
are combined and the figures for all 100 subjects 
are given. Sixty-six would ‘play it down’ to the 
child, and 88 would tell the child that the man 
was sick; 84 said they would inform the police 
and another 4 that they might inform the police 
depending. on” circumstances; .64 said they 
would do the same even x the'man were кабу 
ib them. . 

” All subjects were men айса эйс isis 
ашшде in general to indecent exposers; the 
effect on their victims and how this came about. 
The questions were put twice, first assuming the 
victim was a ‘child and second assuming the 
victim was an adult. For both situations Victims 
and Controls answered similarly (аз did: Single 
and Multiple Victims), and their answers were 
therefore combined. Unfortunately; 5 subjects 
(3 Victims and 2 Controls) wére not asked:about 
the adult victim, so only:95 replies are available 
in this category. TEE answers are sét out in the 
Table: . © > ta wot ai 

«There was: a о аи анало; гезе Ж to 
believe that a child could be harmed' by indecent 
exposure than that an ‘adult could. However, 


- VICTIMS OF INDECENT EXPOSURE : 


4 subjects (2 Victims and 2 Controls) thought 
more harm resulted to the victim if she yas an 
adult. ар if she was a child. tes 


4^" Discussion 

This. ау confirms Rooth’s (1971) view that 
the most likely victim is a girl at or spout the 
age of puberty. 

Both Radzinowicz: Ga and Macdonald 
(1973) studied victims of offenders brought to 
trial, in England and in Denver, "Colorado, 
respectively, and their results are not strictly 
comparable with those from this study. Never- 
theless, their figures agree with ours in-that just 
over half the victims are alone at the time and 
that just under half the incidents occur in the 
street. Macdonald (1973) found that 9 per ctnt 
of exposers were known to the victims; Landis 
(1956) gives 15 per cent, which is similar to thé 
I5 per cent of this study. 

Radzinowicz (1957) and Macdonald (1959) 
found that the proportion of exposers over 40 
was'26 per cent and. 15 per cent respectively. 
The victims in this series estimated 55 per cent. 
The apparently ‘higher proportion of older 
exposers in this series cannot be explained on the 
basis of children not reporting the older ex- 
poser, who thus might not appear in forensic 
series. Exposers estimated as over 40 were just 
as likely (8 out of 37, ie. 22 per cent) to be 
reported to the police as exposers estimated as 
under 40 (8 out of 28, i.e. 29 per cent). Possibly 
the teenage victim overestimates;the exposer's 
age for the same reason that ay тй апуопе 
over 25 as middle-aged. 

‘Landis (1956) concluded that it was the 
frightened and upset victim who told her parents 
of the incident. This study lends no ‘support to 
that view, but finds that just: over’ one-third 
(34 per cent) of incidents were not disclosed to 
anyone. 

‚ Rooth (1971) and ere nr (1973): note 
thie victim’s immediate emotional responses, but 
give no figures. Victims under 16 showed a 
greater immediate emotional response than 
ádults,'but there is no evidence mat they suffer 
greater long-term effects. ·· 

Landis (1956) notes that 20 per cent of 
victims’ experienced emotional damage’. and 
23 per cent undesirable distortions of attitudes 



























































































































































































































































































































































































































































































































































































































































































































































































































































































































































1 Notable improvement in mood and behaviour ` 

2 Highly selective dopaminergic blocking action 

3 Few patients need antiparkinsonism drugs | 

4 Not an esterified formulation so immediately available in active form 

5 Overcomes daily dosage confrontation with convenient weekly injection 
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TABLE 


Subjects’ attitudes in general to indecent exposure, the effect on the victims and how this came about, first assuming 
the victim was a child and second assuming the victim was an adult 





If victim were 


If victim were 





























Questions asked of all subjects a child an adult Significance* s 
N = 100 N = 95 
Should exposers be punished ? " 
Yes РА aie - se 17 17% 13 1496 _ 
Sometimes a T ia 36 36% 33 3595 Not significan® 
Never... ЧЕ d Jm 47 47% 49 51% 
Do you think they are ill? 
Yes 2 ex РА ix 68 68% бо 63% 
Sometimes zn vu ss 28 28% 30 32% Not significant 
Newer |... js РЕ m 4 4% 5 596. 
Does it harm the victim? 
ways .. ds у» ws 10 1095 1 195 Always/often/sometimes 
Often... ya S x 16 1695 2 295 vs never 
Sometimes s m 2 60 60% 35 37% P < соо: 
Never a i 14 14% 57 60% 
Reasons given for harm to victim 86 33 
Victim prone to be easily upset — .. 18 21% 13 39% Victim prone to be 
Induction of emotional and/or sexual easily upset 
disorder .. zs xt k 57 66% 20 61% vs other factors 
Harm induced by attitudes of parents 
and relatives .. a «e 9 10% ° o% Not significant 
Exposer intended assault .. Ka 2 2% o 095 








* Using the McNemar Test for Related Samples. 








'There was no difference between victims and controls or between single and multiple victims for either 
situation, therefore all groups are combined in the table. 


Five subjects were not asked about postulated adult victims. 


to sex. Unfortunately he lumps together tem- 
porary and permanent effects. He concludes, as 
does Gunn (1976) and ourselves, that for the 
majority of victims the long-term effects are 
minimal, 

This study confirms the importance to the 
victim of the parents’ reaction when told of the 
incident, a point noted by Allen (1962) and 
Landis (1956). The figures are too small for 
detailed evaluation. 

It is hard to refute the assertion that psychia- 
tric nurses may not be representative of the 
general female population on account of self- 
selection for the profession. and the effects of 
training. However, 67 per cent (45) of all 
exposures occurred before the 18th birthday, the 
minimum age for starting training. What is 


more difficult to explain on the basis of subject 
selection is the finding that having been, 
exposed to once, more than once, or not at all 
seems to have no effect on present expressed 
attitudes. These are rather tolerant to the 
exposer, though less so if the postulated victim 
is a child, as Rooth (1971) notes. 


Conclusions 


The incidence of having been the victim of 
indecent exposure (quite unrelated to their 
professional work) in female nurses at a psy- 
chiatric hospital is 44 per cent. Of these victims 
one-third have been exposed to on two or more 
occasions. * 

The barely nubile girl or young woman, 
rather* than the fully mature woman, are the 


. 
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most likely to become victims over half of whom 
are under the age of 16 years. 

The initial exposure of a girl who will later 
suffer a subsequent exposure occurs at a 
younger age and is less likely to be disclosed 
to anyone than the sole exposure of a victim 
who will not suffer a subsequent exposure. A 
girl who is exposed to before her 1 5th birthday is 
four times more likely to be exposed to again 
than a girl whose first exposure occurs after her 
15th birthday. 

The family is likely to hear of just under half 
of the incidents that actually occur, and the 
police of only a quarter. One-third of all 
incidents are not disclosed to anyone. 

In over one-fifth of the episodes the reaction 
of the family and friends in whom the victim 
confides is likely to be more intense, last longer 
and cause worse emotional distress to the victim 
than the indecent exposure itself. 

Although a child victim is more likely to be 
frightened and upset by the incident than an 
adult victim, there is no evidence that the 
emotional ‘disturbance lasts longer or has a 
more serious permanent effect than that induced 
in adult victims. - 

For the majority of victims the adverse effects 
are minimal. 


VICTIMS OF INDECENT EXPOSURE 


Attitudes to indecent exposure and its effects 
on the victim seem quite unaffected bv the 
actual experience of being a victim, whether 
on a single occasion or repeated. 
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A Retrospective Study of Operationally Defined Hysterics 


By P.-E. ALMGREN, L. NORDGREN and H.. SKANTZE j 


. 
A group of psychiatric patients were operationally defined as ‘hysterics’ 


by their reliance on the perceptual defence mechanism of repression, 
as disclosed in a valid psychological test. Most of them had dependency 


conflicts. Only half of them, almost exclusively female, had received 


the clinical diagnosis hysteria, the diagnosis being apparently founded 


on bodily complaints, overt aggression, and absence of depressive 
‘mood and anxiety. Lack of these characteristics in patients resorting to 
repression and with dependency conflicts results in diagnostic un- 


. certainty. Clinical and test data justified the separation from opera- 


tionally defined hysterics of three small subgroups: one with brain 


dysfunction, one with regressive psychosis, and one with non-regressive 
schizophrenia. Relevant diagnostic clues in the psychological tests and 


in the clinical picture are discussed. 


Introduction 

' Hysteria has not yet been satisfactorily 
defined. It has been stated that it cannot be 
defined purely descriptively, ie. by signs and 
symptoms (Whitlock, 1967). This is supported 
by studies in which somatic disease and also 
depression and schizophrenia were disclosed at 
follow-up in. patients initially diagnosed as 
suffering from hysteria (e.g. Slater and Glithero, 
1965). . 

The prevailing descriptive non-analytical 
term hysteria is used in one of three meanings: 


(a) Briquet hysteria, i.e. polysymptomatic, re- 
current or chronic ill-health in females with 
frequent visits to physicians and excess of 
admissions to hospital (Guze, 1975); (b) Hys- 
terical neurosis, conversion type and dissociation 
type (DSM-II, 1968); (c) Hysterical personality 
characterized by  self-dramatization, depen- 
dency, and demandingness (ibid). In these defini- 
tions, the level of libido fixation and type of 
defence mechanism are not taken into account. 


Since social and cultural factors play a major 
role in the diagnosis of hysteria, a descriptive 
concept demands even more delicate handling. 
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The probably weak relation between hysterical 
neurosis and hysterical personality adds to the 
confusion (cf Stefánsson et al, 1976). 

In psychoanalytic theory the concept of 
hysteria is based on the proposition that hys- 
teric individuals rigidly and pervasively resort 
to the defence of repression, the major style of 
adaptation being dissociation (Schafer, 1948; 
Shapiro, 1965). The repressed conflict has been 
presumed to be either oral or phallic or both 
(cf Lazare, 1971). Zetzel’s (1970) subgrouping , 
of hysterical patients in two major groups seems 
to have clinical advantages. ‘Sick’ hysterics are 
characterized by less efficient defence mecha- 
nisms; ‘healthy’ hysterics have potential capa- 
city for tolerating internal reality, partly by 
means of well-functioning obsessive mechanisms 
(cf Lazare, 1971; Chodoff, 1974). Dynamically 
these two groups of patients are regarded as 
suffering from predominantly oral-dependent 
and oedipal conflicts, respectively. 

The present study approached the concept of 
hysteria from one dynamic point of view. This. 
was done by selecting patients who were 
characterized, in psychological tests, by reliance 
on the defensive and adaptive mechanisms of 
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БД 
repression and/or dissociation. The tests used 
‘were two well-established psychological instru- 
ments: the Meta-Contrast Technique and the 
serial version of the Colour Word Test (see 
„Kragh and Smith, 1970). Test data were com- 
pared with mainly descriptive, clinical variables. 


. Methods 


Patients and procedure 


Patients with a test diagnosis of hysteria were 
selected from files comprising results from the 
two psychological instruments, the MCT and 
the CWT (see below). In all cases a preliminary 
diagnosis and a description of main complaints 
were formulated by a psychiatrist before referral 
to the psychologist. Other clinical and back- 
ground data were taken from hospital record 
notations made up to the date of the testing. 
Notations after the testing were used only for 
delimitation of psychotics and for classification 
of mode of treatment. In all cases the follow-up 
period was more than one year. 

Patients with any of the following preliminary 
diagnoses were excluded: chronic alcoholism, 
organic psychosyndrome, and mental retarda- 
tion. Also excluded were patients more than 
60 years of age. 

The remaining patients were assigned to one 
of the following three groups: 


Group A (preliminarily | diagnosed hysterics) : 
Patients referred for psychological testing with 
the preliminary diagnosis of hysteria, i.e. con- 

“versions and/or Briquet signs, and not diagnosed 
as psychotics during follow-up (n — 21). 


Group В (preliminarily not diagnosed hysterics) ; 
Patients referred for testing with a preliminary 
diagnosis other than hysteria and not diagnosed 
as psychotics before referral or during follow-up 
(n = 22), 


Group C (psychotics): Four patients referred for 
testing with the preliminary diagnosis of psycho- 
genic psychosis (Faergeman, 1963). Six patients, 
twe with the preliminary diagnosis of hysteria 
and four With no preliminary diagnosis, who 
were diagnosed as non-regressive schizophrenics 
(Nyman, 1975) during follow-up (n = 10). 


Psychological instruments 


Both psychological instruments used аце based 
on percept-genetic theory (see Kragh and Smith, 
1970). The tests describe, via perceptual pro- 
cesses, the manner in which a person gradually 
adapts to a novel, contradictory or threatening 
situation, 


The Meta-Contrast Technique (MCT) 


The MCT consists of a tachistoscopic presentation 
of paired stimuli, A and B. The B stimulus eis first 
presented alone at gradually increasing exposure 
time until a correct description of the picture is given 
by the subject. Then a new stimulus, A, incongruous 
with or implying a threat against the B picture, is 
introduced. A is exposed immediately before B, and 
is also brought to correct recognition. The subject is 
asked to report everything seen on the screen at each 
exposure. 

Two series of paired stimuli are used: ‘incongruous 
series’ (В = drawing of living-room; A = drawing 
of саг) and ‘threat series! (В == picture of boy and 
window; A == picture of ugly, ape-like face). 

The scoring is based on the subject's A interpreta- 
tions before correct recognition, which are described 
in terms of perceptual defence mechanisms, and on 
changes in B interpretations, e.g. disruptions or grave 
misinterpretations, regarded as signs of regression. 

^ hypothetical hierarchy of perceptual defence 
mechanisms, ranging from more regressive to less 
regressive forms, has been conceptualized for the 
purpose of this study. The hierarchy is based partly 
on hypotheses concerning ego defences, formulated 
by Vaillant (1971) and by Semrad et al (1973): 

1, Signs of severe ( psychotic) regression : loss of meaning- 

ful structure in B picture, signs of delusional pro- 

jection. 

2. Signs of less severe regression: reappearance of 

previously disqualified A interpretations, signs of 

sensitivity-projection, lack of signs of perceptual 
defence. 

3. Non-regressive signs: signs of repression, isolation, 

manifest anxiety, depressive stereotypy. 


The MCT protocols have been scored by clinical 
psychologists familiar with the instrument. The inter- 
rater reliability has proved to be very high for trained 
raters (Smith and Johnson, 1961; Almgren, 1971). 


The Colour Word Test (CWT) 

The subject’s task is to name as quickly as possible 
the hue of colour-words printed in colours incon- 
gruous with the words (the word ‘red’ printed in 
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blue, ‘green’ printed in yellow, etc). A page of 100 
items is read five times with a one-minute pause 


between readings. 


The reading times of every 20 items in a page form 
the basis for calculation of R (linear regression) and 
V (residual variability). The R and V values are 

• classified as high or low according to their relations 
to the medians in a mixed clinical norm group (Smith 
and Nyman, 1962). Different combinations of R and 


V give different designations: S (stabilized), 


(cumulative), D (dissociative), and CD (cumulative- 
The most frequent one of the five 
designations determines the primary type of adapta- 
tion. Subjects with an inconsistent pattern of adapta- 
tion strategies are designated unclassifiable concerning 
Л primary type. 


dissociative). 


In the present study hysteria was operationally 
defified as reliance on mechanisms of repression 
in the MCT and/or dissociative adaptive style in 


the CWT. 

Results 
Group A (preliminarily diagnosed 
hysterics) and Group B (preliminarily 
not diagnosed hysterics) 


Table I gives the preliminary diagnoses and 
sex and age distribution of the patients in Groups 
A and B. In Group A there were 18 females and 
3 males, in Group B 10 females and 12 males. 
'The groups did not differ significantly in age. 
Females in Group A were significantly older 


Taste I 
Preliminary clinical diagnoses, sex distribution and 


mean age in Group A (preliminarily diagnosed hysterics) 


‘and Group В (preliminarily not diagnosed hysterics) 
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than females in Group B (Р < -o1), males in, 


Group A significantly younger than males im 
Group B (P < сог). 

Table II lists the main complaints of the 
patients in the two compared groups. The most 
frequent subjective symptom in Group A 
referred to bodily functions (10 patients out of 
20), whereas the dominant complaints. in 
Group B were depressed mood and anxiety ө 
patients out of 22). This difference was signi- 
ficant (P < +05). 

Signs of overt aggression, as described in the 
hospital records, ie. temper tantrums or 
blaming others, occurred somewhat more often 
in Group A, but the difference was not signi- 
ficant. After exclusion from Group A of patients 
with conversion reaction the difference became 
significant (Р == +009, Table IIT). 

Almost three-fourths of the patients in both 
groups were considered unusually dependent on 
individuals and/or institutions. Six patients 
in each group were unclassifiable in dependency 
style. Of those six patients in Group A who were 
unclassifiable, as many as five had conversion 
reaction. The over-dependence was more often 
described as aggressive for patients in Group A 
(11 out of 15) and passive for those in Group B 
(9 out of 16), though the difference was not 
significant. 

The total investigation material contained 
six patients with objective evidence of brain 


Tage П 


Main complaints in Group A (preliminarily diagnosed 
hysterics) and Group В (preliminarily not diagnosed 


























Preliminary Group A Group B hysterics) 
clinical 
diagnosis Females : Males Females : Males Group A Group B 
~ —————-- Main complaints — _ 
Hysteria 16 3 o o Females : Males Females : Males 
Immature personality 2 o o o 
Anxiety neurosis o o 2 3 Depression 6 1 5 8 
Neurotic depression o о 1 2 Phobic anxiety 1 о 1 2 
Neurosis NUD о о 2 3 Free-floating anxiety 1 1 3 о 
None о о 5 4 : — nct 
e es Jonversion reactions 8 i o о 
Totals 18 3 10 12 Hypochondriasis 1 о 1 2 
Age, Mean 36:3 20:0 26:7 35:3 Totals 17% 3 10 12 
SD 12°3 1-6 5'4 12°5 * 





Female age: 
Male age: 


Group A/Group B, Р < 


*01 (t-test) 
Group A/Group В, P < -or (t-test) 





* One unclassifiable patient, Е 
Depregsion-Anxiety v. Conversion Reactions-Hypo- 
chondriasis: Group A/Group B, Р < -05 (x?-test). 
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. Taste ITI 
` Overt aggression in Group A (preliminarily diagnosed 
hysterics) and Group В (preliminarily not diagnosed 
hysterics) 








Group А Group B 














Overt aggression 12 (3) 6 
No overt aggression 9 (6) 16 
Totals 21 (9) 22 





Figures in brackets: patients with conversion re- 
actions. 

NS ( y?-test). | 

Conversion reactions excluded: Р == -oog (Fisher 
Exact Probability Test). 


dysfunction (four with clinical and test signs of 
cognitive reduction, one with brain stem 
encephalitis and epilepsy, and one with dys- 
lexia). Five of these six patients belonged to 
Group A (NS). Four of the six patients with 
brain dysfunction lacked repression in the 
MCT, their test diagnosis being based ex- 
clusively on dissociative adaptive style in the 
CWT. 'The same test pattern was found in only 
one of the patients without evidence of brain 
dysfunction (P == -0006, Table IV). 

In each group eight patients reported disgust 
for sexual activities. Fourteen in Group A and 
12 in Group B lived in a continuous relation with 
parent or spouse. However, this was more 
frequent among females in Group A than 
females in Group B (14 out of 18, and 4 out of 
10, respectively; NS). 

A majority of the patients in both groups 
(17 out of 21 in Group A and 14 out of'22 in 











Taste IV 
Relation between brain dysfunction symptoms and test signs 
No repression Repression 
Brain inthe MCT іп the MCT 
dysfunction —dissociative —irrespective 
symptoms CWT of CWT 
pattern pattern 
Present .. gs 4 2 
_ Absent .. уз 1 35* 
Totals °.. 24 5 37 





* One patient not tested with the CWT» 
P = :0006 (Fisher Exact Probability Test). 


Group B) were admitted to the Psychiatric 
Clinic by somatic specialists. Nineteen -patients 
in Group A and 17 in Group B became in- 
patients. All were prescribed psychoactive 
drugs, chiefly benzodiazepines or tricyclic anti- 
depressants. Only one in Group A and two in 
Group B were considered to fulfil requirements 
for ‘insight’ psychotherapy, whereas g and 14, 
respectively, were treated with ‘supportive’ 
psychotherapy. Fully half of the patients in 
Group A and a third in Group B were not 
treated with psychotherapy. 

Signs of less severe regression in the MCT 
occurred significantly more often in Group A 
than in Group B (P < :02, Table V). 


Group C (psychotics) * 

Four female patients (mean age 26-3, SD 7:3) 
of the ten in this group were preliminarily diag- 
nosed psychogenic psychosis. None of them 
exhibited symptoms of schizophrenia during 
follow-up. Six others in this group, three male 
and three female (mean age 25:2, SD 8:3) 
during follow-up were diagnosed non-regressive 
schizophrenics (Nyman, 1975). Two of them 
had had the preliminary diagnosis of hysteria, 
one anxiety neurosis, and one depression or 
possibly non-regressive schizophrenia. For two 
patients a preliminary diagnosis was lacking. 
Three presented with bodily complaints (dys- 
morphophobia, anorexia, somatic. delusions), 
one with depressive mood without retardation, 
one with cannabis abuse, and one with ideas 
of reference in the sexual sphere. All six re- 
ported ambivalence regarding their sexual 
identity. Overt aggression was described in only 
one patient. 


TABLE V 


МСТ signs in Group A (preliminarily diagnosed 
hysterics), Group B (preliminarily not diagnosed hysterics) 














MCT signs Group А Group B 
I. Severe regression .. о о 
II. Less severe regression i 3 
TII. No regression : " 10 19 
"Totals T B 21 22 





Regression о. No regression: P < -02 ( y?-test) 
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MCT signs of severe regression were found in 
three of the four with psychogenic psychosis. 
In the group of non-regressive schizophrenics 
none exhibited signs of severe regression. Three 
lacked regressive signs in the MCT and pre- 
sented with neurotic signs only. In the adaptive 
style, defined by the CWT, the non-regressive 
schizophrenics differed from the rest of the 
material Five of the six had an unstable 
adaptive pattern and could not be classified 
according to primary type, compared with five 
unclassifiable patients out of the 46 in the rest of 
the material (Р == :003, Fisher Exact Proba- 
bility Test). 


Discussion 


A retrospective study based on filed informa- 
tion collected and evaluated by different 
examiners usually suffers from weaknesses, for 
instance scarcity of relevant data common to 
all subjects, and questionable validity and 
reliability of the variables. The present investi- 
gation, however, defines the psychiatric condi- 
tion under study, hysteria, in a reliable, valid, 
and operational way, ie. by means of well- 
established psychological test instruments: the 
MCT and the CWT. But because only those 
patients have been studied who were referred 
for diagnostic testing, a selection factor of 
unknown magnitude is introduced. ‘This means 
that clear-cut (and perhaps ‘typical’) cases of 
hysteria are under-represented, and patients 
with uncertain or mixed symptom pictures over- 
represented, as is reflected in Table I: for as 
many as 9 Group B patients no preliminary 
diagnosis was suggested; for a further 5, the 
diagnosis was ‘neurosis’ without specification. 
The very high proportion of patients admitted 
for psychiatric care by a non-psychiatric physi- 
cian might also reflect a selection bias, as might 
the high incidence of hospitalization in the 
material (84 per cent), patients with less in- 
capacitating conditions not being referred for 
testing and consequently being excluded from 
the study. 

'The definition of hysteria in the present study 
is based on the presumption of repression being 
the characteristic defence mechanism and/or 
dissociation the major style of adaptation. In 
clinical, descriptive diagnostics of hysteria social 
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and cultural factors have played a major role 
and possibly account for the much more common 
application of the diagnosis to female patients 
than to male (Lerner, 1974). Our definition of 
hysteria minimizes the influences of such factors, 
except for their possible relevance for the very 
formation of defence mechanisms and adaptive 
styles. The influence of sociaf and cultural 
factors is probably reflected in the sex disttibu- 
tion of the preliminary diagnoses of hysteria. 
The female to male ratio is 6 to 1, which the 
test diagnosis reduces to approximately 2 to 1. 
Other factors that seem. to foster the clinical 
hysteria diagnosis are: higher age and a 
continuous relation to a spouse in female 
patients; bodily complaints, especially con- 
versions; relative absence of depressive mood 
and anxiety ; presence of overt signs of aggression 
and aggressive dependency. The frequency of 
depressive complaints in Groups A and B 
(47 per cent) closely corresponds to the finding 
by Stefansson et al (1976) of depression in 
50 per cent of a group with hysterical neu- 
rosis. 

Although, in the present study, the clinically 
diagnosed hysterics seem to have descriptive 
traits characteristic of so-called Briquet hysteria 
(Guze et al, 1972), the observations are probably 
best understood in a dynamic frame of reference. 
Thus the clinically diagnosed hysterics corre- 
spond to the ‘sick’ hysterics regarded as suffering 
predominantly from oral conflicts demandingly 
expressed by overt aggression and immature 
defences (cf Zetzel, 1970; Lazare, 1971). This 
interpretation is supported not only by observed. 
dependency and overt aggression but also by 
less mature defence mechanisms in the MCT. 

Patients in Group B resemble those in Group 
A not only in resorting mainly to repressive 
mechanisms but also by presenting dependency 
problems. Thus the central conflict and major 
defence seem to be identical, and differences 
between the groups might be interpreted as a 
difference in degree of mental decompensation, 
i.e. regression. 

Group A patients seem to direct aggression 
either overtly, towards others, or in conversions, 
towards their own body. In Group 'B patients, 
who experience a depressive mood or anxiety, 
aggression seems to be directed towards the self. 
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The suggestion that ‘hysterical’ behaviour 
*patterns are sometimes determined by malfunc- 
toining of the brain (cf Slater, 1961; Whitlock, 
1967) is supported by our finding that five out 
of six with brain dysfunction symptoms were 
"clinically diagnosed hysterics. This constitutes 
14 per cent of our non-psychotic patients, which 
agrees with Stefansson ef al (1976). Four of the 
fiveewho lacked repression in the MCT, dis- 
playing a dissociative behaviour pattern in the 
CWT, had brain dysfunction symptoms. 

Three of the four diagnosed psychogenic 
psychosis, in current nosology cycloid psychosis 
(cf Perris, 1974), displayed in the MCT severely 
regressive, ie. psychotic, signs in addition to 
signs of hysterical adaptation. This test pattern 
corresponds to the least mature level in the ego 
defence mechanism hierarchy proposed by 
Vaillant (1971). 

Two of the six with a final diagnosis of non- 
regressive schizophrenia were preliminarily 
diagnosed hysterics. The fact that symptoms 
and signs considered to justify the diagnosis 
hysteria might overlay a schizophrenic psychosis 
has been pointed out previously (e.g. Lewis 
and Berman, 1965; Slater, 1961; Slater and 
Glithero, 1965; Barnet, 1971). However, all six 
in this group presented with typical symptoms 
of non-regressive schizophrenia, for instance, 
ruminations on sexual identity, polysympto- 
matic neurosis, vague ideas of reference, hypo- 
chondriasis in the setting of a change in body 
image (Nyman, 1975). It perhaps seems 
remarkable that three of the schizophrenic 
patients in the MCT presented with neurotic 
signs without regressive tendencies, but * this 
could support the view that, among other 
factors, more mature defences may prevent a 
psychotic regression. The non-regressive schizo- 
phrenics exhibited MCT signs similar to the 
preliminarily diagnosed hysterics—Group А 
(see Table V). 

The unclassifiable primary type in the CWT 
has earlier been explained by reliability weak- 
nesses; consequently, it has not been considered 
to possess any diagnostic value. However, as this 
test pattern was found significantly more often 
in the noh-regressive schizophrenics compared 
with the rest of the material, it might be a 
diagnostic clue. x 
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Conclusions 

Two groups of hysterics, both resorting to the 
defence of repression and with oral-dependency 
problems, were differentiated in psychological 
tests by level of regression and clinically by their 
handling of aggression. Three small groups 
with the same test diagnosis could be separated 
from the hysterics: one with clinical and test 
signs of brain dysfunction, another with clinical 
and test signs of psychotic regression, and finally, 
one with clinical symptoms of non-regressive 
schizophrenia and a test pattern without signs 
of psychotic regression but with an adaptive 
style in accord with difficulties in habituation. 

It should be considered hazardous to base the 
diagnosis hysteria exclusively on behavioural 
characteristics, overlooking phenomenology, 
nature of conflict, defence pattern, and brain 
dysfunction. 
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The Patient's Primary Group 


By SCOTT HENDERSON, PAUL DUNCAN-JONES, HELEN McAULEY 
and KAREN RITCHIE 


The size and utilization of the primary group (those with whom one 
has interaction and commitment) was examined in 50 patients with 
non-psychotic psychiatric disorder and 50 matched controls. The 
hypotheses tested were that the patients would have a smaller size of 
primary group, less contact with its members and an inferior affective 
quality of interaction with it; and that this deficiency would be most 
marked in transactions with the principal attachment figure. Patients 
were found to spend the same amount of time as normals with their 
primary group, but proportionately more of that time was affectively 
unpleasant. They had fewer good friends and fewer contacts with 
persons outside the household. They had fewer attachment figures, 
almost one half of them reporting that either they had only one, or 
that they had had no recent contact with those alternatives that did 
exist. The majority of patients considered that their principal attach- 
ment figures gave them insufficient support. The complexity of inter- 


preting these data is discussed. 


Introduction 

The principal tasks of social psychiatry are to 
identify those attributes of the social environ- 
ment which are causally related to psychiatric 
disorders; «апа, no less important, those attri- 
butes which may protect people from becoming 
ill. It is therefore remarkable that few psychia- 
«rists or sociologists have investigated he 
primary group of the psychiatric patient which 
is, by definition, the most significant component 
of the social environment. It was first described 
in formal terms by Cooley (1909), who spoke of 
it as being characterized by intimate face-to-face 
association and co-operation. Broom and Selz- 
nick (1973) define the primary group as those 
with whom one has both interaction and com- 
mitment. Although sociologists have paid great 
attention to the primary group in tlie context of 
social network theory (Faris, 1932; Bates and 
BaBchuk, 1961; Clyde Mitchell, 1969; Litwak 
and Szelenyi, 1969), there has been little 
consideration of its relevance to psychiatric 
epidemiology. 
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Attention is focused here оп the primary 
group in a sample of persons with non-psychotic 
psychiatric disorders. Such a study was 
prompted by the observation, familiar to clini- 
cians, that psychiatric patients commonly 
describe deficiencies in the availability of close 
supportive relationships. While clearly this 
may be ascribed to their attachment require- 
ments, or to the secondary effects of the disorder 
itself upon the individual and those around him, 
yet one might reasonably suggest the alternative 
possibility: that affectionally inadequate inter- 
action with others is itself causally related to 
some psychiatric disorders. Such a view is made 
explicit in the writings of Caplan (1964, 1974) 
who refers to the ‘psychosocial supplies’ which 
are obtained from those around a person. 
Henderson (1974) argued that a number of 
psychiatric disorders may be causally related to 
conspicuous deficiencies in attachment require- 
ments; and that many psychiatric symptoms 
have a powerful effect in correcting such 
deficiency by eliciting care from others. The 
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same author (Henderson, 1977) has examined 
the commodity described as 'support in relation 
to the social network and the occurrence of 
morbidity, particularly the neuroses. 

Examination of the patient's primary group 
is also a logical step in considering the relevance 
of attachment theory, as developed by Bowlby 
(1969, 1973), to psychiatric disorder in adults. 
In primate evolution, social or inter-individual 
bonds have become ‘a powerful adaptive 
mechanism' (Hamburg, 1968), affording con- 
siderable selective advantage. Since the homi- 
nidae of the Middle Pleistocene, group living 
has become an integral part of the behavioural 
apparatus (Washburn, 1961). Clearly, the 
primary group is to be seen as phylogenetically 
aficient. It would not be surprising, therefore, if 
deficiencies in the primary group were a factor 
carrying an appreciable influence on physical 
and mental health under present living condi- 
tions (Cassel, 1976; Henderson, 1977). For 
much of the population, these conditions have 
probably caused substantial reductions in the 
size and quality of the primary group. 

In a widely-discussed paper, Brown et al 
(1975) found that in a sample of 200 women in 
Camberwell the presence of one close, confiding 
relationship had a strikingly high protective 
effect against neurosis when an individual was 
faced with serious adversity. Earlier, Post (1962), 
in examining the ‘social orbit" of 40 psychiatric 
out-patients at the Maudsley Hospital, found 
that these persons were largely restricted to their 
families in their social contacts, 8 of the 4o 
having no social contacts beyond exchanging 
the time. of. day with unrelated persons. Post 
was hampered in his conclusions through having 
no control groups. Kreitman et al (1970) and 
Nelson et al (1970), in a detailed study of 60 
neurotic men, found that patients and controls 
spent a similar amount of time with their wives, 
but the patients had significantly more of that 
time alone with their wives. This work focused, 
for good reasons, only on the interaction with the 
spouse and not with other members of the 
patient's primary group. Cassel (1976) has 
pointed to ‘the contribution of the social en- 
vironment to host resistance', concluding from 
his: review of a number of social studies of 
medical disorders that the supports obtained 


from a person's primary group may have the 
function of cushioning the individual agaifist 
biological or psychosocial stressors. 

None of the above studies is able to offer 
conclusive evidence either for the pathogenicity 
of primary group deficiency, or for the protective 
effect of affectionally adequate ones. All they 
point to is the possible existente of an associa- 
tion, not a causal relationship, betweere social 
support and health. Should a causal relation- 
ship be established, this would be an epidemio- , 
logical achievement of some significance. It is 
more likely that one can improve social supports 
in high-risk groups than that one can protect 
people from biological and psychosocial stressors. 


Aims 

The study had the modest aim of only 
describing interaction with the primary group 
in a sample of non-psychotic psychiatric out- 
patients and healthy controls. We wished to 
determine what, if any, components of interac- 
tion with the primary group differentiated the 
patients from controls. We were fully aware 
from the outset that no causality could be 
established in: such a cross-sectional design; 
but that it was important to determine if there 
is an association. between psychiatric (mainly 
neurotic) disorders and a deficiency in the 
numerical size or affectional adequacy of 
primary group relationships. In considering 
what components of the latter to examine, we 
were greatly assisted by two seminal papers by 
Weiss (1969, 1974) in which he proposed that 
social relationships are the vehicle for at leagt 
six ‘provisions’. This anatomy of social relation- 
ships accorded well with our decision to examine 
the number and affectional quality of dyadic 
bonds (such as exist between spouses, or 
between a young person and a boyfriend or 
girlfriend) as well as what we would call 
‘diffuse bonds’, which are typified by the 
relationship with persons further out in the 
primary group, such as other kin, friends and 
work assoeiates, 

‘Support? is a vague term. In trying to 
identify its components, we found it best to 
start with a very simple model, in which it is 
assumed that one important aspect of support 
canbe represented by the product of (i) the 
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numerical size of an individual's primary 
gxoup, (ii) the time spent with persons therein, 
and (iii) the affective quality of interaction 
with them. This, we considered, was a satis- 
factory framework for the empirical investiga- 
ton of the substance and structure of social 
support. 

The hypotheses were: 
1. elhat, compared with a control group 
matched for age, sex, social class and marital 
status, a sample of persons with non-psychotic 
psychiatric disorders will be significantly 
deficient in (a) the numerical size, (b) the 
duration of contact, and (c) the affective 
quality of interaction with members of their 
primary groups.’ 

2. "That this deficiency will be greater in 

relation to the principal attachment figure, 

such as the spouse or parent, than to more 
diffuse social bonds.’ 

The previous work we have cited gave good 
reason to accept the general importance of 
social support from the primary group. But the 
nature of this support was not fully specified. 
We wished to move towards a differentiation 
and more exact specification of primary group 
support, 


Material 
The patient sample 


The patients were a consecutive series of persons 
(1) referred by their general practitioners to psychia- 
trists at two Health Centres in Canberra (n == 45), 
or (2) admitted for in-patient care to the Psychiatric 
Unit, Woden Valley Hospital, Canberra (n = 5). 
There were 20 men and 30 women. Research inter- 
views were completed by us within one week of the 
first consultation, or within 48 hours of admission to 
hospital. Subjects were accepted for the study only 
if they and their doctor gave consent, if they were 
being referred to a psychiatrist for the first time in 
at least twelve months, if they were non-psychotic, 
and if they were currently free of any medical 
disorder. To our knowledge, the 50 patients in our 
sample were, with the above exclusions, a consecutive 
series of referrals to the psychiatric service in these 
two Health Centres. We were aware, nevertheless, 
that a selection factor could be operating in the 
composition of the sample. Those general practitioners 
and psychiatrists who were aware of our basic hypo- 
thesis might have preferentially referred neurotic 
patients whose social networks fitted in with "this. 


We know that a number of general practitioners did 
know about the Research Unit’s work and had ex- 
pressed interest in, or even agreement with the 
hypothesis. Their referral practice might conceivably 
have been altered accordingly. The possibility of this 
bias is acknowledged and its existence should be 
considered when interpreting the findings. 


The control sample 

For each patient, a control was sought, matched 
for age (plus or minus three years), sex, occupation 
and marital status. Housewives and wives who 
worked outside the home were appropriately 
matched, This considerable undertaking was achieved 
by selecting persons so matched from the case register 
at the Village Health Centre in the suburb of 
Kambah, Canberra, and inviting them to take part, 
provided (1) that they and their doctor agreed to 
this; (2) that they had presented with no psychiatric 
or psychologically-determined symptoms, including 
insomnia, at any stage in the Health Centre's 
eighteen months existence; and (3) that they had 
had no recent medical disorder. In all, 70 persons 
were approached for us by letter by their Health 
Centre doctor. Twenty-six refused or were persistently 
not at home when one of us called by appointment. 
All control subjects were screened. with the 6o-item 
General Health Questionnaire (GHQ) (Goldberg, 
1972). Of the 44 persons so examined, three had 
СНО scores of over 12. In each case, the symptoms 
related to being pregnant or to having recently had 
a minor infection. These three controls were therefore 
retained. A further four controls were recruited from 
the Canberra Parents Without Partners Organiza- 
tion. This proved to be a necessary supplementary 
source for finding controls for the separated, divorced 
and widowed patients. 

The characteristics of the patient and control 
samples are shown for comparison in Table I. 
Despite the use of a screening procedure such as 
the GHO, a control group derived from a gencral 
practice case register is not as desirable as a com- 
munity sample, since in Australia those persons 
registered at a general practice are likely to have 
had a disturbance in health, in this case within the 
previous 18 months of the Health Centre’s existence. 
On the asset side, the sample procedure we used 
enabled careful demographic matching of each 
patient to be achieved. Such matching from a com- 
munity sample would have required resources 
beyond our capacity. 


Method 
Instruments 
All patients completed the GHQ and were there- 
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Taste I 
Comparison of patients and controls on matching criteria 














Patients Controls 
Sex: Male .. "s v 20 20 
Female ai ee 30 30 
Age: to 19 .. T m" 4 4 
20-29 .. is ns 23 21 
30-39 .. 2x zs 15 17 
40-49 .. es ps 5 vi 
50 and over .. we 3 T 
Marital status: 
Single e sa 10 11 
Married T 30 31 
Separated or div orced 9 8 
Widowed ate ЯА 1 o 
Ф 
Occupation : 
Professional .. s 6 6 
Semi-professional — .. 10 13 
Skilled E a 22 23 
Semi-skilled ; 5 3 
Unskilled n $5 5 1 
Unclassified .. vs 2 4 





Note: For married women ‘occupation’ is husband's 
occupation, otherwise own occupation. 


after interviewed using the Present State Examination 
(PSE) (Wing et al, 1974). It was explained to them 
that research was being conducted on the causes of 
nervous disorders in Canberra. The clinic and the 
interviewer for the PSE are shown in Table IT. 

The СНО was used as a screening instrument to 
ensure that each control had a low probability of 
currently having a non-psychotic psychiatric dis- 
order, It has been shown to fulfil this function very 
adequately (Goldberg and Blackwell, 1970; Gold- 
berg, 1972; Goldberg et al, 1976). For the patients, 
it was used аа measure of morbidity in parallel with 











the PSE. This provided one measure of clinical 
Tanie П 
Patient sample by interviewer and clinic 
ASH. H.McA. KR. Тоа 
Canberra 
Health Centres 19 5 21 45 
Woden Valley 
Hospital psychia- 
tric in-patients — 5 — 5 





Total.. cs «AG 10 21 50 
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severity. The principal function of the PSE was jn 
allowing us to identify reliably and to describe "in 
an internationally standardized way the diagnostic 
categories of the cases we studied. This, we suggest, 
is a centrally important application of the instrument 
in research. The PSE data were analysed by tHe 
MRC Social Psychiatry Research Unit in London 
(Professor J. К. Wing). The allocagion of patients to 
diagnostic categories is shown in Table III. 

Following this, the patients were interview by 
H.McA. ог К.К. using a Life Event Schedule and 
the Social Interaction. Schedule, instruments both 
prepared specifically for this study. Тһе former was 
a modification of the instruments developed by 
Holmes and Rahe (1967), Paykel et al (1971) and 
Tennant and Andrews (1976). 


The Social Interaction Schedule 


The Social Interaction Schedule examines a 
person's primary group interaction, which is the 
principal consideration of the present investigation. 
For present purposes, we define the primary group 
as being made up of all kin, nominated friends, work 
associates and. neighbours, Outside the primary 
group are those persons met in essentially service 
encounters (eg. petrol-pump attendants, shop- 
assistants and tradesmen) or those who are strangers 
to the person. The correctness of these operational 
boundaries is not a problem for the present study 
because we applied identical methods and definitions 
to both patients and controls, 

The Schedule. explores the respondent’s primary 
group in the following areas: (1) the numerical size 
and composition of the person's houschold; (2) the 
presence of all other kin in the community; and (3) 
the respondent's, estimate of the number of persons 
he or she sees as ‘good friends’. No attempt was 

made to have respondents use a standardized defini- 
tion of this: we elected to accept the respondent'$ 
own judgement of who for him was a good friend. 
The interview then explores in some detail the 
respondent’s interaction in the previous week with 
(1) his immediate household; (2) all others in his 
primary group; and (3) persons outside the primary 
group. This third category was included because 
we suspected that for some people, particularly the 
socially isolated, such service encounters might take 
on a function otherwise met by the first two, as in 
the case of the clderly and the widowed. 

The week’ prior to the interview, chosen as the 
sample of time in this study, has the merit of being 
recent for recall and. the deficiency of, perhaps not 
being typical for the patients: both household and 
social arrangements might be altered not only by 
the patient's symptoms but also by the prospect of 
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entering treatment by a psychiatrist. The patient 
afid his immediate circle might conduct themselves 
rather differently at this stage in the process, with a 
move towards greater (or occasionally lesser) degrees 
of attachment and support. 

*. 


Types of Interaction 


An investigation of interaction between a person 
and alj others in his world requires опе to divide such 
interaction into different levels of intensity. An 
earnest discussion with one's spouse is likely to be of 
different affective significance from a brief service 
encounter. Yet we wished to include even the latter 
category because of its possibly carrying a substitutive 
function for the socially isolated. This is the concept 
of functional equivalence in social relationships. As 
a basis for studying engagement in transactions of 
different affective intensity, we decided to establish 
three levels, Types 1, 2 and 3. It is emphasized that 
this typology is wholly arbitrary in its derivation 
and has been set up by us only as a method for 
comparing patterns of social interaction in the 
healthy and in those with minor psychiatric disorder. 
It has some structural similarity to the method em- 
ployed by Kreitman et al (1970) and Nelson et al 
(1970) for their study of neurosis and marital inter- 
action, but it allows a consideration of all interaction 
with the primary group and not just that between 
subject and spouse. 'The three types are as follows: 


Type 1: Affectively intense interaction with one 
and only one other person. 'The latter may be within 
or without the primary group. A third person may 
be physically present but must not be a participant 
in the transaction (e.g. sitting talking to one's spouse, 
both participants showing attention towards each 
other for most of the episode). Type 1 interaction is 
the commodity being sought by a wife who says, as 
«one sometimes hears in clinical practice, “If only he'd 
put his paper down and speak to me.’ 

Type 2: This may be of two forms: affectively 
intense interaction with more than one person; or 
affectively superficial interaction with one or more 
others, provided these are within the primary group 
(e.g. everyday family interaction, talking with a 
group of kin or friends, or conversing superficially 
about inconsequential matters with a spouse). It 
will be obvious that Types 1 and 2 interaction may 
interpenetrate, but we found that subjects had no 
great difficulty in reporting which tategory had 
predominated in any one episode. 

Type 3: Affectively superficial interaction with one 
or more others who are outside the primary group 
(e.g. speaking to a shop assistant or bus driver). 

To examine the distribution of these three types of 
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interaction, we asked each respondent to recall the 
following for the previous seven days: 


1. How many minutes or hours had been spent 
with each member of the houschold, working 
systematically through each weekday and the 
weekend. 

2. The number and duration of contacts with 
persons in the primary group but outside the 
household, again for each weekday and at week- 
ends. 

3. Of the period of time spent with each person, 
what proportion was ‘pleasant’ (Type 1, 2 or 3 
positive); ‘neither particularly pleasant or un- 
pleasant’ (Type 1, 2 or 3 neutral); or ‘unpleasant’ 
(Type 1, 2 or 3 negative). 


In this way, information was obtained about the 
affective quality of a person’s social transactions over 
the previous week. 

The next stage of the interview identifies the 
respondent’s principal attachment figure and who 
else, in ranked order, are those persons with whom the 
respondent has affectional ties. For this, respondents 
were asked who of all persons they felt they needed 
most or to whom they felt closest and most attached. 
In descending ranked order, other attachment figures 
and their relationship to the respondent were recorded 
up to a maximum total of nine persons. A series of 
questions explored what comfort, help or support the 
respondent had obtained in the last week from the 
principal attachment figure and from other attach- 
ments, including non-personal ones such as work, 
hobbies or religion. They were then asked what, if 
anything, they felt was missing from life at the 
moment, and whether this was of an interpersonal, 
personal or extrapersonal nature; that is, if it was in 
relationships with other persons, in some attribute of 
the subject himself, or in material matters such as 
housing or money. 

Last came a 15-item self-completion instrument 
designed to tap the person’s perception of the social 
interaction available to him and his degree of satis- 
faction with it. Examples of items are ‘People don’t 
come to visit me as often as I would like’ and ‘I don’t 
have anyone I can confide in’. Responses are on а 
five-point Likert-type scale. Ranging from ‘strongly 
agree’ to ‘strongly disagree’, the items are approxi- 
mately balanced to avoid errors from response set. 
The ‘index of perceived social support’ formed by 
summing the 15 items has a reliability (Cronbach’s 
alpha) of -87 within the patient sample and -83 
within the control sample. No assessment of the 
validity of this index has so far been attempted. 

The СНО, PSE, Social Interaction Schedule and 
Life Event Inventory were administered to each of 
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the patients and, with the exception of the PSE, to ©: 


the controls. The PSE's were conducted by three of 
us, А.5.Н., H.McA. and К.К. (Table П). A com- 
parison of the PSE ratings by A.S.H. (a psychiatrist) 
and K.R. (a psychologist) in relation to the subject's 
СНО scores will be described elsewhere (Wing et al, 
in preparation). H.McA. and K.R. performed the 
remainder of the interview, each examining approxi- 
mately half of the patients and controls. When the 
interviews were completed, it was found that for a 
few. subjects certain items of information were 
missing. This is noted in the Tables where it has 
occurred. 


Reliability 

In a pilot study, the interviewers jointly examined 
twenty. patients; in the course of this operation guide 
notes were developed to improve. reliability, both 
between them and for each over time. Tying defini- 
tions were prepared for items where interpretation 
by either respondent or interviewer might vary. In 
the last ten cases in the pilot study, agreement was 
reached in over 9o per cent of еа items. 
During the main study itself, tandem interviews 
were repeated from time to time. These showed that 
the high level of reliability was being maintained. 
No attempt was made to assess test-retest reliability, 
because the length of the total interview was consi- 
dered too demanding on our respondents to justify 
a second examination of them. Throughout the 
study, the teain discussed ratings or interpretations 
about which there was uncertainty. 

The reader may consider that the amount of detail 
sought, particularly with regard to social interaction, 
is an unreasonable request for most people and that it 
is therefore unlikely to have yielded reliable or valid 
information. We. found that both patients and cou- 
could produce such information readily, though 
inly not effortlessly. We can claim only that the 
data were obtained in a standard manner by inter- 
viewers using common definitions; and that a high 
level of inter-observer reliability was achieved in the 
course of a pilot study and was maintained thereafter. 


. Findings 
The patient matertal 
The distribution of neurotic disorder accord- 
ing to PSE (CATEGO) Class (Wing et al, 1974) 
is shown in Table ПІ. This is important because 
it specifies the type of case on which the observa- 
tions were based. 





Socio-demographic comparisons 
No» significant differences were found in 


* 
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Taste HI 
Classification of patient sample from Present State ч 
Examination 
Number 
PSE class of 
patients 
N Neurotic depression .. 30 
R Retarded depression 4 
А Anxiety states 10 
Other 3 
Total 50 





comparisons of patients and controls on educa- 
tion, employment status, occupation, spouse’s 
occupation, time since settling in Canberra, 
access to telephone, access to car, number in 
household or the presence in the household of a 
baby, pre-school child or school child. These 
comparisons are all based on conventional д? 
tests, using Yates! correction where appropriate. 
Patients, though, differed significantly from 
controls on immigrant status. Nine patients 
compared to only one control had been resident 
in Australia less than eleven years. It is possible 
that this difference might affect comparisons in 
terms of social interaction ; we revert to it below. 
Otherwise, the two samples are highly com- 
parable in terms of the most relevant socio- 
demographic variables, in addition to those 
used in matching. 


Adverse life events 


There was no significant difference in the 
number of adverse life events experienced by 
patients and controls (7:3 versus 6:6 respect- 
ively); but the sum of the weighted scores 
(Tennant and Andrews, 1976) for these events 
was much higher for patients (109 versus 62), 
so that they reported having been exposed to 
a much greater load of adversity in the previous 
twelve months. The average severity weight for 
the events reported by patients was 14:8, that 
for controls 9*7. A more detailed consideration 
of adversity, support and symptoms will be 
undertaken in a later paper. 


Social interaction 
Table IV compares the extent of social sup- 
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Тавге IV 


Indicators of social support 


























Means 
— P 
А Patients Controls 
Number of close relatives in Canberra .. 1*5 2:9 NS 
Number of. «ood friends in Canberra .. 2:2 5'1 “Oo! 
Number of primary group contacts (outside household) i in past 
week . 4° 6:5 *OI 
Number of contacts. with рег sons ; outside e primary group in last 
week .. 3 à SF aes 10:0 39'9 *001 
Total number of attachment figures 2 2:5 4:8 ‘OO! 
Number of attachment figures in Canberra... . 1:7 30 ‘Or 
Index of perceived social support (15 items) е 44°2 59:0 ere 
Per cents 
P 
Patients Controls P 
Repor ting some contact with secondary attachment figures in 
previous week s ix s tes 42 74 *O01 
Attachment support considere d sufficient E 2s 36 94 *001 
"What do you feel is missing from your life? “OO! 
Interpersonal = $4 Ns a 60 28 
Personal Р us m vs ges n 18 8 
Extraper sonal/Social | A es ae "a E 6 4 
Ni ae RS m Do as E 55 16 бо 








Note: Significance of differences between means assessed by one-tailed t-tests. N is 45 to 50 in each group for 
these comparisons. 


port available to patients and controls, Tables V 
and VI compare their hours of social inter- 
action. Apart from the percentages in the 
lower half of Table IV, the statistical signifi- 
cance of all comparisons has been assessed by 
t-tests. The quoted probabilities are based on 
uncorrelated t-tests but virtually identical results 
eare obtained by correlated tests based on the 
matching of patients and controls (the corfela- 
tions are of the order of +1 to +4). We prefer the 
uncorrelated test, since in the correlated one 
pairs are excluded when data are missing for 
either member of the pair. This leads to greater 
attrition. The variable have skew distributions, 
with standard deviations cften larger than the 
corresponding means. While the t-test is fairly 
robust against departures from normality, as an 
extra precaution we also made sign tests (Siegel, 
1956, pp 68-75) based on the matched pairs, to 
check a number of comparisons; these supported 
the conclusions from the t-tests. The percentage 
comparisons in the lower half of Table V are 
based on x? tests. Statistical significance is 


indicated in terms of the traditional levels of 
'05, "от and -oor; for the t-tests these values 
will only be approximate, given the skewness 
of the variables. 

Simple counting measures (Table IV) suggest 
that the quantity of support available to patients 
is much less than that available to controls. 

Compared to controls, patients claim only half 
as many good friends and half as many attach- 
ment figures, either in total or in Canberra. 
During the week prior to interview, tbey had 
only three-fifths the number of contacts with 
members of the primary group outside the 
household. "Three times as many patients as 
controls—nearly half of all patients—claimed 
either to have no attachment figures apart from 
the principal one, or else had no contact with 
these during the previous week. Patients had 
four times fewer contacts with people outside 
the primary group. Their subjective evaluation 
of their attachment figures is that they have 
insufficient support from these persons and 
there is a deficiency in their lives in this area 
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Sleep disturbances are considered by many 
authorities to be a key symptom of depression 
and some have even proposed sleep disturbance 
as a causative factor. 


'Sleep may be the Key' is a 15-minute filmstrip 
which reviews the normal sleep pattern and examines 
the effects upon this of antidepressant therapy. 
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у. The moodis one of grief and misery ...the future is foreseen as hopeless ruin. Anxiety is mixed with it, 
often in extreme degree...’ (Price’s Textbook of the Practice of Medicine, 1973). 


К ‘Parstelin’ incorporates tranylcypromine (‘Parnate’), the most effective (Goodman & Gilman, 1975], 
the most rapid-acting (Conn, 1973), and the only available non-hydrazine MAOI antidepressant 
^y Today's Drugs, 1970). . 


- ‘Parstelin’ also contains trifluoperazine (‘Ste/azine’), well-known for its efficacy in controlling anxiety, 
tension, irritability, fear, and other manifestations of emotional distress. 


Used with due regard for its recommended precautions, ‘Parstelin’ is a well-tolerated and highly 
effective therapeutic combination. 


because depression is often complicated by anxiety 


SKSEF smin Kline & French Laboratories Limited Welwyn Garden City Hertfordshire 
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of interpersonal relations. They have signifi- 
cantly lower scores on the index of perceived 
support. | 


Table V compares patients and ‘controls оп. 


summary measures of hours spent in social 
interaction; a more detailed analysis is given in 
Table VI. The upper half of Table V sum- 
marizes the hours spent in interaction with 
other household members, with members of 
the primary group outside the household and 
with persons not in the primary group. Patients 
spend less time in interaction with people 
outside their primary group, but apart from this 
their total hours of interaction does not differ 
significantly from the controls. The next two 
lines of the Table present totals for interaction 
with the principal attachment figure and 
interaction with all other attachment figures. 
(Note that these totals have already been 
included in the earlier figures for household and 
other primary group members.) Patients do 
not report significantly less interaction with their 
principal attachment figures. They do report 
less interaction than controls with other attach- 
ment figures. This is partly because they report 
having fewer attachment figures: many patients 
report no interaction at all during the previous 
week with secondary attachment figures. 

'The lower half of Table V compares patients 
and controls on different types of interaction. 
These comparisons represent totals for inter- 
action with household members, other primary 
group members and others outside the primary 


81 


group, combined. There is no difference in the 
amounts of'positivé interaction, but control¢ 
have substantially more neutral interaction and 
patients very much more negative interaction. 
The pattern is'the same for type 1 and type 2 
interaction, though the magnitudes of the" 
differences vary. 

These overall patterns are largely supported 
by the more detailed analysis in, Tables VI. 
For positive interaction, the figures for patients 
and controls are very similar. For neutral inter- 
action, every comparison shows controls higher 
than patients, though only two of the differences 
achieve statistical significance. For negative 
interaction, every comparison shows the patients 
higher, and five of the differences are significant, 

We noted earlier that the patient sample 
contained an excess of relatively recent immi- 
grants. To check the effect of this, we removed 
from the analysis the ten respondents (nine 
patients and one control) who had arrived in 
Australia in the last ten years, and also the ten 
matching respondents (nine controls, one 
patient), and then re-ran all comparisons of 
means, The results of this check were re- 
assuring. With the reduced sample (40+40) 
some comparisons were only significant at a 
lower level and one or two slipped just below 
significance. But the pattern of results rémained 
unchanged; interpretatively, the conclusions 
stood, and many figures scarcely changed 
numerically. 

To summarize, patients spent ‘the same 


| TABLE V 
Mean hours of social interaction in last week : (a) Summary measures 








Patients Controls P 
Total interaction with household 57:9 64-6 NS 
Total interaction with primary group (excluding household) 14-3 12:6 NS 
Total interaction with persons not in primary group . 17:9 25:2 *05 
Total interaction with principal attachment figure 26:8 38:3 NS 
Total interaction with other attachment бше (when present 27:0 39:2 |ONS 
Number of hours alone .. 17:3 9:7 *05 
Total type 1 positive interaction Е = 8-8 8:5 NS 
Total type 1 neutral interaction n 10-1 17:0 or 
' Total type I negative interaction 3°5 0:4 -oor 
Total type 2 positive interaction he А 12:6 15:4 » NS 
Total type z neutral interaction faxo үз we ‚© 40'1 519 *05 
Total type 2 negative interaction 2 6:7 2157 oo1 
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Positive 


Patients Controls P 


Household: Type 1 4°2 5:g NS 
Type 2 5:4 4:6 NS 
Primary group (not 
household): А 
Type 1 3:6 2:4 NS 
Type 2 5:7 4'5 NS 
Others: Type 1 0:7 0:9 NS 
Type 2 3:2 6:7 NS 
Type 3 1:6 1-4 NS 
Principal attachment 
figure: Type 1 2:0 2:9 NS 
Type 2 3:9 2-8 NS 
Other attachment ; 
figures: Type 1 2:6 2-1 NS 
Type 2 5'5 3°9 NS 





Patients Controls 
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ТАвгк VI 
Mean hours of social interaction in last week: (b) Detailed measures 


Neutral Negative 





P Patients Controls 


9:3 14°9 05 3-0 0:2 ‘or 
31:3 38:4 NS 4°7 І-І *OI 
0:6 1'5 NS 0°3 o'I *05 
31 3:9 NS 1-0 0:2 NS 
0:2 I°3 *05 0*5 O*1I NS 
6:5 9:2 NS 0:9 0*5 NS 
3:6 5:2 NS 0:2 0-0 NS 
3:2 5'4 NS 1:4 orl *d5 
14:9 21:9 NS 1*4 0:2 *05 
3'4 8-6 NS 0*4 orl NS 
14°3 24:1 NS 0-9 0:4 NS 
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amount of time as normals with their primary 
group, both household members and others; 
but proportionately more of that time was 
perceived as affectively unpleasant. Patients 
said that they had fewer good friends and many 
fewer contacts with persons outside their 
primary group. They had significantly fewer 
contacts with persons outside the household. 
Patients and controls did not significantly 
differ in the duration of interaction with their 
primary groups. Patients reported baving fewer 
attachment figures in their present lives: a 
*significant number reported having only ,the 
principal attachment figure, with no alterna- 
tives. Finally, patients much more frequently 
saw their principal attachment figure as not 
providing sufficient support for their require- 
ments. Hypotheses та, їс and 2 are therefore 
upheld and hypothesis rb is rejected. 


Discussion 
These findings, when considered as a whole, 
indicate that neurotic patients in treatment 
report having a deficient primary group. This 
deficiency ds both in numerical size and in 
affective quality, but not in the total duration 
of transactions. These results require’ careful. 


interpretation. We have no definite information 
on whether the primary group deficiency was 
long-standing or recent. We shall examine 
several possible interpretations, then go on to 
consider which one best fits the findings. 

(1) The first class of possibility is that the 
interviewer recorded data in favour of the 
hypotheses, either through selective attention 
or through conscious distortion. Since both the 
interviewers for the Social Interaction Schedule 
were fully aware of the hypotheses and the 
purpose of the study, this possibility stands. 
There is, though, no evidence of consistent 
distortion in the expected direction across the 
board; and on a number of variables the 
findings are negative where the interviewer 
would almost certainly have expected significant 
differences, such as patients and controls having 
a similar time in interaction with the principal 
attachment figure, with the household and 
with others in the primary group. 

(2) The next class of possibility is that the 
patients, but not the controls, gave an account 
of primary group interaction which was 
incorrect, in the sense that it was not what 
had truly happened in the previous week. The 
deficiericy might not be an accurate representa- 
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tion of the real social situation, but an expression 
of the ,patient’s weltanschauung, in which his 
view of his social world is the subject of distor- 
tion because of his mood, particularly de- 
pression. One would expect such judgemental 
distortion to have fairly uniform application 
to those variables which are open to it, yet the 
results do not support such an interpretation: 
patients and controls report similar total time 
in social interaction with every component of 
the primary group; and furthermore, a similar 
amount of that «ime is affectively pleasant. 
Patients, therefore, do not see themselves as 
deprived of time with others. Admittedly, 
they do have less neutral and more negative 
interaction. If there is a distortion effect in the 
patients’ reporting of what really happened, it 
would be surprising if this were to inflate the 
affectively negative but not decrease the 
positive. Again, the hours reported as spent 
alone are not greater for patients. This is an 
item in which self-pity, if present, would be 
likely to reveal itself. A distortion effect, if it is 
indeed present, is acting highly selectively on 
the variables examined. 

As a further .check on this possibility, a 
comparison was made of the primary group 
measures in those patients whose symptoms 
were predominantly of depression (PSE Class N 
and R; n — 37) and those with mainly anxiety 
or phobic states (PSE Class A and B; n = 13). 
No significant difference was found. We there- 
fore suggest that there is no consistent pattern in 
the responses which would constitute evidence of 
affectively-derived distortion of the patierit’s 
social interaction. Even if this interpretation is 
not accepted, a difference in primary group 
interaction which is only perceived is still of 
clinical relevance: it is an expression of the 
patient’s dissatisfaction with the provisions of his 
social environment, ала .1 is therefore relevant 


to the patient's treatment. It must be noted that. 


the dissatisfaction postulated here arises from 
affective colouring and not from unmet require- 
ments,*as referred to later in this section. 

(3) A third possibility is that the symptoms 
themselves may have had a repelling effect on 


primary group members. While symptoms such: 


as anxiety, depression and hypochondriasis may 
have a care-eliciting function, causing concern 


83: 


in some, as argued by Henderson (1974), thes 
same symptoms and the patient's behaviour may 
for others make him less attractive in social 
encounters. The consequence is that he would 
be less sought after; and the affective quality of, 
his transactions could become soured, leading to 
an attrition of primary group membership. 
Having symptoms could also operate directly, 
reducing primary group interaction by making 
the patient socially less active. We are not able 
to make a full assessment of the likelihood of 
this from the present data because one would 
need to know if the deficiency in the primary 
group preceded or followed the symptoms. It is 
only our impression that for many the symptoms 
followed the deficiency. Furthermore, there was 
no indication of the patients’ being less socially 
active, because they spent the same amount of 
time as controls in primary group interaction, 
though with fewer persons. 

A spiral effect is also a distinct possibility in 
this category: primary group deficiency may 
itself generate symptoms (vid. inf.) which may 
then lead to further depletion. 

(4) Fourthly, the reason may lie in the per- 
sonality of the patients, who might, premorbidly 
as well as while ill, be less capable of establishing’ 
and maintaining mutually rewarding personal. 
relationships (Foulds, 1965, pp 3-17): This 
would be a relatively time-stable trait, operating 
independently of situational variables (McVicar 
Hunt, 1965; Bem and Allen, 1974).,Such an 
interpretation would lead one to: propose that. 
patients are deficient in their primary group 
because they are deficient in the social skills e 
necessary to establish and maintain it. Their 
personality attributes might lead independenily. 
both to neurotic symptoms and to primary group 
deficiency. Again, we are not able to assess the 
validity of this interpretation from the present 
study, but it was our impression that for some 
patients personality attributes may indeed have 
made relationships difficult to establish and to 
maintain. In this, we exclude the schizoid type, 
because such persons have little requirement for 
close social bonds and appear to experience no 
distress in their absence. Rather it is the-dys-- 
thymic type whose introversion may make the, 
formation of relationships difficult, particularly 
in the setting ofa strange city. Many ‘such. 
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persons may also fall into the next category if. 

eir attachment requirements remain unmet. 
(5) Fifthly, the patients may differ from the 

controls in temporarily having a larger require- 


gent for ‘support’. This might be the product of. 


being ill or of recent exposure to adversity, both 
of which would generally be acknowledged to 
tend to increase an individual’s attachment: 
requitements. In the present study, patients did 
have a higher exposure to recent adversity. 
. At the same time, it is a reasonable hypothesis 
that. marked attachment requirements charac- 
terize a neurotic population. 

(6) A sixth possibility is that the patents we 
examined were those who had not only deve- 
loped symptoms but had found these personally 
unmanageable to a degree that they had sought 
medical help; it is conceivable that a deficient 
primary group is more characteristic of those 
people with symptoms who seek professional 
help than it is of those who cope without this. 
That is, lack of an adequate primary group 
may be one factor promoting help-seeking 
behaviour. This interpretation can be examined 
only by conducting a study at the field level. 

(7) Lastly, primary group deficiency may 
indeed have been present in the patient каре 
and may have acted as a causal factor. 

‘If a deficiency in the primary group does act 
directly as a causal factor in neurosis, it may 
do so in its own right (condition 7) or, under 
some circumstances, through 3, 4:or 5. In each 
of these situations, the patient’s requirements are 
unmet. These are some of the issues in logic 

ewhich must first be considered by anyone 
wishing to resolve this problem. To take ‘the 
interpretation of the data further, we shall now 
consider separately the size of the group, the 
time spent in interaction, and lastly the im- 
portant category of attachment figures. 


The size of the primary group 

While the two samples did not differ signi- 
ficantly in the number of kin present in Can- 
berra, for patients there were significantly fewer 
persons and contacts elsewhere in the primary 
group and many fewer contacts outside the 
primary group. This suggests that the deficiency 
for patients may be self-generated: social skills 
would be unlikely to have much influence on 
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the presence of relatives in the same city, while 
the frequency of contacts outside the household 
may-be a function of the individual's level, of 
role performance; that is, patients may: be less 
able to recruit and maintain their: primary 
group membership. Recruitment of attachment 
figures and good friends may reasonably be. 
considered to be dependent on social skills, 
particularly the capacity to establish and 
maintain close social bonds. Patients may have. 
more difficulty in taking the first steps towards: 
making friends. Lacking such social skills, they 
may be less inclined to perceive and recall as: 
social interaction the contacts they had. outside 
the primary group. This view is strengthened, 
by the finding that our patients did indeed have 
fewer contacts there. . 

These observations suggest that our patients 
may not have had a deficiency of the primary 
group thrust upon them: it may have been more 
the product of their own social performance. 
The present data do not allow a consideration 
of whether this might be due to symptoms or to 
personality. 


Time spent in interaction with the primary group 

The pattern here, with comparable amounts. 
of pleasant interaction, suggests that the patient’s 
clinical state cannot be consistently preventing 
pleasure in encounters, nor consistently distort- 
ing the perception of these towards a gloomy 
or unfavourable view of all interpersonal 
transactions. 


The attachment figures 

In their study of marital interaction in 
neurosis, where the husband was the patient, 
Nelson et al (1970) found that the mean time 
spent together by patient and by control pairs 
was 55:3 and 53:0 hours respectively in the 
week prior to interview. These are considerably 
longer periods than found in the present study 
(Table V). The difference may be due either 
to the marital styles of the Chichester and the 
Canberra populations, or to the methods of 
enquiry used in the two studies. 

Аз indicated, many patients reported having 
only one principal attachment figure, usually 
the.spouse, whereas the controls had a range of 
alternative persons, albeit subsidiary in affec- 
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tional ranking. Although both’ groups spent 
similar, time with the principal attachment 
figure and did ‘not significantly differ in the 
length of positive and neutral Types 1 and. 2 
interaction, the patients had more negative 
interaction and saw their principal attachment 
figures as failing to provide ‘enough support’ 
for them. These findings make much sense. 
Although having as much time with their 
principal attachments as did controls, the 
patients saw theirs as not being sufficiently 
supportive. This would imply that the patients 
had greater attachment requirements than the 
controls and that these were unmet. An alter- 
native, though it seems to us less convincing, 
is that the excess of negative interaction for the 
patients may be the very vehicle through which 
the perceived lack of support is mediated. An 
excess of unpleasant time with the closest other 
might conceivably be expressed as failure to 
give support, despite having as much positive 
interaction as controls. Finally, it should be 
borne in mind that the patients frequently had 
no alternative attachment figures from whom 
to derive support. For many, all attachment 
requirements had to be met by one person. 
It would not be surprising if this person were 
often unable to provide sufficient support, 
whereas the controls obtained supportive input 
from a wider range of persons. 


Conclusion 

The data in this study suggest very strongly 
that for patients, but not for controls, the 
individual’s requirements for social interaction 
and support were not met. That lack of avail- 
able attachment figures and of supportive 
interaction is found to be associated with the 
presence of neurotic symptoms is a finding 
wholly consistent with attachment theory. The 
patient’s symptoms can be considered as due, 
inter alia, to separation anxiety and the response 
to loss of those affectional bonds necessary for 
health. 

If the present findings can be confirmed by 
other workers in other populations, they will 
carry useful implications for management and 
for primary prevention. On the basis of this 
study, mental health is associated with having 
several good friends, abundant contacts with 
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persons both outside the household and outside 
the primary group, and above all, not one but 
a number of attachment figures. It is princi- 
pally through these that the provisions of social 
relationships, as empirically described by Weiss, 

are mediated. While such provisions may be 
the consequence rather than the cause of 
having good mental health, it is*at least reason- 
able that their value should be assessed*in a 
prescriptive trial, in which an effort is made to 
develop them in half of a sample known to . 
have symptoms and known also to be deficient 
in these assets. Such a design is being followed 
by us in Canberra. 

In clinical work, we should like to propose 
the term ‘primary group deficiency’ as an 
accurate description of the situation where such 
interaction is recognized to be lacking. Since 
the provision of support is an important part of a 
doctor's or a social worker's task, and since 
community programmes go to considerable 
expense to provide it for those in need, it would 
be useful to know a great deal more about the 


patient's primary group. 
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Psychiatric Diagnosis in a Transcultural Setting 


The Importance of Lexical Categories 


By RODNEY MORICE 


SUMMARY Ina transcultural setting, psychiatric diagnosis is often 
impeded by language and cultural barriers. A greater reliance on 
observed or reported behaviour than on the self-reporting of subjective 
discomfort may thus be expected, and.this could result in the low 
prevalence of reported anxiety and depression in many transcultural 
psychiatric surveys. The language of the Pintupi Aborigines of Central 


Australia, until recently palaeolithic hunter-gatherers, is seen to 


contain lexical categories for anxiety and depression. This attests not 
only to their capacity to experience such affects, but also to their ability 
to express them verbally. The implications of this finding for 


psychiatric diagnosis are discussed. 


Introduction 


The elicitation of symptoms is as basic to 
psychiatric diagnosis as the assessment of 
mental state. Unlike many other branches of 
medicine, clinical psychiatry has to rely less 
on the demonstration of objective signs, parti- 
cularly in the psychoneuroses, functional psy- 
Choses and personality disorders. While beha- 
viour, observed or reported, can provide 
valuable diagnostic signs, its interpretation, 
especially across social and cultural boundaries, 
can be unreliable. Even within the confines of 
a structured interview trained psychiatrists are 
known to disagree widely in their reporting of 
observed behaviour (Wing et al, 1974). 

The reporting of symptoms relies, among 
other variables, on the verbal expressive ability 
of the patient, or his communicative resources; 
while their acceptance as relevant psychiatric 
symptoms depends partly on the ability cf 
the psychiatrist to translate them into equivalent 
technical terms. If patient and psychiatrist are 
members of the same speech community 
(Gumperz, 1968) this exercise can be relatively 
simple, although Bernstein (1958) has cogently 
demonstrated the dissimilarity 'of verbal ex- 
pression between social classes. When language 
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and cultural barriers intervene, the expression 
and interpretation. of symptoms can become 
exceedingly difficult, and mental state examina- 
tion even more so. In this situation, common in 
the practice of transcultural psychiatry, symp- 
toms tend to become subservient to behaviour 
in the diagnostic process. A result could be the 
infrequency, in many epidemiological surveys 
conducted in transcultural settings, ofedisorders 
of mood, especially as manifested by subjective 
states of anxiety and depression (Benedict and 
Jacks, 1954; Jones and Horne, 1973; Carstairs 
and Kapur, 1976). That such findings can be 
challenged is borne out by reports from African 
and Australian studies of high prevalence 
figures for depressive symptomatology (Field, 
1960; Leighton et al, 1963; Collomb, 1967; 
Cawte, 1972). 

A major component of a person's communi- 
cative resources is his language, and in particular 
his lexicon or verbal repertoire. The Sapir- 
Whorf, or litiguistic-relativity, hypothesis pro- 
poses that language partly determines people's 
perception and cognitive processes, their 
thought, and ultimately their culture. This 
could imply that the absence of certain words 
or lexical categories from a natural language 
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denies its speakers the experiences so denoted. 
‘In discussing the ‘alleged rarity’ of depression in 
African societies, Wittkower and Rin (1965, 
р 392) state that ‘there are indeed no words for 
„depression in their languages’. Even if this 
assertion were true, the experiments ' with 
colour discrimination by Brown and Lenneberg 
(1961) have réfuted any notion that perception 
and*cognition are totally dependent on the 
lexical categories of language. Rather, they 
claim, the 
nearer to the top of the cognitive "deck" 
(ibid, p 483). 


From this brief discussion two points pertinent ~ 


to psychiatric diagnosis іп a transcultural 
setting emerge: 


I. The importance of assessing the lexical | 


categories employed in the speech community 

being studied; and 

2. The necessity to equate, when Bombe: 

these categories with those of clinical psy- 

chiatry. · 
The first allows determination of the com- 
municative resources of the potential patient, 
and the second encourages the psychiatrist to 
develop both a cultural and a scientific under- 
standing of reported symptoms. In the words of 
Yap (1974, p 15), ^. . . emic understanding can 
in turn lead to more refined etic categorization’. 

This paper reports on an investigation into 
some of the lexical categories of the Pintupi 
Aborigines of Central Australia. 


E 


Australian Aborigines 

It is hardly surprising that, to date, little 
attention has been paid to the communicative 
resources of Australian Aborigines, particularly 
in the field of the emotions. Rousseau's image 
of the ‘noble savage’, the simple but happy 
‘native’ living in harmony with his exotic 
environment, militated against a view of 
preliterate man as a psychologically complex 
organism. While early explorers did not exactly 
support his thesis, but saw Australia’s original 
inhabitants as ‘divers cruel, poor and brutal 
nations’ (Flinders, 1814), the emergence of the 

evolutionary theories of Darwin encouraged 
the view of tribal man as phylogenetically 
inferior to Western man, as somewhat closer 


‘more nameable categories are. 
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to the higher apes than modern man. In this 
atmosphere Australian Aborigines were referred 


„to as ‘the rudest savages’ (Frazer, 1922, p 72), 


and even astute ethnographers found it fitting 
to describe ‘the mental attitude of the savage’ 


‘(Spencer and Gillen, 1899, p 54). Freud used 


as a basis for his comparison between the 

psychology of ‘primitive peoples’ and neurotics: 

*. . . the tribes which have been described by 

anthropologists as the most backward and 

miserable of savages, the aborigines of Australia 
› (Freud, 1950, p 1). 

"Perhaps of even greater public influence were 
thé reports of the early inland explorers of the 
Australian continent, so avidly read both in 
Australia and in Victorian England. Carnegie 
(1898, p 153), following his travels throtigh 
duin country, refers to the Aborigine as 

.. a savage of the lowest type, without brains, 
or any senses other than those possessed by 
'animals'. That such attitudes have been pre- 
served to the present day has been documented 
by Hartwig (1972, p 15), who quotes a grazier 
on an Australian Broadcasting Commission 
television programme referring to Aborigines as 
'a sort of link between the upper and lower 
forms of the animal kingdom'. 

These pervading attitudes not only produce 
overt racism but can adversely influence 
scientific inquiry into some of the problems 
facing Aborigines. Assumptions can be, and 
have been, made without appropriate empirical 
evidence to support them. Specifically in the 
context of psychiatric diagnosis, assumptions 
about the communicative resources of Abori- 
gines should not be made until studies of their 
lexical categories and verbal repertoires have 
been conducted. This was recognized by Cawte 
and Kiloh (1967, p 75) when they stated that 
*. . . because language appears to influence 
representation of the world by Aborigines, it 
wil need to be taken into account in future 
work on their mental and personality disorders, 
and on their psychology in general. 

An examination of the language of psychiatry 
available to Pintupi Aborigines reveals a 
differentiation of emotions and a conceptual 
approach to psychiatric disorders of a degree 
of sophistication which not only greatly facili- 
tates psychiatric diagnosis, but calls for a 
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radical reassessment, of the current psycho- 
logical, sociological and anthropological per- 
spectives of them, and possibly, of all pras 
groups. 

| The Pintupi : 

The Pintupi are a group of Aboriginal 
Australians speaking as their, first language the 
Pintupi dialect of the so-called Western Desert 
language. Before their contact with Europeans 
they lived in an area of approximately 52,000 
km? around and to the west of Lakes Mackay 
and Macdonald, two large salt ‘lakes’ on.the 
border between the Northern Territory and 
Western Australia. Estimates of their population 
size have ranged from 300 before contact (Long, 
1971) to 800 at the present time (Hansen and 
Hansen, 1974). Currently they live on Govern- 
ment settlements, missions and ‘outstations’ well 
outside their traditional lands. 

Before moving to this more sedentary 
existence, the Pintupi were nomadic hunters 
and gatherers, with a simple but efficient 
material culture. The men. hunted the larger 
game of the area—kangaroo, emu, rock 
wallaby, euro and perentie—while the women 
gathered a remarkably wide range of vegetable 
foods and smaller animals, which together 
formed the staple diet. Nomadic life was 
essential in order to obtain supplies of their 
scarcest commodity, water; but it also ensured 
that specific areas were uot depleted of their 
food resources. Ecological consciousness could 
perhaps be said to have been at its height during 
pre-contact times. 

The Pintupi, like other Aboriginal groups, 
developed a rich and complex mythology and 
ceremonial life, reflecting their view of the 
cosmos, and as well possessing an important 
secular function. The myths and rituals, and 
the art which embellished them, had a learning 
and mnemonic value, in teaching the young 
and reminding the old of the scattered resources 
of their land, with which they lived in a sort of 
cultural symbiosis. 

If this link with the land provided one type 
of bond, another, equally strong, was formed 
by their social structure. While the nuclear 
family formed the basic unit, it was augmented 
by the classificatory kinship system. For the 
Pintupi this was the subsection system of eight 
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named, groups hich dictated . interpersonal 
relationships and, to a large degree, theft 
exogamous marriage rules. This ‘social bonding’ 
was of high adaptational value for the usually 
dispersed nomadic groups, in that it allowed 
for the fluidity of group composition necessitated 
by the vagaries of the climate, and the vissici- 
tudies of small-group living in* which conflict 
was often resolved by fission (that is, PEME 
and reformulation of the group). 

, During the 1930s and 1940s the Pintupi | 
began to leave their desert fastnesses to settle on 
the fringes of Missions, cattle stations · and 
mining camps. Following the establishment of 
Government settlements at Papunya and Yuen- 
dumu in the Northern Territory, this move was 
accelerated, and during the late 1950s and 
early 1960s survey patrols were-sent into 
Pintupi country resulting in the majority of 
the remaining desert-dwellers moving cast 
(Long, 1964a, b; Evans and Long, 1965), 
although this was not specifically intended. 

In 1974 a group of Pintupi people who 
had been living at Papunya, together with a 
group of Luritja-speaking people. (a closely 
related dialect), moved away from the crowded 
confines of the Government settlement and 
established a small community at Kungkayunti, 
in sand-hill country approximately 120 km 
to the south-west (Morice, 1976). 


Method 


Over a period of seventeen months, from its 
establishment in August 1974, the author spent 
a total of four months living in the community, 
at'Kungkayunti. Frequent contact was also 
made with members of the group when they 
visited Alice Springs, the largest town in 
Central Australia and 320-km to the east. 

From the only available Pintupi-English 
dictionary (Hansen and Hansen, 1974) a list 
was made of all words denoting any possible 
reference to psychological states and related 
behaviour. Literal English (Aboriginal English) 
translations-of these words were then obtained,. 
on tape, from the most fluent English-speaking 
Pintupi in the group, who also happened to be 
its recognized ‘leader’. Unlike most of the 
other Pintupi, he had a personal history of 
long contact with Europeans. This preliminary 
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glossary was checked with two other informants 
in order to eliminate, as far as possible, idio- 
syncratic and dialect distortion. Any words 
over which informants disagreed as to definition 
were excluded from the final list. 

As definitions were recorded the informants 
were asked to name any people who currently, 
or in the recent past, exhibited the particular 
emotibn or behaviour under discussion. In this 
way the relevance of the words to human 
. Subjects was verified. Words not appearing to 
refer to human emotion and behaviour were 
also excluded in the final list. 

It became evident that sole reliance for 
developing a Pintupi glossary of psychiatry 
could not be placed on the only available 
Pintupi dictionary. This can be demonstrated 
by referral to one of the Pintupi words for 
anger, rarru: 

Informant definition: 

mirrpanpa, like hot, angry. Big brother, you 
know, two fella been fight long time. Well 
he didn't square him up, that's why тати. 
Might be rarru long time, then put spear 
through him. Not satisfied. 

Dictionary definition (ibid, p 181): 

an offended person. Angry. 

Final glossary definition: 

a person who feels wronged by another, 
who carries this feeling of wrong for a 
long time before exacting revenge. Type of 
anger. 


It can be seen from the glossary definition that 
тати is regarded by the Pintupi as legitimate 
anger, a qualification not apparent in the 
Dictionary definition. Such a qualification 
assumes importance in the assessment of 
aggressive behaviour and certain personality 
disorders. 

Living with the Pintupi for varying periods of 
time, and engaging with them in their day-to- 
day activities of hunting and foraging for food, 
gathering wood, and erecting shelters enabled 
the collection of basic ethnographic data, 
which were augmented by the compilation of 
several personal biographies. This, together 
with information relating to traditional medical 
beliefs and practices, and to their subsection 
kinship system, allowed for a more accurate 
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etic,* or scientific, categorization of the Pintupi 
lexicon of psychological and psychiatric terms. 

In this paper, only the glossaries for fear/ 
anxiety and grief/depression will be presented 
and discussed. Equivalent degrees of differentia- 
tion and conceptualization also exists in the 
Pintupi lexicon for anger/aggression and psy- 
chosis (Morice, 1977). 


Fear and Anxiety 

Living in the community at Kungkayunti 
I soon came to see that the Pintupi were no 
strangers to the emotions of fear and anxiety. 
The presence in their language of words and 
terms denoting these affects (Table I) attested 
to their ability to not only experience but a 
to express them. 

It is obvious that a reasonably high degree of 
differentiation exists in this lexical category, 
enabling (Table II) a classification to be 
formulated. It is not suggested that each term 
implies a pathological emotional state or 
accompaniment, but clearly the Pintupi possess 
both the concepts and the communicative 
resources to report on symptoms of fear and 
anxiety. 

Within the sub-categories (Table II) further 
differentiation is apparent. For example, 
ngulunyngulunypa refers to extreme fear, usually 
of being killed by a spirit or revenge-killer, 
while kurrun ngulutjarra refers, literally, to the 
spirit or soul being with fear, without being 
immediately linked to a causal agent. The 
word nyirrkinyirrkinpa has been included, as 
its presence in the Pintupis’ verbal repertoire 
allows for concepts of phobic anxiety to exist. 

The separate sub-category of ‘fear at night’ 
has been formed because of the frequent attribu- 
tion of arousal states to disorders of the kurrunpa, 
the spirit, soul, or basic life-force possessed by 
everyone, which is considered to be especially 
prone to misfortune through loss during dream- 
ing (when the spirit is believed to go on a 
journey) or from theft by malevolent external 
spirits during the night hours. 

The common autonomic accompaniments of 
fear and anxiety are also seen to be capable of 
verbal expression by the Pintupi. 


* Ehe: understanding in terms of general scientific 
concepts (Yap, 1974). 
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TABLE I 
E The Pintupi glossary of fear and anxiety 


kamarrarringu—sudden feeling, premonition that makes 
person turn around; frightened feeling. May be 
caused by someone approaching from behind, or 
by father's spirit warning of the approach of a 
malevolent spirit. 

kanarunytyu—insomnia. Person prevented from going 
to sleep through fear of being harmed or killed 
by spirits or revenge killers. 

kurrun ngulutjarra—sensation of fear, usually at night, 
but can occur in response to natural phenomena 
like storms. Conception is that the ‘soul’ is 
shaking with fear. 

kututu wala—rapid beating of the heart, palpitations. 
Accompanies fear, and if it occurs at night, will 
prevent sleep. 

nginyiwarrarringu—a sudden feeling of fear causing the 

e person to stand up to see what is causing it. 

ngulu—fear, usually due to expectation of harm from 
another man seeking revenge, distinguishing it 
from fear of real objects, such as snakes. 

ngulunyngulunypa—extreme fear, which implies watch- 
fulness and some degree of immobilization. Fear 
of being killed. | 

nyirrkinyirrkinpa—always watchful and alert, for 
example always looking out for snakes. 

patapatanu—shaking of body, often caused by fear. 

tiltirr, ing from cold or fear. 

trulurrtjinganu—sudden fright affecting the spirit or 
soul, usually during sleep, and causing person to 
jump up to seek the reason. Also to dream. 

tnulurrwangkangu—as for tjulurrtnnganu ' ! 

битапи—аз for tjulurrtjinganu 

(juni miiltjunu—sensation in stomach caused by fear, 
or interpreted as warning that something bad 
will happen to the person, leading to fear. 

warrmaltjunu—disorder of the spirit or soul caused 
during sleep by someone shouting. Also fear 
related to expectation of death (from warrmala = 
revenge killers). 








The rarity of ‘free floating’ anxiety in 
psychiatric diagnosis among Aborigines has 
been commented on by Jones (1972). The only 
case diagnosed by him in surveys of two 
Missions in Western Australia was in ‘the most 
westernized woman’ in ‘the more sophisticated 
Mission’. He did not regard ‘fear of spirits, 
particularly at night’ (bid, p 266) as patho- 
logical. But an examination of the Pintupi 
words for fear and anxiety, and personal 
observation over several months, suggest that 
Aborigines well recognize varying degrees of 
severity and situations.in which such affects 
appear to be excessive. 
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| Taste IT’ 
Classification of fear and anxiety * 





1. General states of fear 


2. Fear of specific objects ЕС: 
nyirrkinyirrlanpa 


4. Behavioural and autonomic accompaniments of 
fear 
kanarunytju 





That the basic psychic and physiological 
arousal, which in Western clinical practice 
produces the subjective state of ‘free floating’ 
anxiety, produces in the Pintupi a subjective 
state of fear which can be explained by the 
different belief systems of the two cultures, and 
perhaps, in psychoanalytic terms, by the use 
of different defence mechanisms. Fear and 
anxiety cannot be separated by physiological 
measurement (Nemiah, 1974), and to Lewis 
(1967) they can be clinically indistinguishable. 
While Aboriginal belief systems may predispose 
them to a higher ‘normal’ level of fear and, 
anfiety, to deny them pathological levels 
would seem to invoke the romanticized ideology: 
of Rousseau. 


Grief and Depression 

As with fear and anxiety, the Pintupi have at 
their command a differentiated lexicon of grief 
and depression (Table III), and an obvious 
division within it to enable expression of their 
various manifestations (Table IV). The existence 
of this speech category in the Pintupi language 
must render of doubtful validity any assertions 
that preliterate people do not have words for 
depression in their languages (Wittkower and 
Rin, 1965). хет 
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ТАВІЕ ПІ : 
: The Pintupi glossary of grief and depression 


kanmarrarringu—to refrain from talking, usually 
through sickness or because something is wrong. 
. Occasionally treated by traditional doctor. 
kunta—shame, caused by breach of tribal laws or the 
confidence of another person. · 
кт yulangu—ethe spirit is sad causing the person 
cry. Sometimes a grief reaction, but not 
КоА 
kurrunpa yutju—literally ‘narrow spirit’. Poor appetite 
is the result, and can refer to desert people when 
food is scarce. 

mikiki—a person who cries easily and often. 

milyanpungu—to cry tears, especially when thinking 
about the recently deceased. 

minyirrba—serious mood with no talking or laughing. 
Often caused by sadness or loneliness, and 
accompanied by worry and bad dreams. 

mirrbanpa—serious mood with reduced speech, often 
associated with anger. 

mulamula—as for mirrpanpa 

mulyarra—anger, associated with a serious mood. 

nantungu—to become stiff or paralysed from too much 
worry, from thinking too much about relatives 
long deceased. Often treated by traditional 
doctor, who, believing the spirit (kurrunpa) to be 
absent, finds it and replaces it. 

bankipanki—a person who wakes from a deep sleep, 
who lies awake after having been asleep. 
pulyi—disappointment, for example when a promised 
wife is taken by another man. 

raatjunu—as for pulyi 

watfilba—preoccupation with thoughts of country or 
relatives, to become sick through worrying 
about them. Other people may try to assuage 
worry, or traditional doctor may treat. 

wurrkulinu—excessive concern for, and worry about, 
land or relatives, as for шайба. 

iluruyiluru— dejection. caused by worrying too much 
for absent relatives, for example if they are in 

*  bospital. s 

Jirraru—as for watjilpa. 

Julatjarra—sympathy or sorrow for sick or deceased 
relatives. If a death has occurred this state is 
accompanied by the self-infliction of wounds— 
‘sorry cuts’. Not treated by traditional doctor. 

yurru kulinu—literally, thinking in the head or hair. 
Thoughts that the people around are angry, 
producing the desire to leave and find friends or 
relatives. 

шай puli—literallp, stone man. А man who sits 
motionless. cf nyinanyi = sitting in a 
“serious mood without talking. i Ei 





Within the affective constructs, grades of 
severity can be expressed, ranging from dis- 
appointment (raaijunu), through a serious mood 
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Taste IV 
Division of words for grief and depression into constructs 





- 1. Affective constructs "ur 


3. Vegetative constructs 
pankipanki 

4. Cognitive constructs 
ити kulinu 





(minyirrpa), to extreme loneliness and depression 
(watfilba, yirraru). The presence of only two 
words to each of the vegetative and cognitive 
constructs is not meant to indicate an actual 
paucity of communicative resources in these 
sub-categories; only that additional words were 
not gathered by the author. 

As with anxiety, depression is an affect 
inherent to the human condition and psyche. 
Its presence has also been noted in chimpanzees 
in the wild (van Lawick-Goodall, 1971), and 
Price (1967) has proposed cogent arguments for 
it as an adaptive trait selectively adopted during 
evolution. It is perhaps the most common 
symptom and syndrome encountered in Western 
psychiatric practice. To assume its absence 
from groups of preliterate people would there- 
fore seem, on theoretical grounds, to be un- 
tenable. In practice, it has been observed to 
occur, and the degree of differentiation in the 
Pintupi lexicon of grief and depression would 
seem to suggest that it is a not uncommon 
experience. 


5e ] RODNEY MORIOE .'' 


The symptomatology of depression is known 
to vary across cultures: In particular, feelings 
and delusions of guilt have been shown to be 
rare in certain African societies (Murphy et al, 
1964), the proposed reason for this being the 
predominance of projection over introjection 
and turning against the self. In the Pintupi, 
feelings of ‘shame’ are certainly experienced, but 
no specific words for ‘guilt’ were elicited. .. 

Feelings of persecution, sometimes of a 
delusional intensity, are frequently experienced 
by Pintupi Aborigines but are not specific to the 
depressive, or other, psychoses. As their cognitive 
set attributes most illness and misfortune to one 
of three causes—sorcery, spirit loss, or spirit 
possession—such feelings may occur as a' conse- 
quence of many physical, as well as psychical, 
complaints. ' | 

Of primary importance though is the ability 
of the Pintupi to express verbally a subjective 
depressive affect and its behavioural, cognitive, 


and vegetative sequelae. They possess the 


communicative resources to do so, and so it is 
suggested, do other Aboriginal Australians. 
The diagnosis of depressive disorders can 
therefore be enhanced if medical workers 
develop their own communicative resources in 
relation to those of the speech community in 
which they are working. 


Implications i 
A study of the language of psychiatry of a 
preliterate speech community carries important 
implications for, psychiatric diagnosis in a 
transcultural setting. 


Capacity to experience 
The presence in a language of lexical cat 
gories of words and terms denoting certain: 
emotional states implies that the speakers of 
that language possess the capacity to ex- 
perience those states. As pointed out by Brown 
and Lenneberg (1961), the absence of speech 
categories does not mean that the affects or 
cognitions denoted by them cannot be ex- 
perienced, but that differentiation may be 
poorly developed. The degree of verbal differen- 
tiation in the Pintupi language for the affects 
of anxiety and depression shows that Pintupi 
Aborigines experience a range of subjective 
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feelings,. from mild anxiety and depression to 
severe affective disorders. Page Me 


Ability to express : E EE 

' This same’ degree of differentiation in the 
Pintupi verbal repertoire means that they also 
possess the ability to express and communicate 
their emotions, a fact questiontd in the past 
by many transcultural psychiatrists. This is of 
particular importance in the neuroses, affective 
disorders and personality disorders, in which , 
behavioural manifestations may be minimal, or 
if overt, subject to ethnocentric misinterpreta- 
tion. 


Emic* understanding 

A study of the lexicon of psychiatry of a 
preliterate group not only aids semantic under- 
standing of words used but promotes a con- 
ceptual awareness or emic (cultural) under- 
standing of psychiatric symptomatology. Several 
terms used by the Pintupi attribute certain 
symptoms to disorders of the spirit (kurrunpa), 
implying the importance of this concept. 
Further investigation reveals its central rele- 
vance to general theories of illness causation and 
to the wider Pintupi cosmology. Only when 
these are understood can illness attributions be 
effectively separated from psychiatric symptoms. 
If such distinctions are not made treatment may 
be withheld, on the assumption that such 
phenomena as ‘spirit loss’, ‘spirit possession’, 
or ‘sorcery’ are ‘culture-bound syndromes’ 
rather than illness attributions and may there- 
fore be more amenable to traditional treatment. 
methods. A strong case can be made for their 
continued use, but in many cases in parallel 
with modern psychiatric treatment. 


Predictive value 

Language both influences and partly deter- 
mines the culture of a speech community and 
is a major factor in the transmission of culture 
from generation to generation. Thought pro- 
cesses, affective and behavioural responses to 
stimuli, all of which can be subsumed under 
the general rubric of ‘culture’, are thus at least 
partly determined by language. THis cognitive 

* Emic: understanding from within the culture con- 
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approach has been most cogently demonstrated 
ih the experiments of Schachter and Singer 
(1962) in which subjects were administered 
adrenaline or placebo. A third of the adrenaline 
subjects were informed of its likely effects 
ladrenaline-informed group), a third were told 
it was without side-effects (adrenaline-ignorant 
group), and a*third were told to expect side- 
effecte unlikely to occur with adrenaline 
(adrenaline-misinformed group). The fourth 
. group received placebo injections and were 

told no side-effects would occur. All groups 
believed they were receiving a special vitamin 
compound. The varying reactions of the four 
groups to experimental stooges displaying either 
euphoria or anger led Schachter (1965) to 
conclude that people in a physiologically- 
aroused state for which there is no obvious 
explanation will label it according to the 
cognitions available to them, so that the same 
basic state could be labelled in a variety of ways 
by different people. 

The most stable set of cognitions available to 
a person is contained in his language and its 
lexical categories. By examining these in a 
particular Aboriginal speech community it has 
been possible to predict the most likely responses 
of its members to the affects of anxiety and 
depression. For example, many Pintupi words 
for sadness and depression imply that the 
sufferer is ‘worrying’ for his land or his relatives, 
concepts understandable in the light of Abori- 
gines’ strong attachment to their country of 
birth, and of the complex kinship system. Most 
Pintupi when experiencing a depressed affect 
"can therefore be expected to interpret this*as 
resulting from separation from their land or 
relatives, and a behavioural response to this 
may be the sudden embarkation on a journey or 
‘walkabout’. . 

By being able to predict possible sequelae to 
abnormal emotional states and psychiatric 
disorders in general, an overall therapeutic 
approach can be devised in a more effective 
and meaningful way. 


The.diagnostic process » 
‘From a situation in which diagnosis relied 
mainly on reported, or at best observed, 


behaviour, through a semantic and conceptual: 
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understanding of the language of psychiatry ‘of 
a speech community we have arrived at a 
position in which the self-reporting of a wide 
range of ‘psychiatric symptoms can be incor- 
porated into the diagnostic process. This makes 
the process resemble more closely that used in 
Western clinical practice, and has been achieved 
through recognition of the communicative 
resources of the patient. Behaviour, undeniably 
an important factor in diagnosis, can also be 
assessed in a more clinical and dispassionate 
manner.: 
Etic categorization 

The ability, achieved mainly by examination 
of lexical categories, to distinguish -illness 
attributions from psychiatric symptomatolagy 
encourages the increasing use of generally 
accepted nosologies, such as the International 
Classification of Diseases. Decreasing use can 
be made of ‘culture-bound’ labels because, for 
example, ‘possession syndromes’ can now be 
regarded as attributions for psychiatric dis- 
orders such as anxiety neurosis, hysterical 
neurosis, or paranoid schizophrenia. Such a 
trend can only be beneficial, as its facilitates 
treatment planning and implementation, pro- 
motes communication between psychiatrists, 
and in general elevates transcultural psychiatry 
from the exotic and idiosyncratic to the more 
scientific mainstream. 
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A ‘two-year follow-up inquiry was made of the residuum of a cohort, 
formed by all senior registrars in general psychiatry in post in late 


The Senior Registrar Survey: The Second Year F ollow-up 


By PETER BROOK : 


hyo 


1974. Of the original 155, nearly half are in permanent posts, but only 


three-quarters of these are in general 


Twelve have already emigrated. 


Introduction 


In late 1974 a questionnaire was sent out to 
all senior registrars in general psychiatry 
working in the United Kingdom, 221 in all, 
asking about their career intentions. Two 
hundred and three replied, and of these 155 
stated that their professional aim was a con- 
sultant post ‘in general psychiatry (with or 
without a special interest) in this country 
(Brook, 1976a). This group formed a cohort 
who, it was planned, would be followed-up at 
yearly intervals to find out what had happened 
to them and particularly how their achieve- 
ments matched their original aspirations; 
another aim was to see how many had left 
general psychiatry either to emigrate or to go 
into another specialty. 

One year after the original inquiry the first 
follow-up was made (Brook, 1976b). Briefly, 31 
had obtained consultant appointments and 

"seven each were categorized as being locum 
consultants, in different senior registrar posts, 
in academic posts with senior registrar status 
and in a miscellaneous group. A brief inquiry 
was made at the same time of the women senior 
registrars planning to seek consultant posts in 
general psychiatry, asking about how many 
sessions they were hoping to obtain and for 
general comments on the employment of trained 
women psychiatrists with family commitments 


(Brook, 1976c). 


Methods 


The second-year follow-up questionnaire was 
sent to the 100 who had not obtained permanent 
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psychiatry in the United Kingdom. 


jobs. The content of this was identical to the 
first, that is, asking those who had changed 
their post for brief details about grade, employ- 
ing authority, type of hospital and specialty: in 
addition, those who had changed appointments 
for another non-consultant grade were asked 
why they had made the move. 


Results 


Of the 100 possible respondents, 34 had not 
changed their job, one was dead and eight were 
untraced or failed to reply. The remainder were 
divided, as before, into five groups: 

‚ 26 consultants 
4 locum consultants 
1I miscellaneous 
9 in different senior registrar posts '' 
8 in academic posts of senior registrar status 


The new consultants. Three of these were no 
longer in general psychiatry, one having 
changed to child psychiatry, a second to mental 
handicap and the third having gone into the 
forensic field. A fourth consultant had an 
honorary appointment only, having been 
appointed a full-time senior lecturer. 

Six of the remaining 22 had been appointed 
to a post with special interest, four in psycho- 
geriatrics, one in rehabilitation and one in 
psychotherapy. 

There was a reasonably close match between 
the type of hospital setting hoped for, which was 
asked about in the original inquiry, and that 
achieved. Four who had aimed for a joint 
appointment between a psychiatric and teaching 
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The mean plasma lithium concentrations 
following a single oral dose of 1,000mg of 
Camoolit or slow release lithium. 
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(1976) Psychological Medicine, 6, 51-58. 
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cios Ted ` TABLE $ S К : 
Permanent places—cumulative VIE An act 
MERC and year 
Ist year d : 

Total Men ^ Women ° 
Consultant (NHS in general psychiatry) 31 53 46 7 
Other of consultant status (пуч specialties academic) . a 6 5° I 
Medical assistant ae ai I I I T 
Emigrated 3 12 II I 
Died  .. — I — 


hospital had obtained one in a psychiatric 
hospital only, two had got a post in a psychiatric 
unit instead of a psychiatric hospital, three the 
reverse and two had obtained jobs in a teaching 
hospital instead of a psychiatric hospital. There 
was a remarkable correspondence between the 
part of the country where senior registrars had 
hoped to settle and where they eventually did 
- find jobs, as apart from a few who indicated no 
preference; only one consultant ended in a 
different part of the country from that where he 
‘had planned to settlé. Women were equally 
successful with men in obtaining the sort of 
job they wanted and in the desired part of the 
country. Of potential practical significance is 
„the fact that 16 of the. consultants obtained 
posts in the same part of the country where 
they had worked as senior registrars. 


The miscellaneous group. Nine had emigrated, 
four to Canada, three to the USA, and one 
each to Bahrain and India. One woman had 
temporarily given up work to have a baby 
(while another in the first follow-up group 
who was not then working because she had had 
a child is now back at work as a research 
fellow), and a locum medical assistant remained 
in post as he did not wish to move. 


Locum consultants. Two of the four who were 
filling locum posts gave reasons for this move: 
one because his period as a senior registrar had 
come to an end, and the other to gain special 
experience with more pay. 


Senior Registrars. Three had gone into a 
psychiatric specialty (forensic, alcoholism and 
subnormality), one moved for personal reasons, 
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two had changed to gain more varied experience, 


.and three had moved from a field of special 


interest back to general psychiatry. ' 


Academic group. Nine senior registrars (four of 
whom were from The Maudsley). had moved 
into the academic. field; one of them had 
obtained a senior lecturer post and has been 
included, among the consultants. Of the re- 
mainder, three were university lecturers and 
five research fellows. Not unnaturally, all gave 
as their reasons for moving a desire to do 
research, but other reasons given included the 
wish to get teaching experience, to publish 
papers and to widen the eventual сш of 
consultant posts. 

Women. At the end of two years a smaller 
proportion of women, 23 per cent, as opposed 
to 38 per cent of the men, have obtained NHS 
consultant posts in general psychiatry. 


Discussion 

Of the original 155 senior registrars, nearly 
half have at the end of the two years settled in 
permanent posts, as shown in the table above. 
What is of note is the sharp rise in numbers of 
those who have emigrated (all with one excep- 
tion, men), so that with other losses only three- 
quarters of those in permanent posts are working 
in the field of general psychiatry.in the NHS. 
This will be only partly compensated for by 
academics returning to the NHS, about five 
each year (Brook, in press). A further factor is 
that established consultants are emigrating, two 
to three each year, which, by increasing the 
numbers of consultant vacancies, exacerbates 
any shortfall of senior registrars. Indeed, some 
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„ОҒ our original senior registrar cohort may have 
emigrated as consultants, so that the number 
of emigrants may be greater than shown. The 
number of senior registrars in general psychiatry 

. was ‘in balance’ to the number of expected 
consultant vacancies in 1972 (Health Trends, 
1973) and in the following year consultant 
prospects for the same group were: above 
avefage (Health Trends, 1974). Clearly the 
losses revealed by the follow-up studies of the 
senior registrar cohort are likely to result in 
insufficient candidates of that grade to fill 
consultant vacancies, and two pointers indicate 
that this imbalance has already been reached. 
First, the sharp rise in the proportion of medical 
assistants who have been promoted to con- 
sultants in the years 1972—75 as compared with 
the previous three years (Brook, in press) and 
second, a recent fiat from the Department of 
Health and Social Security sharply curtailing 
the advertising of approved consultant posts in 
certain parts of the country because of lack of 
suitable applicants (Dr I. H. F. Murray, 
Regional Specialist in Community Medicine, 
North East Thames Regional Health Authority, 
personal communication). 

There would, then, seem to be a case for an 
increase in the number of senior registrars. In 
view of the finding reported here that senior 
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registrars tend to settle in consultant posts in 
the same part of the country, thought should be 
given to new posts being made in those Regions 
where most difficulty has been found in filling 
consultant vacancies. 

The women seem to be taking longer than 
the men to get permanent consultant posts: 
their progress will be monitored in ‘further 
follow-up studies. 
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RUSSIA’S POLITICAL HOSPITALS 


Russia's Political Hospitals. By Smney Віосн 
and Perer Reppaway. London: Victor 
Gollancz. 1977. Pp 510. £6.95. 

Suspicions that Russian forensic psychiatrists were 
labelling political dissidents as insane апа incar- 
cerating them in mental hospitals have been mount- 
ing since the beginning of this decade, and several 
pamphlets have appeared documenting the cases of 
individual dissidents who have been treated in this 
way. This book is the first comprehensive account of 
the problem. Its tone is restrained and scholarly and 
for the most part the authors’ interpretations and 
conclusions carry conviction. It therefore deserves 
very careful study. Reddaway, a Russian scholar and 
senior lecturer in political science at the London 
School of Economics, and Bloch, a lecturer in the 
Department of Psychiatry in Oxford, have succeeded 
in collecting and analysing an impressive mass of 
evidence derived from official Russian sources, 
Samizdat typescripts smuggled out of the country, 
and personal interviews with the now numerous ex- 
patients and Russian psychiatrists who have emi- 
grated or fled to Western countries. As a result they 
are able to list over 200 people who the available 
evidence suggests have been wrongly certified as 
mentally il (usually as suffering from ‘sluggish 
schizophrenia’ or ‘deep psychopathy’) and locked up 
in mental hospitals because their political or religious 
views were unacceptable to the KGB. They describe 
the evolution of Soviet psychiatry and its hospital 
system, the parallel evolution of the Serbsky Institute 
of Forensic Psychiatry and the ‘special psychiatric 
hospitals’ for housing the criminal insane, and the 
Soviet legal system governing civil and criminal 
offences. They also document the historical develop- 
ment of the practice from its first appearance under 
the Tsar Nicholas I in 1836 to its systematic employ- 
ment in the Jate 19603, and the attempts inside and 
outside Russia to halt it by publicizing what was 
happening and provoking international condemna- 
tion. 

Bloch and Reddaway are convinced that for the 
last twenty years the Russian state has been deli- 
berately and systematically labelling political dissi- 
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dents as insane and incarcerating them in its dreadful 
‘special psychiatric hospitals’—to discredit them in 
the eyes of their fellow citizens, to prevent them 
rebutting in open court the often flimsy charges made 
against them, and to deter others from expressing 
dissent. Our profession through its ethical code has 
always sought to transcend national boundaries and 
political systems. And psychiatry everywhere is, of 
its nature, susceptible to misuse, wittingly or un- 
wittingly, for political ends. A practice which is 
tolerated, and effective, in one country may soon 
spread to others. If the bell tolls, it toll» for us all. 
This is not therefore something which we can shrug 
off or ignore because it may or may not be happening 
in a far off country. As the College of Psychiatrists 
and now the WPA itself have recognized, if Russian 
psychiatrists are indeed cooperating with their 
political masters to label sane men and woman as 
insane and to degrade them in the name of ‘treat- 
ment' we cannot remain indifferent. 

Before accepting that this is happening, however, 
we must consider several things. We must remember 
that the Russians have a broader concept of schizo- 
phrenia than we have in situations in which no 
forensic considerations arise. They also regard as 
crimes forms of political activity which wé are pre- 
pared to tolerate, and they have the right to do so. 
Moreover, their socicty is more conformist than ours; 
and because non-conformity in dress, in behaviour, 
or in political opinion is less common than it is here it 
is more likely both to be offensive to other people and 
to be attributed by them to mental illness. Even in 
England with its much prized reputation for tolerance, 
bizarre or outrageous behaviour often provokes the 
comment ‘He must be mad’. Finally, we must con- 
sider the propaganda value in the Western world of 
anything, true or false, which tends to discredit the 
Soviet system, and therefore the possibility that wc- 
are unwitting pawns in a cold war. Most of us are in 
no position to check the facts for ourselves. We have 
never lived in Russia and we do not speak Russian, 
and so can only read other peoples’ translations of the 
documents they choose to show us. From time to time - 
we are ourselves the targets of campaigns designed ` 
to convince public opinion that we confine people in 
our own hospitals unnecessarily and give them 


100 BOOK REVIEWS 


barbarous and dangerous treatments against their 


"will. We are therefore well aware how easily one or 


two genuine scandals can be padded out with half 
truths and distortions to create an impression of 
widespread incompetence or corruption that may 
* well seem convincing to the uninformed... А 

For my own рагі, 1 did my best to consider all 
these things, byt still found Bloch and Reddaway’s 
conclusion that we are faced with evidence of a 
deliberate and systematic perversion of psychiatry 
inescapable, Essentially the same account is provided 
by too many different sources, and the descriptions 
given by the dissidents themselves in Samidzat 
publications and interviews with Western corre- 
spondents are confirmed by ‘the handful of Russian 
psychiatrists who have emigrated. The dissidents 
who have beeri examined by Western psychiatrists— 
Medvedev, Bukovsky, Plyushch, Grigorenko, Natalya 
Gorbznevskaya among’ them—have all been free of 
any hint of schizophrenic symptoms, and their 
relatives or friends insist that before their arrest no 
one ever suspected that they might be mentally ill. 
Nor is it possible to account for what happened in 
terms of genuine diagnostic errors by inexperienced 
psychiatrists. Most of the diagnoses were made by the 
staff of the Serbsky Institute who can hardly claim 
nalvety in such matters. Finally, and most revealing 
of all, the ‘treatment’ given to the ‘sick’ dissidents is 
incompatible with the claim that they are genuinely 
regarded as mentally ill and therefore not responsible 
for their actions. Grigorenko was stripped of his 
rank and his pension as well as being incarcerated for 
four years in thé Chernyakhovsk special hospital; 
and most other dissidents have been treated far 
more harshly than they would have been in a labour 
camp, being givea crippling injections of sulphur 
(page 202) or denied anti-parkinsonian drugs to 
combat the extrapyramidal side effects of the massive 


* doses of haloperidol they were receiving, until, they 


promised to recant. A 

Of course, the evidence falls short of legal proof. 
But legal proof is only to be obtained by a tribunal 
able to subpoena witnesses and documents and 
subject the former to cross examination, and there is 
not the remotest possibility of the Soviet government 
consenting to the institution of such a tribunal. On 


the evidence that Bloch and ‘Reddaway have’ 


assembled here, and in the absence of any adequate 
rebuttal by the Russians, the College of Psychiatrists 
and the World Psychiatric Association were morally 
bound to take the unprecedented step they did of 
publicly and formally condemning the gross misuse of 
psychiatry in the Soviet Unon, 

R. E. KENDELL 


2m 
PSYCHOTHERAPY 


Elements of Psychotherapy. By ALLEN J. ENELow. 

New York: Oxford University Press. 1977. 

Pp 146. £3.50. ` 
- Enelow has written a brief text for students in the 
health professions who are embarking on their 
training in psychotherapy. He is particularly sensitive 
to the problems and needs of the novice as he recalls 
his own first attempt in doing psychotherapy over 
30 years ago: he found it an unsatisfying experience 
to participate in an ambiguous procedure and with 
no rules to follow. Many beginners today still undergo 
Enelow’s experience; they find the task of psycho- 
therapy both daunting and baffling. Their concern 
for applying the correct techniques, for instance, often 
prevents the establishment of a satisfactory thera- 
peutic relationship. 

Although a supervised clinical experience "is a 
sine qua non of training, what has been lacking in the 
past is an introductory text which offers basic, general 
guidelines and principles, and at the same time, is 
free of a doctrinaire approach. Elements of Psycho- 
therapy is an attempt to fill the gap. Enelow regards 
as his most important chapter that on’ the psycho- 
therapist’s behaviour; here he covers such funda- 
mental techniques as facilitation, support, confronta- 
tion, suggestion, advice, reinforcement and modelling. 
Other chapters are devoted to insight-oriented psycho- 
therapy, process-oriented psychotherapy (а Һеге- 
and-now approach in which the therapist із ‘mainly, 
concerned with what is going on during the session), 
supportive therapy, crisis intervention, , ‘social re- 
habilitation and group therapy. 

Enelow advocates that the training therapist 
should become skilled in several of these approaches’ 
and should be prepared to fit the therapy to the 
patient, not the other way round. His approach has 
much merit. Psychotherapy—practice and training— 
appears to be taking this course. Rivalries between 
theoretical schools, one hopes, are waning. The 
concept of the psychothsrapies rather than psycho- 
therapy is taking root. 

Unfortunately, the book is too slender for it to do 
more than touch on the various psychotherapies: 
family therapy is given less than two pages, while 
marital and sex therapy are not covered at all. 
The neophyte will comfortably be able to get through 
the book’s 146 pages in an evening, and although he 
will find the approach helpful and the content most 
clearly written, he will be left hungry for more. 


SIDNEY Вгосн 
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The Handbook of Gestalt Therapy. Edited by 
Cure. НАтанЕн and Puur HuweLsrEIN. New 
York: Jason Aronson. 1977. Pp 809. $25.00. 


‘Gestalt techniques were in part designed to 
counter alleged errors in psychoanalytic technique 
and theory. . . . The Gestalt challenge may serve as 
a helpful stimulus in re-raising in novel ways the 
views of flexibility, empathy, concreteness, present- 
past emphasis and the capacity and autonomy of the 
patient, in addition to its offering new techniques in 
psychoanalysis.’ In this way Steven Appelbaum, a 
traditional psychoanalyst, sums up his reaction to 
Gestalt therapy in the final chapter of this handbook. 
It is a pity that it is the final chapter. The modern 
practice of Gestalt has its roots deep in the psycho- 
analytical field with its modern-day founder, Fritz 
Perls. His own background, after training with 
Horhey and Reich, isas a training analyst and the foun- 
der in 1995 of the South African Institute for Psycho- 
analysis. Much of his time was spent in psychiatric 
practice in the 'army and as a practising psycho- 
analyst, For this reason Gestalt therapy needs to be 
examined closely against its own background. 
Appelbaum points out that Gestalt therapy shares 
similar assumptions about the relationship of body 
to personality to those found in the theory of psycho- 
analysis, but has exploited them miore fully. He 
shows the way in which Gestalt appears to' have 
something to offer in tackling the resistances of the 
patient, a more direct way of examining dream 
material, a broader concept of free association, while 
at the same time it has tended to minimize the role 
of transference in treatment. He finds that it has 
much to offer the practising analyst without contra- 
dicting any of his theoretical constructs. He feels 
that the reason that there has been so little interflow 
between the Gestalt therapists-and the psychoanalysts 
is that both groups tend to sec in each other cari- 
catures of the warded-off parts of themselves; the 
uptight, rigid, buttoned down, hyperintellectual, 
unfeeling, materialistic, hidebound psychoanalyst; 
the sloppy, child-like, fuzzy-faced, fuzzy-minded, 
Gestalt therapist. At times some of the articles in this 
book would tend to give some validity to the latter 
description, but this need not impede the broad- 
minded members of the former group from being 
selective in their reading. 

The handbook gives an overall view г of both the 
initiator of modern Gestalt, Fritz Perls, and what 
might be called the post-Perls era. It shows the many 
ways in which the general principles of Gestalt may 
be applied and used alongside a number of other 
forms of therapy, even of Organizational Develop- 
ment. The prime object of this form of therapy is to 
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avoid ‘talking about’ emotions and difficulties, 

whether past or present, but rather to live them ouf 
in a present tense dialogue.in such a way that the 

emotions themselves are. reclaimed. When this 

happens, the individual arrives at the point of 
resistance, the ‘impasse’ аз it is called. It is often: 
here that the creative imagination of the therapist is 

called upon to help the individual work through the 

impasse, uncover the 'real feelings underneath the 

phoney ones, and complete the ‘unfinished business’ 

by continuing the dialogue in fantasy. There is an 

immediacy about this form of therapy, a more 

direct dealing with the persons involved in the original 

drama than the more time-consuming process of 
allowing the same feelings to develop in the trans- 

ference situation, and working them through there. 

For this reason many see the process as shortening 

the therapy, dealing with the emotions more imme- 

diately, and by-passing the major problems of 

resolving the transference. ' 

While this handbook has much to commend it as a 
collection of major works in the process of Gestalt, 
and is of immense value if read in the light of its 
last chapter, it still leaves me with a major problem. 
Where the criticism of normal psychotherapy levelled 
by the Gestalt school is that it has become too 
intellectualized, and remains in the cognitive field, 
Gestalt often appears merely to explore the emotional 
field and ignore the cognitive. It is for this reason 
that I am sorry the book contains no reference to 
the work of Eugene: Heimler (Survival in Society, 
1975), who has included in his system the use of the 
tape recorder. Following his system, I have found 
that there is a vital element added by recording any 
of the Gestalt fantasies and playing them back to the 
patient. The patient may then bring to bear his 
cognitive processes and become aware of the inter- 
pretations himself. This fulfils more. exactly the 
process of interpretation as Freud saw it. Gestalt 
techniques have much to offer every form of therapy, 
whether psychoanalytical or behavioural: and this 
handbook will be a useful resource for those who 
wish to extend their techniques and of value to those 
who are already interested in the subject. . 


Lour MARTEAU 


Klemer's Counselling in Marital ‘and Sexual 
' Problems. A Clinician’s Handbook. Edited 
by R. F. STAHMANN and W. J. Нієвевт. Second 
Edition. Baltimore: Williams & Wilkins. Pp 375. 
$16.95. 
This book successfully combines practical instruc-- 
tion for marital çounsellors with background theory 
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and useful references. It is clearly and interestingly 
"written. Areas of current and developing interest 
are covered, particularly the initial interview; pre- 
marital counseling; counselling the middle-aged 
and counselling the dissolving marriage. Other helpful 
*topics include: parent-child and parent-adolescent 
counselling; alcoholism and couple counselling; and 
psychosexual qpunseling. Recommended to the 
clinician interested in marital therapy and looking 
for char instruction. 
SipuEv Crown 


FORENSIC 


Medical Remands in the Criminal Court. 
By T. С. N. Gosens, К. І. Ѕоотнпл. and 
P. J. Pore. Maudsley Monograph No. 25. 
London: Oxford University Press. 1977. Pp 132. 
£6.50. 

This latest addition to the distinguished series of 
Maudsley Monographs maintains the high standard 
of its predecessors. It represents a significant contri- 
bution to that vast area of forensic psychiatry which 
is concerned with the medical assessment of persons 
accused of comparatively minor offences. This study 
was initiated by the observation that increasing 
numbers of accused persons are remanded in custody 
by the magistrates’ courts for medical reports, 
even though they are not dangerous and may even 
have been granted bail before the decision was made 
to obtain a medical report. The authors were con- 
cerned that large numbers of minor offenders were 
spending up to three weeks on remand in priso 
before coming to trial. ' 

At the outset the investigators carried out а retro- 
spective study comparing the pattern of medical 


* remands in Inner London and in Wessex. Signifi- 


cantly more medical remands were ordered in 
London. In Wessex, however, a greater proportion 
of medical disposals following remand were recom- 
mended, particular use being made of probation 
orders with psychiatric attendance. The authors 
comment favourably upon the flexible use of remands 
on bail in Wessex. They observe that ‘where speed is 
important, the custodial remand is dangerously 
easy to administer’. 

A prospective study was subsequently under- 
taken in Wessex in order to examine in further detail 
the pre-trial investigations undertaken by psychia- 
trists and probation officers. It emerged that NHS 
consultants in general psychiatry were willing in 
Wessex to accept a substantial workload of forensic 
cases. On the whole, the probation officers in that 
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Region regarded the psychiatric reports as worth- 
while and indeed would have desired such reports in 
20 per cent of a series of offenders referred’for pro- 
bation, but not medical, reports. A useful study of 
medical defence reports by the Wessex psychiatrists 
is also presented.’ 

In summary, this volume comprises the first 
systematic study of medical remand procedures, and 
is essential reading both for forensic psychiatrists 
and those general psychiatrists who undertake court 
work. The value of collaborative work involving 
probation officers and psychiatrists is appropriately 
stressed. The views of the writers reinforce the recom- 
mendations already made in the Butler Report for a 
substantial improvement in the facilities required for 
the assessment of mentally abnormal offender. 


A. B. SCLARE 


PSYCHOTROPIC DRUGS 


Chemotherapy in Psychiatry. By Ross J. BALDES- 
SARINI. Cambridge, Mass.: Harvard University 
Press. 1977. Pp 201. £7.00. 

Psychiatric Drugs for the Non-Medical Mental 
Health Worker. By WiLLiAM GOLDSMITH. 
Springfield, Illinois: Charles C. Thomas. 1977. 
Pp 173. $11.50. 

These two books resemble each other closely in 
subject matter, in size and in cost. Where they differ 
is in the audience to which they are primarily 
addressed. 

Baldessarini bases his text on a series of seminars 
he has given over several years to psychiatric residents 
at the Massachusetts General Hospital; it obviously 
assumes some previous knowledge of pharmacological 
principles. Goldsmith, on the other hand, writes 
expressly for a non-medically tramed group, and 
provides a basic introduction covering the areas of 
physiology and biochemistry, before going on to 
consider the pharmacological action of psychotropic 
drugs. 

After a general introductory chapter Baldessarini 
approaches the subject from a broadly clinical 
standpoint entitling three of his six chapters anti- 
psychotic agents, antidepressant agents, and anxiety 
drugs. Each of these chapters, which together form 
the main bulk of the book, follow a similar plan: a 
short account of the development of the drugs to be 
considered, followed by a description of their phar- 
macology, advice regarding clinical usage and 
warnings concerning side effects and toxicity. One 
of the remaining chapters is devoted to the use of 
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lithium salts in psychiatry; the other considers the 
special problems of psychotropic drug prescribing 
in children and in the elderly. A surprising amount 
of useful information is packed in a relatively small 
space, and the author makes balanced and cautious 
judgements regarding the indications and usefulness 
of drugs in the psychiatric conditions considered. 
Where the book is wanting is in the limited range 
of topics covered; no mention, for instance, of the 
use of drugs in sexual problems, and hardly any of 
the management of alcoholism. Furthermore, within 
each clinical category there is no description of 
those newer compounds which are generally available 
in the United Kingdom but not in the United States, 
nor is the British trade name given where this differs 
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from the American one. Thus this book can be of 
limited value to psychiatrists practising in Britain. e 

The first half of Goldsmith’s book is an elementary 
introduction to the structure and function of the 
nervous system and to other organs likely to be 
affected by psychotropic drugs. The second half is 
essentially a catalogue of drugs used in psychiatric 
practice, listed under their American trade names. 
There is a rather old-fashioned air about it, and the 
relative space given to various drugs hardly reflects 
modern clinical practice: three and a half pages, for 
example, are devoted to meprobamate. This book 
will appeal only to the most unsophisticated mental 
health worker. 

TREVOR SILVERSTONE 
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Letters for publication in the Correspondence columns should not ordinarily be more than 500 words and should bs addressed to: 


The Editor, British Journal of Psychiatry, 


e 
PSYCHIATRY: SCIENCE AND MEANING 
Dear Sr, 


I thank Professor Hill for his interest in my paper 
but gather that I have not made myself clear. ‘It is 
whether or not psychiatry (as opposed to psycho- 
analysis) is or should be concerned with “the self”, 
with the individual psychic reality of the patient 
which is the important and implied question in 
Dr Bebbington’s paper.’ I do not put this in question: 
indeed my concern is exactly with the psychic 
reality of the patient and how far we can know it. 

Professor Hill criticizes my use of the term ‘models 
of the mind’: as his exposition itself involves an idio- 
syncratic model of the mind—a reductionist melange 
of psychoanalysis, neurophysiological and cybernetic 
terminology—I cannot take this criticism seriously: 
His reductionism has dangers, seen most completely 
in the following: ‘In respect of information which is 
wholly cognitive, we can assume that the recording 
is carried out by processes involving digital linkages, 
but in respect of recording information which is 
affectively laden the process is determined by linkages 
which are characterized by their meaning alone.’ 
This appears to be a confusion of two untranslatable 
modes of description. 

Professor Hill remains confusing in the matter of 
interpersonal perception. He does not distinguish 


= between what someone else experiences, what we 


perceive of that experience and the process of the 
perception. Hence: ‘It is difficult to see how the 
validity’ (of my conclusions) ‘could be tested against 
the actuality of the patient’s experience’ (my italics). 
It is difficult to see how anything can be tested against 
the actuality of someone else’s experience. We can 
only make an inference from our observations of the 
other’s behaviour and a knowledge of.the context of 
his ‘personal plight’. That inference will be informed 
by our experience of our own and other’s behaviour, 
and this must be ordered somehow to enable us to 
make predictions. Hence my usage ‘models’, and I do 
not see another mechanism for our perception of 
someone else’s psychic reality. Terming this ‘identifi- 
cation’ is mérely a semantic distinction from the _ 
process by which we know the physical world. The 
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uniqueness of another’s mental world is unknowable: 
understanding relies on common elements which can 
form the basis of falsifiable generalizations. 

We should be aware of the Jasperian distinction 
between causal explanation and meaning because it 
behoves us to know the status of statements we make about 
patents. If we do not, we run the danger of being 
merely slanderous. If, however, we use the distinction, 
as he did, to justify the separation of part of psychiđtric 
language from its scientific ‘base we do psychiatry a 
disservice. The sooner this is recognized, the better: 
it is time that ‘meaning’ returned, to its derivative 
status. 

In achieving understanding of a patient we respond 
to the semantic aspects of the concepts we use. The 
sole requisite of a language in this sense is that it 
provides the words for description. However, the 
language of psychiatrists is a technological one where 
the concepts derive meaning from hypothetical pro-' 
positions; it has a ‘nomological net’ (Cronbach and " 
Meehl, 1955) and this is true of the language of 
psychoanalysis., Part of Hill's effort is to strengthen 
this net by his reductionist links with other scientific 
models of description. Rycroft and his followers, 
however, are happy about the severence from the 
nomological net caused by the evasion of test by 
refutation, Psychoanalytic language has a techno- 
logical archaeology, ‘but the aspirations only. of an 
ordinary language. My real contention is that this is 
sad, for I suspect the alternative will be the graveyard 
of irrelevance. 

PAuL BEBBINGTON 
МЕС Social Psychiatry Unit, . 2 
Institute of Psychiatry, 
De Grespigny Park, 
London SE5 8AF 
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CORRESPONDENCE 


PARENTAL REACTIONS TO BIRTH OF 
A HANDICAPPED CHILD 


Dear Sm, 


In their article, ‘Marital Stability following the 
Birth of a Child with Spinz'Bifida' ( Journal, July 1977, 
x31, pp 79-82), Tew, Laurence, Payne and Rawnsley 
conclude in their summary that ‘the divorce rate for 
families with a surviving child was found to be nine 
times that for the local population . . >. On our 
calculations, the data presented by the authors show 
that, on the contrary, the divorce rate in the parents 
of a surviving spina bifida child is about the same as 
in the general population and this is in line with 
other published work (Dorner, 1975; Martin, 1975), 
to which, unfortunately, the authors do not refer. 

_ Our view is based on the following observations 
about the above paper. 


I. The rate of ‘103 divorces per 1,000 married 
persons per year’ which the authors calculate for 
the parents with a surviving spina bifida child is in 
fact the number of persons becoming divorced per 1,000 
married persons over the period 1964-1974, and is 


compared with a rate of ‘15 divorces рег 1,000: 


married persons per year’. This latter rate.is more 
properly that of persons becoming divorced per 1,000 
married population per year. It is misleading to 
compare the annual divorce rate available for the 
general population with the cumulative 10-12 year 
rate of the spina bifida parents. The authors 
acknowledge that the comparison ‘cannot be 
attempted’ but then proceed to draw conclusions 
from just such a comparison. 


2. In order to correct the national divorce rate 
figure for divorces amongst childless: couples, 
Tew et al simply reduce the rate of 15 divorces per 
1,000 married persons per year Бу 25 per cent to 
` тї per 1,000 because, they argue, one quarter of 
all divorces are to childleas couples. This is an 
over-correction, because it does not take account 


of the change in size of the base population when 


childless couples are removed from it. 


3. We have been unable to trace the reference given - 
as the source of the South Wales divorce rate. . 


The most likely source for this would be Office of 
Population Censuses and Surveys (1973). However, 
Table 13 of this publication would only allow the 
calculation of, a rate, for example, of divorced 
persons per 1,000 married persons in 1971, and 
not the ‘divorces per 1,000 marriages’ reported by 
Tew et al, and which they imply to be a yearly 
rate by its comparison with a true yearly national 


rate. v 
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4. The authors say that comparable cohort data. 
from the general population do not exist, but Leete 
(1976) gives a national figure of 91 divorces by 
1974 out of 1,000 marriages in 1963, for those 
where the wife was under 45 at the time of marriage. 
The figure given for 1959 marriages is 100. * 
Assuming that in Tew et als study most of the 
marriages were not long before Ше birth of the 
spina bifida child, the 1963 figure is the most 
appropriate (it also represents the lowest po&ible 
divorce rate for comparison purposes), and when 
using the Tew ei аз correction for childless 
divorces (which we have shown above to be an 
over-correction) a rate of 68 divorces per 1,000 
marriages is obtained. This can be contrasted with 
the rate of 103 divorces per 1,000 marriages found 
for parents of a surviving spina bifida child. 


The rate of divorce in the parents of a surviving 
spina bifida child is therefore at most 1:5 and not 
9 times that in the general population. The equivalent 
comparisons for parents of a dead spina bifida child. 
give a rate of -4 to ·5 times that of the general 
population. 

In view of these methodological ebjections we 
consider that serious doubt is cast upon the general 
conclusion that when the handicapped child survives 
marriages are placed at great risk. Further study is 
clearly merited by the finding that where the child 
dies marital breakdown occurs less frequently {on 
our analysis) than in the general population. 


Jm STEVENSON : 
Pur GRAHAM 
Academic Department of Child Psychiatry, З 
STEVEN DORNER 


Department of Psychological Medicine, 
Hospital for Sick Children, 

Great Ormond Street, 

London WCr 
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DEAR Sr, 


We note the criticisim of our paper ‘Marital 
Stability following the Birth of a Child with Spina 
Bifida’, made by Dr Stevenson and his co-workers, 
„апа accept that due to a major statistical error the 
rates of divorce occurring among parents of handi- 
capped children in our series were greatly exag- 
gerated. Howe¥er, what we regard as the main 
pointeof our contribution remains intact, namely that 
the family at greatest risk of divorce is the one where 
the surviving handicapped child was premaritally 
conceived, and that this seems to be in sharp contrast 
to the chance of divorce in those families where the 
premaritally conceived malformed infant does not 
survive long. 


B. J. Tew 
К. RAWNSLEY 
K. M. Laurence 
H. PAYNE 
Welsh National School of Medicine, 
Child Health Laboratories, 
Department of Child Health, 


Heath Park, Cardiff CF4 4XN 


PSYCHIATRY FOR STUDENTS OF MEDICINE 


Dear Sir, 


In a recent review of Psychiatry for Students of 
Medicine by L. Corbett and myself (Journal, August 
1977, 131, p 209), the reviewer stated that we engaged 
in a polemic against radical psychiatrists, quoting a 
section ‘some of the . . . heroes of the New Left are 
little more than half-baked and evil charlatans and 
megalomaniacs’. It is unfortunate that your reviewer 
replaced a key word in this sentence, ‘intellectual’, 
by three dots, thus distorting its meaning. The 
* reference here was to certain philosophers whose 
writings form the intellectual basis of New Left 
Psychiatry, namely Hegel and Marx and certain 
living American and French philosophers. No 
reference was intended to any practitioner of New 
Left Psychiatry. The interested reader is referred to 
Karl Popper’s book The Open Society and its Enemies 
which represents a devastating exposé of the evil 
characteristics of Hegelian and Marxist philosophy. 
It is of interest that a group of young and influential 
French philosophers have recently made the claim 
that Marx was not only an incompetent economist 
but a highly evil influence on the world. It seems that 
psychiatry should be aware of the psychological 
effects of theoretical philosophical systems in prac- 
tical affairs. This was the basis for drawing the 
medical student’s attention to these matters. 
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In a day and age when the Royal College of 
Psychiatrists leads a violent attack on its Russian 
colleagues such as took place at the recent meeting 
of the World Psychiatric Congress in Honolulu, it 
seems that medical students should be educated as 
to the basis of these political endeavours. If psychia- 
trists of the West merely remain silent about the 
consequences for human behavioural patterns of 
people like Hegel and Marx, then by default the 
Russians gain an advantage. There is one theory 
that Marx and Hegel were eminently sensible social 
scientists, promulgating reasonable courses of action, 
whose implementation into fact has been distorted by 
the Russian Communist Party. There is another 
theory that the systems promulgated by Hegel and 
Marx are inherently evil and are bound to lead to 
the Gulag situation, no matter who promulgates 
them. If the Royal College of Psychiatrists is going 
to indulge in political activity such as was witnessed 
at the recent WPA mecting, then students in psy- 
chiatry need education in these matters. This was 
the intention behind this chapter in the book. 


D of Psychiatry, Jonn К. ЅмүтніЕЗ 
University of Alabama, 
University Station, 
Alabama 35294, USA 


ACUTE PSYCHOTIC REACTIONS IN 
AFRICANS 
Dear Sir, 


In their paper on the diagnostic classification of 
female psychiatric patients in Zambia (Journal, June 
1977, 130, p 573), Drs Rwegellera and Mambwe 
mention the high rate of depressive illness and the 
paucity of acute psychotic reactions compared with 
other recent studies in Africa. Acute psychotic 
reactions or bouffées délirantes have been commonly 
reported in Africa, the Caribbean and elsewhere 
(Constant, 1972; Lambo, 1960; Royes, 1962; Sutter 
et al, 1974). 

The authors point out that treatment was delayed 
until a firm diagnosis was made, using a structured 
interview, detailed discussion with staff and relatives, 
and British operational criteria; they suggest this is 
unusual in Africa and probably accounts for their 
large number of depressed patients. Some of the 
admissions were of initially acutely disturbed women 
who then settled down and ‘remained with the clinical 
features of the underlying psychiatric disorder’. It 
appears likely that if a proportion of the patients who 
subsequently were diagnosed as depressed after an 
initially disturbed presentation had been diagnosed 
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at the time of admission, the most suitable diagnosis 
might have been an acute psychotic episode. 

If acute psychotic reactions occur in Africa and the 
West Indies, it is likely that they will be found in. 
Britain. in immigrants from those areas. ‘Acute 
psychotic reaction’ is not a favoured British diagnosis, 
and while some authors stress the presence of ‘atypical: 
reactions’ among them, most suggest that psychoses 
in immigrants can be easily fitted into Kraepelinian 
categories (Copeland, 1968; Hemsi, 1967; Rwegellera, 
1977). West Indian patients have been reported as 
having high rates of schizophrenia and low rates of 
affective illness compared to the British-born popula- 
tion (Cochrane, 1977). 

A prospective study we have carried out in East 
London on a series of patients with religious and 
‘cultural’ delusions yielded 24 African and Caribbean- 
born patients. A Religious Interest Questionnaire 
and’ the Present State Examination were used to 
interview the patients and their relatives. In the 16 
patients without first-rank symptoms of schizophrenia 
(as defined by the PSE nuclear syndrome) a consistent 
clinical pattern emerged of an initially disturbed 


and acute onset with agitation, persecutory delusions. 


involving witchcraft, and auditory hallucinations, 
in the absence of hypomanic affect or clouding of 
consciousness. These florid symptoms disappeared 
within a few days, to be replaced by depressive 
features such as loss of interest, loss of energy and 
difficulty in concentration, poor appetite, and in 
some patients depressed mood. There had been 
similar episodes, which had been diagnosed as 
schizophrenia, in 12 patients. 

It seems possible that these patients resemble those 
diagnosed as having acute psychotic reactions in 
Africa and the Caribbean, and are similar to some 
of the patients from these areas diagnosed in Britain 
as being schizophrenic. If this is the case, the diagnoses 
appear to be largely based on the initial symptoms 
observed at the time of admission. A diagnosis made 
a few days later without reference to the state when 
first seen would perhaps be, more suitably, depression. 
Such patients could be described as experiencing 
acute psychotic reactions with later depressive 
features or essentially depressive illnesses with an 
initially agitated paranoid presentation. 


ROLAND LITTLEWOOD 


Maurice LIPSEDGE 
Department of Psychological Medicine, 
St Bartholomew s at Hackney, 
Homerton High Street, 
London Eg GBE 


References 
Влогкү, C. (1971) Mental illness in immigrant minorities 
in London. Journal of Biosocial Science, 3, 449-59. 
СоснвАМЕ, К. (1977) Mental illness in immigrants to 
England and Wales: an analysis of mental hospital 
admissions, 1971. Social Psychiatry, 12, 25-35. s 
CONSTANT, J. (1972) Les bouffées délirantes en Guade- 
loupe. Psychopathologie Africaine, 8, 169-99. 

СоркгАнр, J. R. M. (1968) Aspect offmental illness in 
West African Students. Social Psychiatry, 3, 7-1% 
Gorpon, Е. B. (1965) Mentally ill West Indian immi- 

grants. British Journal of Psychiatry, xxx, 877-87. 
Немк, L. К. (1967) Psychiatric morbidity of West Indian 
immigrants. Social Psychiatry, 2, 95-100. 
Lawso, T. A. (1960) Further neuropsychiatric observa- 
tions in Nigeria. British Medical Journal, ii, 1-24. 
Rovzs, K. (1962) The incidence and features of psychoses 
in a Caribbean community. Proceedings of the Third 
World Congress of Psychiatry 1961, 2, 1121-5. 

RwzcELLERA, С. С. C. (1977) Psychiatric morbidity 
among West Africans and West Indians living in 
London. Psychological Medicine, 7, 317-29. 

Surrer, J.-M., Вілмвв, G., Gum, P. & Scotto, J. С. 
(1974) Psychoses délirantes aigues. Encyclopédie 
médicale et chirugicale, 4, Paris, Psychiatrie, 37230 A-10. 


RISKS OF TRICYCLIC ANTIDEPRESSANTS 


Dear Sm, 


In comparing the relative hazards of antidepressant 
treatment and death from suicide, Dr David Shaw 
(Journal, May 1977, 130, Pp 432-51) quotes figures 
from a recent paper by Girdwood (1) which show the 
number of deaths per million prescriptions to be 2:3 
in the case of amitriptyline and 3-6 in the case of 
imipramine. Girdwood's paper, however, deals only 
with deaths which occurred at therapeutic doses. 
His figures exclude the much larger number of deaths 
due to deliberate over-dosage of tricyclic compounds. 

As it happens, I can supply this figure. There were 
8:1 million antidepressant prescriptions in 1974, of 
which about 95 per cent appear to have been tricyclic 
drugs. I have previously reported a method of 
calculating the number of fatal suicidal poisonings 
due to tricyclics which almost certainly gives a 
conservative estimate (2, 3). There were 167 such 
deaths in 1974, which means that there were at least 
20 deaths per million tricyclic prescriptions. If all 
suicidal accidental and undetermined deaths in- 
volving tricyclics are included, there were twice that 
number. 

In any depressed patient the risk of suicide always 
exists, and it is therefore particularly important ‘to 
avoid prescribing drugs with which the patient can 
easily kill himself. The tricyclics are the most toxic 
of the commonly prescribed psychotropic drugs (4). 
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Tricyclic overdose is more difficult to treat than 
‘barbiturate overdosage, and whereas , barbiturate 
deaths have been declining over the last few years 
аз a proportion of all suicidal poisonings the propor- 
tion of suicidal deaths due to tricyclic poisoning has 
ebeen steadily increasing—from г per cent of all 
suicidal poisonings in 1965 to g per cent in 1974 (2, 3). 

I am certain]y not arguing that tricyclic drugs 
should be abandoned, but I do believe that their 
indiscriminate use, particularly but not exclusively in 
general practice, has probably caused more harm 
than it has alleviated. As Dr Shaw pointed out, there 
are now a number of non-tricyclic compounds which 
seem to be just as effective as the tricyclics, but have 
very much lower toxicity. It is my view that one or 
other of these drugs should now be the antidepressant 
of first choice in general practice and for the treatment 
of psychiatric out-patients whose medication cannot 
be reliably supervised. Tricyclics exemplify perfectly 
the adage that all drugs are dangerous but some are 
more dangerous than others. 


Deiat of Psychiatry, 
Queen Elizabeth Hospital, 
Birmingham B15 18 


Conny BREWER 


1. Стврмоор, R. н. (1974) British Modal Jonah i i, ion 
2. Brewer, C. (1976) World Medicine, xx(12), 37. 

3. — (1976) British Medical Journal, й, 110. 
4. Вкорну, J. (1967) Archives of General Psychiatry, 17, 652. 


TRICYCLIC PLASMA LEVELS - 
Dear Sm, 


Dr Ziegler and’ his colleagues (Journal, August 
1977, 131, pp 168-71) reported that plasma levels of 
amitriptyline and nortriptyline after administration 
of amitriptyline hydrochloride as a single daily dose 
were comparable to those achieved with a thrice 
daily dosage schedule, and found total tricyclic levels 
decreased by a modest 23 per cent during the sampling 
period of 11 to 20 hours after the last single daily dose. 
Unfortunately, they used a similar sampling schedule 
to Braithwaite et al (1), and no plasma levels were 
measured during the r1 hours immediately following 
the single daily dose, the time when the most marked 
changes in plasma level might have been expected 
from a rapidly absorbed drug. 

As part ofa larger study, we have recently examined 
(Neuropharmacology, in press) between-dose plasma 
level profiles of nortriptyline in the same subjects 
after receiving either a three-times-daily nortriptyline 
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preparation (10 mg nortriptyline, 0-5 mg flu- 
phenazine) or a once-daily preparation (30 mg 
nortriptyline, 1:5 mg fluphenazine). With each 
preparation the plasma level studies were carried 
out after seven days medication, and samples were 
obtained just before and during the 8 hours following 
the once-daily dose and the first dose of the thrice- 
daily regimen. Although the two preparations gave 
similar before-dose plasma nortriptyline levels in 
the individuals studied, once-daily dosing produced a 
slow peaking effect in five out of six subjects which 
was not evident on the three-times-daily regimen. 
In two subjects. the nortriptyline concentration 
increased after four hours to a maximum of 300 per . 
cent of the pre-dose concentration. 

Fluctuations of this magnitude suggest there could 
be important therapeutic differences between once- 
daily and divided dose regimens of the same rapidly 
absorbed drug. Thus lower than customary dosés of 
tricyclic antidepressant, if given once-daily, may be 
adequate for many patients since peak plasma 
concentrations within the recommended steady-state 
therapeutic range of 50-150 ng per ml (2) may be 
sufficient to produce a satisfactory antidepressant 
effect. This would avoid the risk of a poor response, 
as well as toxicity, associated with the high steady- 
state “plasma concentrations which Montgomery 
et al (3) found in 61 per cent of their patients on 
standard doses of nortriptyline. 

A. А. Saure 
E. R. Squibb and Sons Lid, ' ' ; 
Regal House, j 


I. Н. STEVENSON 


Department of Pharmacology and Therapeutics, 
Ninewells Hospital, 
Dundes 
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Dear SR, 


Drs Şchiff and. Stevenson correctly restate our 
results. There are sound reasons, both pharmaco- 
logical and clinical, for sampling at times similar to 
those chosen by Braithwaite -and associates (1974). 
Pharmacologically, single and multiple dose studies 
have demonstrated that the pharmacokinetics of 
the tricyclics follow a two compartment open model 
with a biexponential disappearance curve and are 
not dose dependent (Gram and Christiansen, 1974; 
Alexanderson, 1972). Equilibrium between the 
central and peripheral compartments is not estab- 
lished until 8-20 hours after an oral dose. It is 
after this time, during the 6 or elimination phase 
that plasma samples would most closely reflect drug 
concentration in the peripheral compartment. On a 
once-daily, bedtime dosage schedule, elimination 
phase samples could be drawn from the morning 
through the evening. On a thrice-daily schedule, 
only the sample collected in the morning prior to the 
first oral dose would represent ‘ап elimination phase 
sample. However, our results and those reported by 
Braithwaite and associates (1974) indicate that in 
the majority of patients on a thrice daily schedule 
the rise in plasma levels in the hours after administra- 
tion of one-third of the usual daily dose is not large 
enough to be clinically significant, that is greater than 
+15-20 per cent of the usual steady state levels 
(Ziegler et al, in press). Clinically, we feel this is an 
important point since it demonstrates that samples 
can be collected in out-patients on different dosage 
schedules, who are being seen throughout the day 
without special efforts to control for the pharmaco- 
kinetic phases of adsorption, distribution and elimi- 
nation. We would also like to comment on the 
second portion of the author's letter, although it 
does not concern amitriptyline, the subject of our 
report. We are not familiar with the combination 
of nortriptyline and fluphenazine that they studied 
but have extensive experience with nortriptyline. We 
feel their statement that the nortriptyline concen- 
tration increased goo per cent over the pre-dose 
correlation four hours after the administration of 
30 mg of nortriptyline and 1:5 mg of fluphenazine, 
although correct, is probably misleading for many 
readers. After an oral dose of nortriptyline the rise 
in plasma concentration is relatively constant for a 
given dose in an individual. A 30 mg dose usually 
produces a 5 to 20 ng/ml increase in plasma con- 
centration. If the predose concentration is 5 ng/ml a 
300 per cent increase, in fact occurs, but at the usual 
steady state therapeutic levels 50 to 150 ng/ml, this 
is closer to а 10-20 per cent increase and is not 
clinically significant. As for their speculation that 
peak plasma. levels within the therapeutic range may 
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produce an adequate response, we have no informa; 
tion, but-wish to point out that none of the studies of 
nortriptyline we are aware of, measured. peak.levels. 
Sampling has been confined properly to the  elimi- 
nation phase. That peak plasma levels within the 
now well defined 50 to 150 ng/ml therapeutic range 
result in a similar therapeutic response айаш 
documentano e 
C4 ViNCENT E. icis 


i Joun T. Bracs 
Department of Psychiatry, i 
Washington University, f 
Barnes and Renard Hospitals, ‘ 

4940 Audubon Avenue, 
St Louis, Missouri 63110, USA 


References 
Brairuwarre, R. A., Narra, В. R. 5. & GAmD, R. (1974) 
Steady-state plasma concentrations during single and 
multiple dosage schedules of amitriptyline. Psycho- 
logical Medicine, 4, 338-41. - 
Grau, L. Е. & CHRISTIANSEN, J. (1975) First-pass meta- 
bolism ọf imipramine in man. Clin. Pharmacol. Ther., 
18, 555-62. E 
ALEXANDERSON, B. (1972) Pharmacokinetics of nortrip- 
tyline ih man after single and multiple oral doses. 
Europ. J. Clin. Pharmacol., 4, 82-91. 
ZiggLER, V. E., Мушк, І. W. & Biacs, J. T. (1977) 
Serial (steady-state tricycle antidepressant plasma 
measurements. ў. Pharm. Sci. In press. 


4 


A NOTR; ON THE NATURAL EXPRESSION , 
OF PAIN " ; 

Dear Sm, 
There is a common belief that pain has some 
natural or inborn expression. However, expressions 
of pain differ from one culture to another, and some 
cultures even train their members to suppress these 
as well.as other signs of distress. Also, within. the 
same culture pain may be expressed in a: variety of 
ways. A person who is physically hurt may, for 
example, make grimaces, cry out loud, or swear. 
Thus, when the reactions of adult members ofa 
culture are considered, there seems to be no. way 
that pain can be linked with any specific expression. 
Neither does there seem to be any clear-cut relation 
between intensity of the pain felt and the magnitudé 
of the pain reaction. Thus, if pain has some natural 
expression this should be sought are in the onto- 
genesis. i 
Everyday observations of children ое that they 
аге more apt.to cry when they know!someone. is 
watching them than if they believe themselves alone. 


' 
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«А child who plays out of sight and hurts himself, 
typically first starts to run towards the parents, and 
only after a while begins to cry. Such observations 
indicate that there is no simple connection between 
the pain felt and its expression even in children. 

In contrast to an idea of naturally expressed pain, 
is also the fact that children with early infantile 
autism may hurt themselves without showing any 
visiblg reactions. For example, Mahler (1952) reports 
that an autistic child, seeing his mother light a 
cigarette with a lighter from the dashboard of the 
car, seized the lighter and burned his mouth, appa- 
rently without feeling any pain. This failure to 
express pain has been interpreted as a sign that 
autistic children suffer from some defect in the 
nervous system which make them insensitive to pain 
(Rimland, 1964). There is, however, another 
possibility ; that expressing pain is primarily com- 
municative. 

Several case histories of autistic children support 
the idea that expression of pain is linked with com- 
munication in a wider sense. If children who show 
insensitivity to pain improve to the point where they 
begin to communicate, they typically also begin to 
express pain. This might be due to some improvement 
of the nervous condition of these children, but this is 
not a likely explanation since comparable courses 
of development are found among the congenitally 
blind, and children raised in institutions (Keeler, 
1958; Provence and Lipton, 1962). These children 
may fail to show pain at an early age, but at later 
ages communicate both their pains and pleasures. 
There is no reason to believe that they share some 
neurological pathology with the autistics. The 
children do, however, face difficulties during their 
development which may hamper the acquisition of 
communicative skills, indicating that expression of 
pain may be dependent upon communicative ability. 

Furthermore, if the expression of pain depends 
upon the child’s communicative ability, it follows 
that children who differ in their means of com- 
munication should also differ in their expressions of 
pain. A case which apparently demonstrates this 
has been brought to our attention. A fifteen-month- 
old normal hearing boy with deaf parents fell down 
the stairs and cut his forchead. He bled freely, but 
did not cry. He did, however, run to his parents 
pointing demonstratively to his forehead. Thus the 
boy expressed his pain according to his parents’ 
communicative abilities, and was duly rewarded 
with attention and care. This happened while the 
family were on a visit to hearing relatives for a 
couple of months. The relatives were shocked by the 
boy’s ‘unnatural’ reactions, and as a consequence of 
this the deaf parents employed a hearing house- 
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keeper when they returned home. During the stay 
with his hearing relatives the boy more frequently 
started to cry when hurting himself. 

The case of this boy, as well as the other above 
mentioned observations makes it a warranted 
suggestion that pain has no natural expression. 


HARALD MARTINSEN 
STEPHEN v. TETZGHNER 


Institute of Psychology, 
University of Oslo, 
Blindern, Oslo 3, 
Norway 
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MORE ON ALCOHOLISM AND DEPRESSION 
Dear Sm, 


Galdi and Bonato (Joumal, August 1977, 131, pp 
221—2) took an interesting epidemiologic approach to 
elucidate the relation between alcoholism and 
psychiatric disorder. However, a number of 
conceptual and methodologic reservations must be 
raised in addition to those mentioned by them. 

Hospital admission rates reflect treated prevalence, 
not incidence, especially in the case of depression. 
Over a third of affectively ill patients in Helgasson’s 
epidemiologic study were not admitted to hospital 
anywhere for their illness (2). This rate is subject to 
the vagaries of fashion, accessibility, administrative 
and clinical interest, budgeting, reporting, social 
attitudes, etc, in addition to actual changes in level 
of need. 

It is noteworthy that admission rates for psychiatric 
disorders also increased significantly during the six- 
year period in question. There is evidence that in the 
long run this rate as well as the prevalence of psy- 
chiatric disorders should remain steady (1, 3). 
Therefore such a marked increase may reflect 
transitory, atypical trends in Sweden. 

Further, patients with so-called depressive spectrum 
disease (DSD) (6), a depression closely linked to 
alcoholism familially, have a different rate of hospital 
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admission from patients with pure depressive disease 
(PDD). Van Valkenberg ef al (4), in a study com- 
paring the two groups found that DSD patients had 
а 26 per.cent chance of being re-admitted after the 
index admission, compared to 44 per cent of patients 
with PDD (P < 0-025). This reflected a 23 per cent 
rate of one or more relapses among the DSD patients, 
compared to 48-7 per cent relapse rate among PDD 
patients (P < 0-005). 

DSD patients might then be underrepresented in 

rates of hospital admission for psychiatric disorder 
' as compared to other depressed patients. This would 
be particularly true if DSD patients suffered from 
less severe symptoms than the PDD patients. That 
there may be a differential severity in different types 
of depressions has already been shown, e.g. Weissman 
et al (5) demonstrated that secondary depressions 
have fewer symptoms than primary depressions. 

A loosening of restrictions on alcohol should not 
strongly affect such rates, since DSD patients tend 
not to abuse it (6). Patients in whom alcoholism is 
a primary disease would need hospital admission for 
alcoholism; however, it is their non-drinking relatives 
(usually females) who typically need to enter psy- 
chiatric hospitals for depression. Whether the alco- 
holic male relations of depression spectrum patients 
would suffer depression if the source of alcohol were 
denied is currently unknown. It is certainly worth 
investigating. Failure to show an inverse relation in 
admission rates does not disprove a link between 
alcoholism and psychiatric disorder. 


Davip BENAR 
GEORGE WiNOKUR 


Department of Psychiatry, 
The University of Iowa, 
College of Medicine, 
Towa City, Iowa 52242 
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THE RIGHT WAY TO TREAT 
SCHIZOPHRENIA? 
Dear Sr, 

A schizophrenic patient in her thirties, after 
occasionally taking trifluperazine for two years and 
having four hospital admissions in that time, was put 
on to depot flupenthixol in 1973 and after eleven 
months developed fairly severe tardive dyskinesia 
with generalized chorea. 

Her neuroleptic was replaced with pimozide 4 mg 
every morning, and in the course of the next five 
months her abnormal movements disappeared en- 
tirely. Shen then refused to take her tablets, but four 
months later appeared in out-patients again com- 
plaining of auditory hallucinations and ideas of 
reference. Shen then took her pimozide in a dose of 
4 mg every morning for six months, when it was 
reduced to 2 mg, and for the next two years I thought 
that she had religiously taken this medication with 
complete control of her illness. In fact she now tells 
me that she takes the pimozide for two months, and 
then leaves it off until her voices return, which usually 
takes about twelve weeks, to re-start the antipsychotic 
for another two months. 

She seems to have achieved the object that we 
should all be striving for, and that is to control 
psychosis with the smallest dose of neuroleptic. 
Would that all patients had such insight. 


. ALAN C. GIBSON 
St Ann’s Hospital, 

Haven Road, 

Canford Cliffs, 

Poole, Dorset BH 13 7LN 


AN OPEN LETTER ON WARD ROUNDS 


Dear Sm, 

І have recently been a patient in a large psychiatric 
hospital. Each week there was a ward round or 
meeting, as it was called. I would like to question the 
therapeutic value of these. 

I believe that it is current psychiatric practice to 
interview the patient in front of the whole psychiatric 
team; some of whom have nothing to do with that 


112 


particular patient.: In my opinion this is wrong. How 
can a doctor get the best out of a patient if he inter- 
views them in front of people they may not know or 
trust? To give an example, the majority of my 
treatment was physiotherapy, as I am disabled. The 
physiotherapist attended the meetings for every 
patient, even though I was the only person she 
treated. I was often asked by my fellow patients 
who the lady in the white uniform was. They were 
oftén confused as they did not come across her 
during their treatment, — : 

Many patients came from the room crying. A 
typical example is that of a young married woman 
who went into the room and found that it was full 
of people she did not know. She was consumed with 
fear, dried up completely and burst into tears. She 
was зо distressed that she worried her husband even 
more than he was already. I know that it is held by 
some people that tears are a good thing. However, 
surely it is bad to induce them in public, so adding to 
the discomfiture of a person who is probably 
distressed already? , 

There were few patients who were not affected in 
some way. I know that it always brought out the 
worst in me. One of the doctors once asked me if I 
thought ward meetings were like vivas. (I am a 


CORRESPONDENCE 


graduate in an allied medical profession and so I am 


-used to vivas.) I told him that ward meetings are 


much worse than vivas. In vivas I. could give the 


‘right answers, in meetings I never could. I quite 


appreciate the need for a regular team meeting. It is 


‘obviously: necessary to coordinate treatment and 


review progress. However, I see no point in having 
the patient there. I asked the doctors the purpose of 
having such a meeting, and they seemed to have no 
concept that there is anything traumatic in it for 
the patient. It is not very pleasant for one woman to 


‘be asked about the regularity of her intercourse with 


her husband, in front of a whole lot of strangers. In 
fact one might call it degrading. Many of the nurses 
agreed with me that they would not like tó go through 
a ward meeting themselves. I know I never told the 
consultant anything of significance during the 
meetings, Our encounters were often stormy, yet I 
would readily talk to him in private. 

There is presumably some theory to support this 
type of meeting. I would be interested to know how 
they can be justified, as I cannot see any therapeutic 
value in making a patient more unhappy than he 


P 1 An Ex-PATIENT 
(Name withheld by agreement) 


` ' ' А СОВВЕСТТОМ 


In the article ‘Non-accidental Injury in Children’ by the late Peter Scott (Journal, October 1977 131, pp 
366-80), Table I showed N.E. Wiltshire to have a population of 2 million rather than 200,000 (one-fifth of a 
million); furthermore, the rate of battering in the ‘Leeds and Manchester Metropolitan Districts should have 
been 1:12 new cases per thousand children under 4 years old per year, not 12 new cases per 1,000. 


# 


* . * 
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> NOTICE TO CONTRIBUTORS 


The British Journal of Psychiatry is published monthly under the auspices of the Royal College of Psychiatrists. 
The Journal publishes original work in all fields of psychiatry. Communications on general editorial matters, 
including manuscripts for publication, printed matter and books for review, should be sent to The Editor, 
Royal College of Psychiatrists, 17 Belgrave Square, London SW1X 8PG. 


Contributions are accepted for publication on condition that their substance has not been published or 
Submitted for publication elsewhere. The Journal does not hold itself responsible for statements made by 


contriButors. Unless so stated, material in the Journal does not necessarily reflect the views of the Editor or of 
the Royal College of Psychiatrists. 


Articles published become the property of the Journal and can be published elsewhere in full or part only 
with the Editor’s written permission. 


Manuscripts Three high quality copies (one of which should be the original typescript) should be submitted. 


Articles must be typed on one side of the paper only with double spacing and wide margins, and the pages 
must be numbered. 


The title should be brief and to the point. A sub-title may be used to amplify the main title. The namés of 
the authors should appear on the title page; their names, degrees, and affiliations should be given at the end of 
the paper. 


A summary should be given at the beginning of the article. It should be brief and factual and not normally 
more than 120 words. 


References should be listed alphabetically at the end of the paper, the titles of journals being given in fuli. 
For the reference list, authors should follow the style of the Journal and study the illustrations set out below. 
Titles of books and of journals will be printed in italics and should therefore be underlined in the typescript. 


KENDELL, R. E. (1974) The stability of psychiatric diagnoses. British Journal of Psychiatry, 124, 352-8. 
Rurrer, M., Tizarp, J. & Wurrmorg, К. (1970) Education, Health and Behaviour, p 14. London: Longman. 


Scorr, P. D. (1964) Definition, classification, prognosis and treatment. In Pathology and Treatment of Sexuai 
Deviation (ed. I, Rosen). Oxford University Press. 


Durxuem, E. (1897) Le Suicide. Paris. Translated 1952 as Suicide: A Study in Sociology, by J. A. Spaulding 
and C. Simpson, pp 191-206. London: Routledge and Kegan Paul. 


In the text, references should be made by giving in brackets the name of the author and the year of 
publication, e.g. (Smith, 1971); or ‘Smith (1971) showed that . . > 

Symbols and Abbreviations Follow ‘Units, Symbols and Abbreviations, a Guide for Biological anc 
Medical Editors and Authors’ (1971, The Royal Society of Medicine, 1 Wimpole Street, London W1M ВАЕ. 
Terms or abbreviations which might not be understood by the average reader should be explained. 


Tables and Figures Each table and figure must be on a separate sheet and its desired position in the 
text should be indicated (Table II here). Figures should be original drawings or glossy photos (not photocopies) ; 
the author’s name and the title of the paper should be written in pencil on the back. Tables and figures should 
be self-explanatory, with adequate headings and footnotes. Units of measure must always be clearly indicated. 


Editing Manuscripts accepted for publication are subject to copy-editing and to editorial changes 
required for conformity with Journal style. 


Proofs A proof will be sent to the senior author of an article. Corrections other than printer’s errors 
may be disallowed or charged to the authors. Reprints prepared at the same time as the Journal should be 
ordered for ail authors from the printers when the proof is returned to the Editor. 


General advice to authors In the assessment оў papers submitted to the Journal, great importance is attached 
to conciseness and clarity. Authors should study ‘General Notes on the Preparation of Scientific Papers’, published 
by the Royal Society (6 Carlton House Terrace, London SWrY 5AG), 1974 edition. They should check the 
accuracy of all references in their manuscript and ensure that dates and spellings correspond in the text and 
reference list. 


| the most rapid-acting (Conn, 1973); and the ony available non- hydrazine MAOI antidepressant 





ће moodis is one of grief: and misery... the futureis foreseen as hopeless ru ruin. Anxiety is mixed with it, 
often i in extreme degree . . "Price s Textbook of the Practice of Medicine, 79 73) 


'Parstelin' incorporates tranylcypromine (‘Parnate’), the most effective (Goodman & Gilman, 1975), 





у s Drugs, 1970). 


'Parsteli in' also contains tiuoperazine (‘Stelazine’}, well known for its efficacy in сойгон ing anxiety, | ` 
tension, irritability, tear, and other manifestations of amational distress. 5 


Used with due regard for its recommended precautions, ‘Parstelin’ is a well-tolerated and highly 
effective therapeutic combination. : 





because depression is often complicated by anxiety | 








SKSSF "Smith Kline & French Laboratories Limited Welwyn Garden C ity Hertfordshire 


* 
References: Price's Textbook ofthe Practice of Medicine, Tih £d. (973) Oxford University Press. London, p. 1389; Goodman. LS £r Gilman, A 0975) The 
Pharmacological Basis of Therapeutics, 5th Ed , Macrniltan. New York, p. 187: Conn, Н.Е 1973) Current Therapy. Saunders. Philadelphia, р 842: Today's 


Bragg? 89870) Веб Medical Association, London, p. 166, Parstelin! 'Parnate/ and ‘Stel azine’ are tradé marks. Full information is available or "reiuest 
PADIS 
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“Largactl* is supplied as tablet 
овоот (176 and 2.596]. Syrum, 
oo Pull prescribing information 


ES *irade. mark of May: & Baker L 
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ST. ANDREW'S HOSPITAL, NORTHAMPTON 
PRIVATE PSYCHIATRIC CARE—A COMPREHENSIVE FACILITY 


St. Andrew's aims. to provide the best in psychiatric care in a comfortable and relaxed 
environrrfent, Staffed by eight full-time Consultant Psychiatrists, three Clinical Psychologists and 
with a full complement of skilled nursing and rehabilitation staff, the hospital offers a broad range 
of psychiatric treatments. Care is provided on a short, medium and long term basis and the 
following specific units are available: 


SHORT TERM ACUTE TREATMENT PSYCHOGERIATRIC 

ALCOHOL TREATMENT BRAIN DAMAGE AND EPILEPSY INVESTIGATION 
BEHAVIOUR MODIFICATION PSYCHOTHERAPY 

DAY HOSPITAL MENTAL HANDICAP 


Out-patient facilities are available at the hospital, at 148 and 152 Harley Street, London W.1., 
Oxford and Bedford. К 


St. Andrew's is an Independent Hospital and subscribers to the main Private Contributory 
Schemes may claim benefits within the terms of these schemes. 


Further details and brochures may be obtained from the Medical Director, 
St. Andrew's Hospital, Northampton. 
Telephone 0604 21311. 





The Retreat, York 


for Psychiatric Illnesses 














Founded in 1792 by the Quaker, William Tuke, who established the tradition of concern 
for patients as individuals. The Retreat is a 250 bedded private registered nursing home 
surrounded by extensive grounds on the outskirts of the historic City of York. It is easily 
reached by rail and motorways. 







Care and treatment is offered for most types of psychiatric illness on the short or long 
term in a sympathetic and friendly atmosphere. Patients suffering from neuroses, 
psychoses, alcoholism and dementia are treated in surroundings suitable for their indivi- 
dual needs. 








The Nursing Home is a registered charity and is able to offer inclusive care in shared 
accommodation from £11.50 per day or in single rooms at slightly increased charge. The 
Nursing Home is recognised by the main private patient schemes. 








For further details apply to The Medical Director, The Retreat, York YO1 5BN 
(Telephone 0904-54551). 
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Years ahead 
with clinical experience 
and controlled research studies 


Modecate 


(fluphenazine decanoate) 


internationally accepted as the standard depot treatment for schizophrenia 


Full prescribing information is available from: 


"Technical Department, E.R. Squibb & Sons Ltd., Regal House. Twickenham, TWi3QT. SQUIBB 


"M | ' 
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Some antidepressants 
enable your patients 
totake life 
more easily 





In depression the risk of suicide is increased. 
Many antidepressant drugs increase this risk considerably. 
Fluanxol is effective, non-sedating and quick-acting in the 
treatment of depression. In addition clinical reports ° 
show that in overdosage it lacks the acute toxicity of 
other antidepressants — up to 3 months’ 


Fluanxol 5. 
controls the depression and reduces the risk of fatality. 


suicide attempts. 
Lundbeck Limited, 48 Park Street, Luton, Bedfordshire LUI 3HS. Te! : Luton 411482, Jede 





early 






BOWDEN HOUSE CLINIC 


Harrow-on-the- Hill, Middlesex 
Tel: 01-864 0221 
Only 20-25 Mins, from London 
via Westway Extension 


Founded in 1911 by Dr. H. Crichton-Miller 


A non-profit making Charity outside the National 
Health Service 


A private clinic (all patients having single rooms) for 

the treatment of patients suffering from neuroses, 

psychoses, psychosomatic disorders, drug 
addiction and alcoholism, 

Treatment is supervised by experienced psychiatrists 

whose services are inclusive in the patients’ fees. 
A full physical examination and pathological investi- 
gations are made in the first week. 

Facilities are also available to Consultants wishing to 

treat their own patients independently. 


Apply for details: Administrative Secretary 
Applications for admission to the Matran 

















il 
Mentai Heaith Foundation 


FELLOWSHIPS 


Applications are invited for Mental Health Foundation 
Fellowships from suitably qualified persons wishing to 
pursue Full-time Research Work bearing on problems of 
mental health, mental illness, or mental handicap, whether in 
clinical psychiatry or їп опе of its supporting sciences. 

Both Junior and Sentor Fellowships are offered in the 
salary ranges of Junior/Senior Lecturer, Junior/Senior 
Registrar, according to seniority and experience, plus 


superannuation, The appointments, which are also open to 
candidates from overseas, will be up to three years in the 
first instance and in exceptional circumstances may be 
extended to five years. Interviews will be held in May in 
London and the Fellowships will be taken up between the 
following July 1st and March 31st. Overseas candidates if 
shortlisted, must attend for interview at their own expense. 


Closing date: March 31 


Application forms and farther information may be 
obtained from the Secretary, Research Committee, Mental 
Health Foundation, 8 Wimpole Street, London WIM 8HY. 
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The addition of Disipal to phenothiazine therapy enables optimum therapeutic sésponse tobe achieved 
without unacceptable side effects. Disipal also elevates the patient's mood, thus relieving the depression so 
often associated with majortranquillizer therapy. mr 

Drag of choice 


Following a three month double blind crossover trial, the authors concluded that; "orphenadrineis the drug 
ү 


г of choice inthe treatment ofdrug-induced extra-pyramidal reactions and depression: 
Increased response: СЕСЕ А 
at“the introduction oforphenadrine in the treatment ofa patient whose 


Furthermore; the authors postulate th 
“peaponse to. phenothiazines is not maintained, might well resultin further benefit?! 


For patients on major tranquillizer therapy 


Ф > 





ж controls extra-pyramidal reactions 
x elevates patient mood. 


1 Capstick Naf Ин. Мед, Bes, 1976,4 (б, 435, Disipal orphenadrine hydrochloride B.P, is атешин trade ius 


Full prescribing information on request from— 


С Brocades Great BritainiLtd | . 


firocades House, Pur Ново, West Byllee!, Weybridge. Surrey Kid BRA 
Telephone: Byfleet 40530/42297 Telex: 917301 
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PSYCHIATRIST 


(Joint Appointment) 


Saskatchewan Department of Health 
and the 
University of Saskatchewan, Canada 


The Department of Health, Psychiatric Services Branch together with the University of Saskatchewan and the 
Regina Gemeral Hospital are considering applications for a joint appointment to a position as the Regional 
Director for mental health services in Regina and region. . 

* Saskatchewan is internationally known as one of the most progressive provinces in North America in the 
psychiatric field. We have pioneered the community care approach while maintaining the tradition of outstanding. 
quality service. The Regina Region provides a comprehensive community-based program servicing a population of 


The Regional Director will be responsible for the direction of 6 full-time psychiatrists delivering mental health 


Services with interdisciplinary teams drawn from a professional group composed of 7 psychologists, 12 social 
workers, 7 community nurses, 9 therapists, 28 nurses and supporting staff. 

We would be interested in a graduate of an accredited medical school with post-graduate training in psychiatry 
and considerable psychiatric and administrative experience. If you graduated in Canada, United Kingdom, 
Ireland, Australia, New Zealand, South Africa, or the United States, you may be eligible for a full medical license 
in our province. 

This is a challenging senior administrative and clinical position with the University of Saskatchewal. 
Saskatchewan offers the choice of a rural or urban lifestyle with a relatively pollution-free environment and a 
bounty of recreational opportunities in the southern plains or the northern forests and lakes. 

Salary up to $55,785— Regional Director Ш. 

Relocation assistance is available with a two year service commitment. 

The appointment will be to the classified service under the authority of the Public Service Commission. This 
competition will not close until an appointment is made. 

If you are ready for the bounties that a Ше and career in prosperous Western Canada can offer, contact: 


Dr. Hugh Lafave, Director, Psychiatric Services Branch, Department of Health, 3211 Albert Street, Regina, Saskatchewan, 
Canada. 54$ 0A6. 





MSSOURI 

INSTITUTE 
of 

PSYCHIATAY 


McMASTER 
UNIVERSITY Post Doctoral Fellowships 


The Missouri Institute of Psychiatry in St. Louis announces a 
major expansion of its Psychiatric Post-Doctoral Fellowship 
Program. A university based, multidisciplinary, psychiatric, 
educational and research center, the Missouri Institute of 





Psychiatrist with broad interest in the Psychiatry is also affiliated with several State Department of 
Mental Health and community hospitals. Qualified faculty and all 
assessment and treatment of fellows receive academic appointments in the Department of 
Я ; И Psychiatry, University of Missauri-Columbia, School of Medicine. 
psychiatric disorders of adolescents, The Post-Doctoral Program offers 2-3 years of post residency 
А Кх clinical experience and research oriented training in the areas of 
and a strong commitment to clinical Psychobiology and Mental Health Information Systems. A 
; | fellowship in Administrative Psychiatry is also available. Clinical 
research. Please reply with and basic science research training is under the guidance of 
д А internationally recognized experts in psychopharmacology, 
curriculum vitae and two letters of biochemistry, neurophysiology and.computer applications, 
3 backed by outstanding library facilities. Salaries-— $27,000. For 
reference to Dr. J. H. Cleghorn, further information, interested physicians who have completed a 
Я Residency or equivalent in Psychiatry or Neurology should write: 
Professor and Chairman, Depart- 
E P John Barton, М.О. 
ment of Psychiatry, McMaster Uni- Department of Psychiatry 
é » University of Missouri-Columbia 
versity, 1200 Main Street West, School of Medicine i 
r : a Missouri Institute of Psychiatry 
Hamilton, Ontario, Canada L8S 4J9. 5400 Arsenal Street n a 
{ St. Louis, Missouri 83139 


The University of Missouri is an equal opportunity employment 
institution. 
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THE NATIONAL UNIVERSITY OF 
LIMBURG 
THE NETHERLANDS 


The Medical Faculty of the National (State) 
University of Limburg, The Netherlands, has a 
vacancy in the field of Clinical Psychiatry for the 
position of 


PROFESSOR 


The suitable candidate will be responsible for the 
contributions of the group Clinical Psychiatry to the 
activities of education, research and health care of the 
faculty. 


An experienced- clinician is required who is prepared to: 


adapt his/her contribution to education in accordance with: 


the basic philosophy of the faculty; 

develop his/her research in. the framework of multi- 
disciplinary group projects; 

render assistance in the construction of a first-rate patient 
care system within the Psycho-medical Institution of 
Vijverdal; 

focus attention upon the collaboration between clinical 
and ambulant facilities. 


in order to carry these activities out, setting up a team of 
scientific staff in which the most important sub- 
specialisms of his/her profession is adequately represented 
(e.g. biological and psycho-dynamical psychiatry) is 
warranted. 


Interested persons for this function, or recommendations 
for possible candidates are requested to apply to: 


Head of the Personnel апа Student Advisory Department, 
The National (State) University of Limburg, Post Office Box 
616, Maastricht, The Netherlands. 

Kindly place vacancy number GM on letter as well as 
envelope. 


Further information can be acquired with the Dean of the 
Faculty of Medicine, 


Prof. dr. В. G. J. Willighagen, Tongersestraat 53, 
Maastricht, The Netherlands. 


Telephone number: 043-88 88 86, extension 132. 




















senile par to grow old 


without growing troublesome, 


Many patients become confused, agitated and 
difficult to manage as they grow older They 
often become unco-operative arid aggressive 
towards those who wish to careforthemand , 
place a considerable extra burden on nursing staff, 
SPARINE (promazine hydrochloride B.P} reduces 
agitation without causing over-sedation and helps 
to make them more co-operative, alert and active. 


Sparine calms and controls 


elderly, agitated patients 


Full prescribing information is available on request 
Wyeth Laboratories, Taplow, Maidenhead; Berks. 
*trade marks Sp. 37. 


SD arine allows 





Wyeth 


44 
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NEW Mk.4 E.C.T. APPARATUS: 


DUOPULSE, ECTONUSTIM, 
ECTONUS & ECTRON 


Also 


SOMLEC 
ELECTRO SLEEP APPARATUS 


Send for full details 


ECTRON LTD. 


KNAP CLOSE, LETCHWORTH, HERTS. SG6 IAQ 
ENGLAND 


Telephone: LETCHWORTH 2124 — Cables: ECTRON LETCHWORTH 


THE TAVISTOCK CLINIC 
in conjunction with 


THE TAVISTOCK INSTITUTE OF HUMAN RELATIONS 
SCHOOL OF FAMILY PSYCHIATRY AND-COMMUNITY MENTAL HEALTH 


Advanced Training in Family Therapy 1978/79 


Applications are invited for a multidisciplinary clinical training in family therapy for psychiatrists, particularly with child or 
adolescent experience, ar other medically qualified practitioners who work with families and marriages, 


A 2 day per week programme will include clinical work with families in the Department for Children and Parents with 
supervision using video tapes and one-way mirror observation, together with theoretical and experiential seminars, 
Thera will be opportunities for members to teach in various training events. 


There will also ba the possibility of a further year's programme involving a commitment of 1 day per week. 
Closing date: 28th February. 1978 


Application forms and further details are available fram: 


The Executive Officer (Training), 

School of Family Psychiatry and Community Mental Health, 
The Tavistock Cantre, 

120 Belsize Lane, 

London NW3 5BA 
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Ativan 


(lorazepam, Wyeth) | “л, А 
stands out in the treatment of anxiety 


Unlike most other benzodiazepines, ATIVAN has a 
direct one-step metabolism and is converted 
almost entirely to one inactive metabolite. ATIVAN 
thus ensures a more rapid and predictable 
anxiolytic response from your patients with fewer 
unwanted effects. 


Ativan — rapid and predictable anxiolytic response 


тоун ів presented às yellow tablets containing 2.5 mgorazeparm. (A Бие oblong tablet andan injectable 





form are also available.) Further information is available on request to the Company. 
Wyeth Laboratories John Wyeth & Brother Ltd. Taplow, Maidenhead, Berks. “trade marks 


м Biofeedback Systems Ltd 


THE NEW 100 SERIES OF BIOFEEDBACK INSTRUMENTS — AN EFFECTIVE AID IN THE 
TREATMENT OF PSYCHOLOGICAL AND PSYCHOSOMATIC ILLNESS 


Biofeedback training enables the patient to jearn 
conscious control over the changes in physio- 
logical functions associated with many disorders. 
The technique is used in more than 100 U.K. 
hospitals and clinics, The 100 SERIES has been 
designed specifically for clinical use and combines 
high technical specifications and superior feedback 
facilities with ease of practitioner and patient 
operation, Each unit is covered by a Comprehensive 
5 year guarantee and complies with the HTM8 
safety code, The range comprises: 


*EMG 100 for control of muscle activity 

*SCL. 100 for control of skin conductance 

*HR 100 for control of heart rate 

*EEG 100 for contro! of alpha and theta EEG 
activity, *T 100 for control of skin temperature 
Use them in the treatment of anxiety, phobias, 
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tension and migraine headaches and stress- 
related disorders. ў 


For further details about the 100 SERIES and 
hooks ang tape cassettes on biofeedback please 
contact: : 


Biofeedback Systems Ltd., 6 Lower Ormond St., 
Manchester M1 5QF, England. Tel 061 - 236 1283 
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ANNUAL SEMINARS IN 
FAMILY PSYCHIATRY 


* THE INSTITUTE OF FAMILY PSYCHIATRY 


THE IPSWICH HOSPITAL 


19th—23rd JUNE, 1978 


The course has been designed for trainee psychiatrists as an introduction to the new 
approach of FAMILY PSYCHIATRY. It will be residential in the relaxed atmosphere 


of beautiful Hengrave Hall, a Tudor mansion. 


There will be coverage of the whole field of Family Psychiatry with particular 
sessions devoted to Theory, Family Psychopathology, Family Diagnosis, Family 


Psychotherapy and Vector Therapy. 


Particulars from the Secretary of the Institute of Family Psychiatry, 23 Henley 
Road, Ipswich IP1 3TF. Telephone: Ipswich (0473) 214811. 


Mental Health Foundation 


RESEARCH GRANTS 


The Research Committee of the Foundation exists to 


foster and support research in all fields bearing on mental 


The Committee meets 
RESEARCH GRANTS TO PROVIDE SCIENTIFIC 


health, mental iliness.and disorders of mental development. 


twice a year to award 


ASSISTANCE, EXPENSES or EQUIPMENT for research 


workers. 


For Grant application forms and further details apply in 
writing to: 


The Honorary Secretary. 
The Research Committee, 
Mental Health Foundation, 
& Wimpole Street, 
London WIM 8HY. 


Mental Health Foundation 
8 WIMPOLE STREET — LONDON WIM BHY 
Telephone: 01-580 0145 
Announces that 
the Sir Geoffrey Vickers Lecture entitled 
THE STUDY OF RELATIONSHIPS-—IN QUEST OF A 
SCIENCE 
will be given by 
Professor Robert Hinde 
MRC Unit. on the Development and Integration 
of Behaviour 
Cambridge 


at the 
Middlesex Hospital Medical School, Cleveland Street, 
London W.1 
on Wednesday, 8th February, 1978 at 5.30 p.m. 


The Chair will be taken by МЕ, DUNCAN DEWDNEY, 
C, B.E, BSc. 
Chairman, Research Committee of the Foundation 

All practitioners and students of medicine and its basic 
sciences are cordially invited to attend. Please apply for an 
invitation card to the 

The Honorary Secretary, 

The Research Committee, 

Mental Health Foundation, 
8 Wimpole Street, 
London WIM 8HY. 
(There are no parking facilities) 











Whether the patient is agitated or Within three to four days, anxiety Evadynne lbu hydrochloride) available as 
lethargic, depression is nearly always is relieved and che outlook starts Tables ad 25.n g arid 0 dg. in packs ОРО, 
dramatic. The present can't be to look more rosy, The patient Full préscribiig information is available on request. 
coped with ~ and the future is something | discovers that she сап communicate and 
to be feared. co-operate once more, As early as the 

For patients like this, Evadyne second week, the symptoms of 
combines a profound anti-depressant depression are relieved and the 
effect with a rapid anxiolytic action, way ahead зеет clearer. 


Provides a whole new outlook on the management of depression 
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... less on tl 
Exhibited antidepressant activity equal Less likely than imipramine or amitriptyline 


to that of amitriptyline early in the trial... to cause cardiac conduction defects, 
showed a tendency for greater efficacy both at therapeutic doses and in overdoses: 
at the end of the observation period.’ 


Causes less sedation, less pronounced 
Compared favourably with imipramine in autonomic side effects and fewer 
depression; more sustained effect, fewer cardiovascular effects than the prototype 
side effects and better toleration?” tricyclic, imipramine’ 


indications: depression with or without anxiety. Contraindications: glaucoma, urinary retention, hypersensitivity 
to the drug, Side effects: dry mouth and drowsiness аге most.commonly reported: Precautions: 
Sinequan may potentiate other compounds ~ e.g., monoamine oxidase inhibitors; not recommended i in 
pregnancy or children under 12 years of age. Packs and Basic N.H.S. Cost: 10 mg. capsules (PL. 57/5032), 
pack of 100, £2.20. 25 mg. capsules (P.L. 57/5033), pack of 100; £3.13. 50 mg. capsule es (PL. 57/5034), 
pack of 100, £5.18. 


1, Curr. ther. Res., 1974, 16, 470 
2. Curr. ther Res., 1971, 13, 327 
З. Paper presented at the Royal College of Psychiatrists, 
London, July 8-10, 1975 
4. Modern Medicine, July, 1972. 
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Prothiaden 
ificance of 
the new 75mg tablet? 


Presentation Prothiaden is dothiepin hydrochloride ап antideptessant of the 

tricyclic group. 

Prothiaden is available as sugar coated tablets, each containing 75mg of dothiepin 
hydrochloride. The tablets are red in colour and bear the oeerprint P78 in white, 

itis also available in hard gelatin capsules each containing 25mg of dothienin 
hydrochloride. The capsules are red/brown in colour with the overpriat P25 in white, 
Uses Prothiaden is indicated in WA 
associated with depressive Illness. 
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Dosage and Administration Prothiaden should be given in a dosage of 75 to 150g" 
daily The following dosage schemes are suggested: 

Mild to moderate depression, 25mg three times daily of 

Moderate to severe depression, 150mg daily in divided аст Smale dose 

at night, (If the latter regimen is adopted, it is preferable tc use a smaller dose for the 
first low days), 

‘in certain circumstances, Le. in hospital use. Prothiaden has been given at dosages 
up to 225mg daily No dietary restrictions are necessary during treatment with 
Prothiaden. 


Contra-indications Warnings. etc, Prothiaden has anticholinergic properties; 
therefore, it may precipitate urinary retention in susceptible individuals and its use 
should be avoided in patients with existing or potential urinary retention. Patients 
with closed-angle glaucoma should nat be given Prothiaden and the occurrence af 
à painful red eye in а patient receiving the drug may indicate acute closed "angle 
glaucoma. this requires urgent treatment. Ir patients withcchronie simple glaucoma, 
the risk of Prothiaden causing a rise in intraccular pressure is relatively small 
provided adequate anti-glaucoma therapy is being used. Caution is advised when 
treating epileptic patients and those with cardiovascular disorders. From studies in 
animals, И was concluded that Prothiaden had no teratogenic affects in the species 
tested. Nevertheless as with алу relativel new drug, the use of Prothiaden during 
pregnancy should be avoided if possible. 


Use with other drugs: Prothiaden should not be given concurenti with MAO 
inhibitors; nor should it be given within 14 days of ceasing treatment with an MAO 
inhibitor Prothiaden may alter the pharmacological elfacts of some concurrently 
administered drugs: CNS depressants, including alcohol and narcotic analgesics, 
will be potentiated, as will the effects of adrenaline and noradrenaline fit should be 
borne in mind that some local anaesthetic preparations contain these 
synipathomimetics). The hypotensive effect of certain antihypertensive agents 

(ea bethanidine debrisoquine,quanettidine] may be reduced, 


CSide effects) enerally the side-elfects associated with Prathiaden have been mild 
ed by reduced dosage. The following have been reported -dryness of 
mouth, constipation, disturbed accommodation, tassitude. dizziness. orthostatic 
hypotension, palpitations somnolence, tremor headache, 











Overdosage: The symptoms of overdosage with Prothiadan may i 
mouth, blurring of vision, tachycardia, tremor sweating, 
The main dangers from overdosage arise from uncon convulsions, 
abnormal cardiac rhythms, hypotension and depression o) r ation. The smallest 
dose of Prothiaden alone which resulted in the death of an adult was reported to 
be 0.75.-1.0g (30 to 40 x 25mg capsules) The largest dose trom which recovery 
took place was reported to be 50g (200 х 25mg capsules] in view of the mang 
factors which influence the outcome of an overdose, these figures should rot bue 
considered. in isolation, 


Treatment of overdosage: Gastric lavage: in the unconseiius patient or where the 
cough reflex ts depressed the lungs should be protected by a cuffed endatracheal 
tube. Repeated gastric intestinal aspiration may remove drug and metabolites 
exoreted into the qut via the bile. General support of the circulation with continuous 
ЕСО monitoring is advised. Abnorralities of cardiac rhythm and epileptic con- 
vulsions may occur and should be treated accordingly Forced diuresis and 
haemodialysis are not recommended. Bed-rest is advisable, even after clinical 
recovery. 


Pharmaceutical Precautions -Recommended storage conditions 5°C te 20°C, 
Legal Category POM. 
Package Quantities--Prothiaden Tablets (75mg! 100, 500. Prothiaden Capsules 
(Бет) 100.600. 
Basic NHS Prices: 100x 25mg £157.— 600x 25mg £903 

100x 75mg £452 500x 75mg E2170 


Product Licence Number Prothiaden capsules PL 0096/5007. Prothiaden Tablets. 
PL 0096/0046. 
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Review Article 


Mental Health and the Environment 


By HUGH FREEMAN 


Introduction 


Like Moliére’s Monsieur Jourdain, who 
discovered to his delight that what he had been 
speaking for so many years was actually prose, 
we have become aware fairly recently that our 
familiar surroundings are ‘the environment’, 
This is not without significance; anthropology 
has shown that the attribution of a name can 
itself result in objective changes to real pheno- 
mena. Attaching a label is thus the beginning of 
a process of identification and analysis, with a 
view to possible intervention. Such a process is 
most overdue in relation to the psychopatho- 
logical effects of the environment on individuals, 
but the whole subject, which one might well 
regard as crucial to the sciences of the mind, has 
been so neglected that it lacks not only scientific 
data but even properly defined concepts. This is 
surprising, since European psychiatry at least 
acknowledges for most disorders a multifactorial 
origin which must surely include aspects of the 
environment; in the present state of knowledge, 
though, these aspects can be no more than 
roughly assessed. Correspondingly, few recom- 
mendations with any true professional validity 
can yet be made by psychiatrists for environ- 
mental action to promote mental health. 

The core of specific data is therefore small, 
but there is a vast borderland of information in 
related areas which needs examining before a 
psychiatry of the environment can properly 
begin. Little more can be done here than to 
sample the more important contributions; the 
present author has reviewed some aspects of 
the subject previously (Freeman, 1972, 1975), 
and there is an annotated bibliography by Esser 
and Deutsch (1975). Craik (1973) states that 
the man-environment discipline has two con- 
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trary aspects: for architects or planners it is 
systematic analysis of the human behaviour 
related to the settings they create; for psycholo- 
gists it is the environmental contexts of that 
behaviour. Psychiatrists should probably pay 
equal attention to both aspects. 

As a note of caution, it must be emphasized 
at the outset that direct cause-and-effect 
relationships are very unlikely to be found 
between specific features of the environment 
and abnormal mental states or forms of psycho- 
logical malfunctionings. The intervening pro- 
cesses must be extremely complex, and Kasl 
(1977) has pointed out that one must include 
three factors in this equation (Person-environ- 
ment fit). These are: the objective social 
environment; the individual's perceptions of it, 
related to his personal characteristics; and 
finally, physiological, affective and behavioural 
reactions which act as mediators. 


Territoriality and Personal Space 


The concept of territoriality is well known 
from animal studies, though its significance for 
humans remains uncertain, as does the whole 
question of the need for personal space. This 
theme will be found to recur throughout the 
following discussion, particularly in relation to 
topics such as crowding, density and privacy, 
which are interrelated and are often confused 
with each other. Lee (1976) describes terri- 
toriality as a structuring of static space, for 
which a person feels some possessiveness; in 
most environments, some space has to be shared 
and elaborate social systems are contrived to 
allow this. “The. differences from animals are. 
so great that it seems more profitable to con- 
centrate on the ways in which (it) is culturally 
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learned. . . ^ Mercer (1975) sees territoriality 
in humans as a primitive rule-system; in situa- 
tions where normal cultural constraints do not 
apply, they will tend to fall back on this and use 
it to communicate intention in their interaction 
with others. An example (Lipman, 1968) is 
the use of chairs in an old people's home both 
as an assertion of identity and as a means of 
limiting social interaction to a feasible level. 
Fretdman (1975) argues against the existence 
of an independent territorial instinct, even in 
animals. Whilst almost all species seem to 
display territorial behaviour under some cir- 
cumstances, lack of space itself does not trigger 
aggressive or defensive responses, nor does it 
have other negative effects. Therefore, ‘terri- 
toriality’ becomes little more than a description, 
and since any expression in humans is more 
likely to be symbolic than is the case with 
animals, direct extrapolations from their beha- 
viour should be avoided. 

This is not to underestimate the significance 
of spatial factors, for which Hall (1968) has 
constructed a body of theory with the title 
‘Proxemics’, ie. ‘the interrelated observations 
and theories of man’s use of space’. He believes 
that mental processes апа behaviour take place 
within a cultural context, transmitted through 
both language and codes of spatial use; these 
codes vary from culture to culture and may also 
be subject to individual differences. Sommer 
(1969) referred to ‘personal space'—the area 
surrounding the body, into which intrusions by 
others are seen as threatening, thus resulting 
in anxiety and defensive behaviour. This was 
described by Horowitz et al (1964) as the ‘body 
buffer zone’, and since its extent is purely 
subjective it is governed both by culture and 
by personal characteristics of the individual. 
Their study found that people tend to keep a 
characteristic distance between themselves and 
both other persons and inanimate objects; 
however, schizophrenics generally place greater 
distances round themselves than non-schizo- 
phrenics, introverts more than extraverts, and 
violent prisoners more than non-violent. Mercer 
(op cit) suggests that these phenomena might 
be explained in terms of arousal, e.g. introverts 
becoming overloaded at a lower level of sensory 
input; behavioural adaptation, by enlarging the 
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buffer zone, could thus keep cerebral arousal 
within manageable limits. (This hypothesis, 
however, has yet to be tested neurophysio- 
logically.) Techniques such as encounter groups 
specifically involve the temporary disruption of 
normal rules for the use of personal space. 

Fried and DeFazio (1974) investigated terri- 
torial behaviour in New York underground 
railways on the basis that in any social system 
parameters of personal distance are maintained 
by physical environments, law and social 
custom, though expectations about these are 
mostly unconscious. They found passengers’ 
behaviour greatly influenced by the prevailing 
density; at rush hours, seating which provided 
physical separation from others. was unavailable 
and bodily contact between strangers occurred. 
Then, territorial defence becomes largely 
psychological, e.g. avoiding eye contacts, 
ignoring each other and seeming to be unaware 
of intruders. Despite overcrowding, however, 
behaviour remains regularized and predictable, 
indicating adaptation of biological tendencies 
to a very unnatural environment. When there is 
choice, through low density of passengers, 
people tend to sit as far apart as possible, which 
minimizes boundary conflicts and satisfies the 
need continually to avoid contact with strangers. 
On the other hand, the assured privacy of the 
personal car may be one reason for the declining 
use of public transport. 


Crowding and Density 

Though crowding and high density are 
usually considered to be the same thing, it is 
now generally agreed that, for scientific pur- 
poses, crowding refers to the number of persons 
per dwelling area while density refers to the 
number of persons per geographical area. 
Since crowding mostly varies with. local socio- 
economic circumstances, whereas density does 
not, the two may not in fact correspond at all. 
Furthermore, it is very difficult, because of 
cultural differences, to set amy absolute stan- 
dards for crowding. Chombart de Lauwe (1959) 
reported that in France rates of illness and social 
disorganization increased if there was less than 
8-ro square metres per person in a dwelling, 
and family equilibrium was disturbed at less 
than 12-14 square metres. In Hong Kong, 
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however, rates of mortality, morbidity, adult 
and juvenile delinquency and mental hospital 
admission were all found to be low, even though 
average household space per person was less 
than half the minimum suggested above 
(Schmitt, 1963). 'Thus it would seem that any 
effects of density on behaviour would depend 
on the mediating social structure. 

Cassel (1970) suggests that an association 
between crowding and physical disease may 
derive from the particular kind of stress that 
arises from accompanying disordered social 
relationships—in some societies at least. D’Atri 
(1975) found an association in prisoners 
between. crowding and rise in blood pressure; 
he:related this to works on animals, showing 
prolonged adrenal medullary response to 
psycho-social stimulation, though admitting 
that the mechanisms involved must be im- 
mensely complex. Levy and Herzog (1974) 
conclude from a review of the literature that 
crowding is unlikely to be a serious problem 
in the absence of abject poverty, lack of sanita- 
tion, poor nutrition, etc. It is then more of an 
irritant and social strain, which may precipitate 
psychoneurosis or other mild forms of maladjust- 
ment, but is probably irrelevant in the main to 
physical disease and major mental disorder; this 
was confirmed in a study in New York by Kahn 
and Perlin (1967). Studies of parasuicide in 
Edinburgh showed initially that crowding (i.e. 
1:51 or more persons per room) was one of its 
most important correlates, but over the five- 
year period 1968-74 the difference in para- 
suicide rates between the overcrowded and the 
non-overcrowded entirely disappeared. In Aber- 
deen, however, Bain (1974) found a significant 
positive association between referral rates for 
all psychiatric disorders and both overcrowding 
and the number. of shared households. 

Several studies have tried to relate general 
area density to various indices of mental and 
physical health and of social pathology, but 
they have all had fairly serious methodological 
drawbacks. Levy and Herzog (op cit), however, 
repeated this work in Holland, where a high 
level.of services and virtual absence of severe 
poverty removed most of the usual conta- 
minating factors, though density there does 
not vary. widely. Surprisingly enough, density 
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was found to be strongly related to death rates, 
hospital admissions (general and mental), 
delinquency, illegitimate births and divorces. 
Crowding, on the other hand, only had a 
positive relationship to mental hospital ad- 
missions; Considering whether drift or social 
selection could be.the cause of the relationship 
between density and various pathologies, Levy 
and Herzog suggest that while this might be true 
for illegitimacy and delinquency, it would be 
unlikely to apply to the mortality and morbidity 
indices. There is some support for these results 
in the study by Schmitt (1966) in Honolulu, 
where density—but not crowding—correlated 
substantially with seven out of the nine measures 
of ill-health and social disorganization. How- 
ever, generalization to other societies should be 
very cautious, and reasons for these statistical 
associations are far from clear. Loring (1977) 
concludes that ‘density relates to health not as 
physical persons per some square measure but as 
overcrowding of social roles’, whilst Korte 
(1976), surveying the literature .on social 
behaviour, found no convincing evidence that 
either population density or crowding per se 
produced measurable changes. 

The subjects of crowding and high density 
have been comprehensively reviewed by Freed- 
man (op cit), whose experimental results 
indicated that crowding is not to be conceived 
in purely physical terms; the sensation. of 
feeling crowded is certainly related to having 
little space, but is distinct from it. No generally 
negative effects were found in subjects, from 
either the physical, mental or social point of 
view, when such usually associated factors as 
smell, heat, fear or discomfort were excluded. 
However, Freedman then proposes the Density- 
Intensity Theory, ie. that crowding merely 
intensifies an individual’s characteristic reac- 
tions to any situation. A sex difference was 
found, in that women saw being crowded as a 
less threatening situation than did men (Ehrlich 
and Freedman, 1971). Though the relevance of 
these laboratory experiments to real behaviour 
may be questioned, Freedman's general view 
deserves to be taken very seriously. 

Freedman also distinguishes between high' 
density and very large numbers; the latter may 
have. generally negative effects, influencing 
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people to withdraw and be more defensive. 
There is no justification, though, for the usually 
pessimistic view of high density in cities, which 
itself has never been shown to be harmful and 
is actually essential for the special qualities of 
city life. It should therefore be the aim of city 
planning and design to see that contacts between 
people can fake place in a positive way, e.g. by 
making streets lively and occupied places. 


The Urban Environment 


In spite of the very considerable volume of 
published writing on the subject, it is still not 
at all clear whether urban living is healthier than 
non-urban—in either physical or psychiatric 
terms. Kasl (1977) states: "This is not only 
because the rural-urban contrast is too global 
and involves too many variables . . . but also 
because the picture is further muddied Ьу... 
selective migration and by . . . cultural change. 
Furthermore, ‘urban’ may have very different 
meanings in, say, Scandinavia, North America 
and Asia .respectively. For one thing, health 
facilities tend to be more accessible in cities 
than in rural areas, and this may result in 
greater use of services and thus apparently 
greater morbidity, i.e. nosocomial factors. On 
the other hand, because of methodological 
failures, community health surveys have so far 
been no more informative; the Midtown 
Manhattan study, for instance, produced the 
Judicrous conclusion that over 70 per cent of the 
population there was psychiatrically abnormal 
(Srole et al, 1962). As Carstairs and Kapur point 
out (1976): *Cross-cultural comparisons have a 
great potential for determining the relative 
significance of environmental factors. ... How- 
ever, two major problems [are] establishing 
comparable definitions of psychiatric symptoms 
across cultures and lack of suitable techniques 
for measuring the relevant socio-cultural para- 
meters.” 

The psychological climate of cities has also 
been widely discussed, though very little of this 
has scientific validity; much of it stems from 
the work of Simmel (1903) who referred to 
‘the intensification of emotional life due to the 
‘swift and continuous shift of external and 
internal stimuli’. In a very influential article, 
Milgram (1970) points out the need to link 
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the demographic circumstances of urban life 
with the psychological experience of the 
individual. One such link is through the concept 
of information overload, which requires adapta- 
tions, such as reserving time and energy for 
only essential interpersonal contacts or blocking 
off channels of communication, e.g. by keeping 
doors locked or telephone numbers unlisted. 
Ina situation of high density and large numbers, 
new norms of behaviour evolve, which are 
basically those of non-involvement but also 
permit greater tolerance of the unusual than is 
likely in a small community. One relevant 
factor, particularly in areas with high crime 
rates, is an increased sense of physical and 
emotional vulnerability, and Cappon (1975) 
has pointed out that the American middle class 
is paying a high price to the urban poor in 
terms of a continual over-vigilance of the 
nervous system. However, adaptation may 
allow the long-term city resident to ignore 
aspects of its life which seem striking to the 
newcomer, and overload could be thereby 
reduced to some extent. 

Lipowski (1975) has provided a particularly 
useful discussion of information overload—a 
probable result of the man-made transformation 
of the physical environment and of the mass 
production of symbols and messages produced 
by information technology. This process accele- 
rates both cultural change and shifts in value 
systems, which make great demands on human 
adaptive capacity; such excessive demands are 
widely believed to be concerned in the high 
mortality from diseases such as coronary throm- 
bosis in developed societies. If, as is also believed, 
the ability of the human organism to process 
information is limited by its channel capacity, 
information overload would constitute a form 
of psycho-social stress, caused by excess of 
stimuli relative to a person's processing capacity. 
This would be likely to result in distress and in 
increased liability to disease. On the other hand, 
the coping strategies which a person may use 
to escape from this situation, such as excessive 
use of drugs or withdrawal by psychiatric 
breakdown, may well be harmful in themselves. 
Such a model clearly has relevance for schizo- 
phrenia, which is now thought to involve a 
constant state of over-arousal in the central 
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nervous system. Lipowski points out that all the 
hypotheses involved in this theory require 
validation. by multidisciplinary research, which 
should be seen as an urgent challenge by the 
scientific community; there is little sign, though, 
that this is yet happening. 

An allied concept is that of social overload. 
McCarthy and Saegert (1976) compared resi- 
dents, of similar accommodation and demo- 
graphic character, in high- and low-rise build- 
ings respectively of a public housing estate in 
New York. The subjects’ daily experiences, 
social relationships and orientation to the 
housimg were significantly different; the high- 
rise tenants saw more people and felt more 
crowded, felt less satisfaction, privacy and 
вату, and had greater difficulty in social 
relationships with neighbours or people out- 
side. The difference was more marked for 
tenants on higher floors, who had even more 
casual contacts. Whereas low-rise residents 
identified with their building, yet had outside 
social relationships, high-rise tenants saw it 
mainly as a conglomerate of alien spaces and 
threatening people. McCarthy and Saegert 
regard the unmanageable number of unrelated 
residents in high blocks as causing social over- 
load, related to the feeling of being crowded, 
which does not diminish by adaptation. Though 
striking, these findings do not extrapolate to 
people of higher social status and seem to involve 
some confusion between crowding and density; 
according to Freedman (of cit) it is the large 
numbers, rather than the density of people that 
is harmful in this situation. Newman (1975), 
however, makes a related point that the smaller 
the number of families sharing a defined environ- 
ment the stronger are their feelings of possession 
and concern for it. 

Another investigation was that of Bornstein 
and Bornstein (1976), who measured the average 
rate of pedestrial locomotion over a constant 
distance in 15 cities and towns in Europe, Asia 
and North America. A direct relationship was 
found between these speeds and the size of the 
communities’ populations, but not walking 
speed and degree of crowding in the street or 
the presence of shop windows, suggesting an 
adaptive mechanism, in the form of social with- 
drawal from the ‘overloading’ stimulation of 
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highly populated areas. It was concluded that 
the immediate social and physical environment 
affects cognitive and behavioural processes in a 
fairly predictable manner, even between varied 
cultures. i 

Among those stimuli which may overload 
people’s receptive capacity, noise must certainly 
be one of the most important. Interest in this 
question was aroused by a study (Abgy- 
Wickrama et al, 1969) showing highly significant 
associations between aircraft noise and mental 
hospital admission rates near London Airport 
in 1966-68. The whole subject has now been 
comprehensively reviewed by McLean and 
Tarnopolsky (1977), who state that existing 
evidence linking mental illness with noise is 
unsatisfactory and that noise-induced 'annoy- 
ance’ needs to be clearly separated from 
psychiatric morbidity. About 5 per cent of 
people do not show physiological habituation 
to meaningless noise and may well contribute 
to the noise-sensitive section of the population, 
who tend to score high on neuroticism: However, 
as was emphasized earlier, a number of factors 
must intervene between exposure to noise on the 
one hand and annoyance—-or possibly illness— 
in the individual on the other. 


Methods of Investigation 


Scientific investigation of the relationship 
between the environment and mental health 
involves mainly ecology and epidemiology; the 
first discipline is concerned with studying living 
organisms in relation to their environment and 
the second with variations in rates of illness 
related to the strengths of environmental factors 
in different populations. Bagley et al (1973) 
have emphasized the problems of ecological 
investigation, which include the heterogeneity 
of most areal populations, the fact that geo- 
graphical units of analysis are rarely indepen- 
dent of one another, and the difficulty of 
applying ecological correlations to individuals. 
Their own study in. Brighton was of rates of 
behavioural pathologies (indictable crime, child 
welfare problems, serious psychiatric illness and 
suicide) according to electoral wards; these rates 
were strongly inter-correlated and were maximal ` 
in rooming house areas, which had many immi- 
grants. The suicide rates confirmed Sainsbury's 
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'(1955) findings in London of significant correla- 
tions with indices of social isolation, social 
mobility, divorce and illegitimacy, but not 
poverty. À more detailed study of suicide in 
Brighton (Bagley and Jacobson, 1976) showed 
that these cases could be divided into three 
clinical types, each having a different ecological 
distribution, In Edinburgh (Philip, 1974) high 
rates of suicide and parasuicide have been 
found to cluster in association with indices of 
social isolation, juvenile delinquency and cruelty 
to children in defined areas of low socio- 
economic composition; the disappearance of 
the previous association there between para- 
suicide and overcrowding has been mentioned 
earlier. Morgan et al (1975), studying para- 
suicide in Bristol, found that the central area 
had very much higher rates than the rest of 
the city; it was marked also by excess of foreign- 
born residents and unsatisfactory living condi- 
tions, but the significance of these factors in 
relation to self-harm could not be assessed. 

Bloom (1968) analysed first admission rates 
for psychiatric disorder by census tracts in 
Pueblo, Colorado, and found strikingly differen- 
tial relationships with four clusters of social 
characteristics; however, the distribution of 
psychoneurotic and psychosomatic patients was 
quite different from that of the more severe 
disorders. Griggs (1973) reported a very 
sophisticated ecological analysis of schizo- 
phrenic patients in Nottingham, showing a 
highly localized distribution; however, the 
clinical data used were incomplete. Studies of 
this type are useful in practical terms, since 
they can provide a basis for concentrating 
resources where needs are greatest, but they do 
not necessarily reveal anything about the 
aetiology of psychiatric disorders. 

The prevalence of childhood psychiatric 
disorder and deviance in two contrasting 
geographical areas has been examined by 
Rutter et al (1974), who discuss the methodo- 
logical problems involved. They found emo- 
tional disorders, conduct disorders and specific 
reading retardation to be twice as common in 
children of an inner London borough, compared 
"with children of the same age on the Isle of 
Wight. In both areas, disorder and deviance 
were associated with four sets of adverse factors, 
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all of which were more common in London. 
It was concluded that the high rates of psychia- 


tric disorder and reading retardation were 


partly due to the fact that a relatively high 
proportion of London families experience 
marital discord and disruption, that many of 
the parents show mental disorder and anti- 
social behaviour, that families often live in 
poor social circumstances, and that the schools 
more often have a high turnover in staff and 
pupils. However, *. . . the question of what it is 
about life in an inner London borough which 
predisposes to the development of disorder 
and deviance has still to be answered’ and 
©... we know relatively little about the psycho- 
logical or social mechanisms which may be 
involved'. Similar findings were recorded by 
Gath et al (1977) of rates of child guidance 
and delinquency referrals in various districts of 
Croydon. These differed widely according to 
area of residence and, although they also co- 
varied, the two rates were associated with 
similar demographic and socio-economic indices 
(particularly social class, type of housing and 
density of population). The highest rates of 
both clients were in the poorest and most 
dilapidated areas, but there was little overlap 
between the two groups and those attending 
clinics who were not recorded as ‘conduct 
disorders’ largely shared the same poor social 
circumstances. Environmental factors were thus 
important in all forms of maladjustment, but 
this kind of study cannot reveal the way in 
which they act, e.g. whether through family 
processes or independently. 

Epidemiological work can only be touched 
on very briefly here; modern studies effectively 
begin with that of Faris and Dunham (1939) on 
psychiatric first admissions from Chicago over a 
twelve-year period. They found the highest 
rates of mental illness in the areas of high social 
disorganization, which were central in the city; 
this was particularly marked for schizophrenia, 
which declined steadily in frequency away from 
the centre, while alcoholic psychoses, drug 
addiction, GPI and (to some. extent) senile 
psychoses were similar. Gerard and Houston 
(1953) found the same residential distribution of 
first schizophrenic admissions in Worcester, 
Mass., but the pattern was due to a minority of 
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patients, ie. single men living alone; patients 
who had been living with their families showed 
no central concentration. These and other 
studies, therefore, found a definite patterning 
of admissions to psychiatric hospitals from large 
urban areas; roughly, the highest-rate areas 
were those in which poverty and social isolation 
were most marked, though in Europe, these two 
characteristics are not so much. associated to- 
gether as in the USA. Naturally, the question was 
raised whether such epidemiological information 
gave any clues to the aetiology of schizophrenia 
in particular; in other words, does life in a run- 
down central city area actually ‘cause’ mental 
illness to develop? 

A contrary view was offered by Myerson 
(1940), who first proposed the ‘drift’ hypothesis 
that persons affected by schizophrenia move 
downwards in socio-economic position and 
inwards to districts of cheap lodgings, where 
social demands are few and there are oppor- 
tunities for casual work. Dunham (1965), in a 
further study in Detroit, found that differences 
in the incidence of schizophrenia between two 
areas of the city were accounted for by residential 
mobility; he preferred to describe this process as 
‘social selection’ rather than drift. He questioned 
how objective circumstances in an individual’s 
culture could emerge as distortions of that 
person’s thought and behaviour. Hare (1956) 
found that many schizophrenics from central 
Bristol had moved into the area not long before 
admission. Levy and Rowitz (1973) studied 
Chicago again, but this time taking all ad- 
missions for one year, ie. treated prevalence; 
the data for schizophrenia supported a drift 
phenomenon, since first admissions were distri- 
buted randomly, whilst readmissions showed 
central concentration. No true link was thought 
to exist between social class and the incidence 
of any psychiatric disorder, though drift would 
cause an accumulation of people affected by 
serious mental disorder in areas of low socio- 
economic status. Also, the areas of the city 
undergoing rapid and drastic social change 
appeared to have the highest rates of psychiatric 
casualties. Areas with high rates of admission 
showed marked differences in social charac- 
teristics from areas with low rates. Obviously, all 
surveys based on use of services will be affected 
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Чо some extent by differences in rates of utiliza- 


tion of these services, rather than by differences 
in morbidity; for instance, Levy and Rowitz 
suggest that in socially disorganized areas, 
community pressure for hospitalization of 
affected. persons тау be higher, i.e. extrusion. 


‘But it was pointed out earlier that attempts to 


measure the ‘true’ prevalence of psychiatric 
disorder in the populations of different ansas 
have so far been unsatisfactory. If that could be 
achieved, it might well open the way to a much 
greater knowledge of the relationship between 
mental health and environment. 


The Built Environment 


On a world-wide scale, recent times have been 
marked by massive, population growth, the 
spread of industrialization and urbanization to 
previously under-developed areas, the decline 
of central cities (planned or unplanned) and 
migration of urban residents to dispersed 
suburbs. Cooper and Sartorius (1977) have put 
forward some intriguing hypotheses'as to how 
industrialization, with its accompanying popula- 
tion growth and urbanization, could lead to a 
greater prevalence of chronically handicapped 
schizophrenics in the population. Urbanization, 
of course, involves migration, which in itself is 
associated with an increased risk of psychiatric 
disorder, though the reasons for this are complex 
(Cox, 1977). Korte (op cit) points out that 
migration may be selective in that people 
perceive a particular type of environment as 
having particular social characteristics; if more 
people with these. characteristics move into the 
environment, the perception may act as a self- 
fulfilling prophecy. It should not be assumed, 
though, that the full effects of urbanization are 
necessarily seen in the short term, and an 
incubation process could extend over several 
generations, during which the environment is 
again changing further, so that there could be 
a persisting cultural lag (Swedish Government, 
1971). 

Another form of migration is enforced re- 
housing—or 'relocation'—due to the clearance 
of old urban areas; this has occurred on an 
enormous scale in Britain during the past 30 
years, but it is regrettable that there has hardly 
been a single research study of possible psycho- 
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pathological effects on individuals. That adverse 
effects might occur is quite likely, considering 
that many of the cleared areas have been long- 
established communities with a characteristic 
culture and important networks of kinship and 
mutual help (Young and Willmott, 1958). 
Gans (1967) points out that the demolition of a 
neighbourhood is not just the destruction of 
buildings, but also that of a functioning social 
system: 'slum areas not only provide cheap 
housing but also offer the kinds of social support 
that poor people need to keep going in a crisis- 
ridden existence) He adds that ‘most of the 
social problems found in slums cannot be traced 
to the area itself'—a point which might now 
seem obvious, but which has often been for- 
gotten in over-enthusiastic planning. Kasl (op 
сй) concludes that 'rehousing represents to 
many individuals a major life change which, as 
the recent developments in psychosomatic 
medicine suggest, can be stressful and can have 
definite health consequences’. It is quite likely, 
though, that such effects will be seen mainly in 
those who are vulnerable to some extent. Hall 
(1964) found no precipitation of psychiatric 
illness in those of previously good personality 
who moved within Sheffield. However, the new 
environment formed a matrix for the projection 
of personal difficulties, particularly in a sub- 
group of older women with depressive symptoms. 
The most relevant study of the psychiatric 
consequences of relocation is American. Fried 
(1963) investigated people who had been moved 
from the West End of Boston—a long-estab- 
lished, mainly Italian working class commu- 
nity; 26 per cent of the women still felt sad and 
depressed two years after moving, and another 
20 per cent had had these feelings for at least 
six months. Among the men, the percentage 
showing long-term grief reactions was only 
slightly smaller. The two most important com- 
ponents of the grief reaction were fragmentation 
of the sense of spatial identity and dependence 
of the sense of group identity on stable social 
networks. Fried points out that any severe loss 
disrupts the sense of continuity, which is a 
framework for functioning; in traditional work- 
` ing class communities, the local area around the 
dwelling -unit is seen as an integral part of 
home and contains interlocking sets of social 
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networks. Destruction of the external basis for 
interpersonal relationships destroys the sense of 
group identity of many individuals? causing a 
deep experience of loss. With much justice, 
Fried gave his report the title *Grieving for a 
Lost Ноте”; a related study (Fried and Gleicher, 
1961) showed that slum areas have many 
sources of satisfaction for their residents, which 
tend to be invisible to outside people who do 
not share its culture and value-system. However, 
this would presumably nct apply to areas 
which are undergoing rapid change in ethnic 
composition, or where there has been a break- 
down of law and order. 

In this country, there have been several 
studies of the mental health of residents in new 
housing areas, beginning with Taylors now 
classic paper on ‘Suburban Neurosis’ (1938)— 
the stresses commonly associated with removal 
to a peripheral housing estate, e.g. higher 
expenses, social isolation, distance from employ- 
ment appeared to result in a higher rate of 
neurotic disturbances, particularly in women. 
The present author (Freeman, 1958) found 
similar disturbances among service wives living 
in barrack married quarters. Martin, Brother- 
ston and Chave (1957), surveying a housing 
estate on the edge of London, and using five 
separate indices, found that the rate of mental 
ill-health (particularly neurosis) was higher 
than the national average. Hare and Shaw 
(1965) compared a new peripheral housing 
estate in Croydon with an older, central area 
of the town; they found a marked association 
between mental ill-health and physical ill- 
health and a similar association between 
nervous disturbance and attitudes of general 
dissatisfaction with one’s neighbourhood. They 
suggested that every population contains a 
vulnerable group who are more prone to the 
development of illness, both mental and 
physical; these people will tend to complain of 
their surroundings—wherever they are—mostly 
as a projection of their poor health. Hare (1966) 
concluded that the apparent precipitants of 
mental ill-health in new communities might be 
comparatively unimportant, though the process 
of moving might cause a temporary exacerba- 
tion of symptoms in those who were constitu- 
tionally neurotic. 
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If the failure to investigate the consequences of 
enforced rehousing in Britain is surprising, the 
failure to examine the effects of moving to new 
towns has been nothing short of disastrous; the 
amount of public finance involved in the pro- 
gramme is astronomical, yet we have hardly 
any information in human terms as to whether 
or not it was worthwhile. This topic is discussed 
in detail elsewhere (Freeman, 1972), but brief 
reference may be made to the study by Taylor 
and Chave (1964), who compared measures of 
mental ill-health in Harlow with the peripheral 
estate studied in 1957 and with an inner area of 
London. A constitutionally vulnerable group 
(‘sub-clinical neurosis syndrome’) was of about 
the same size in all three areas, and although 
genera] practice consultation rates for neurosis 
were higher in Harlow this was thought to 
reflect the excellence of the service—thus 
departing from the concept of ‘Suburban 
Neurosis’. The rate of psychosis was found to 
be well below the national average, but this 
was almost certainly due to the newness of the 
‘population, even though some statistical correc- 
tions were made to the data. 

British new towns owe much to the idea of 
the neighbourhood unit, on the assumption 
this this would establish social values and that 
residents would have a positive feeling of 
relationship towards it. However, we have no 
means of knowing whether or not this formula 
has achieved what was expected of it. Lee 
(op cit) has developed the concept of the socio- 
spatial schema, which is personal to each 
individual; his research has shown that most 
people construe their neighbourhood in a 
territorial sense, of about 100 acres, rather than 
the planners’ sense of population size, and that 
patterns of friendship in residential areas are 
invariably perceived as a part of a spatial 
framework. 

Rehousing in Britain has also, of course, 
involved a massive increase in the number of 
people now living in flats—particularly high- 
rise blocks; here again, little is known of the 
effects of such a drastic change, which has 
turned many people’s familiar home environ- 
ments through до degrees. Moore (1974, 1975, 
1976) compared two groups of service wives in 
Germany, one living in houses and the other in 
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flats (mainly low-rise). The indoor, but not 
the outdoor social life of the flat dwellers was 
found to be inferior, but psychiatric illness was 
no more prevalent among them. For those of 
neurotic personality, flat dwelling was sufficient 
stress to cause some increase in clinical psychia- 
tric illness, but this did not produce an overall 
level significantly greater than that ef all house 
dwellers. Freedman (op cit) states that а 
social situation is initially bad, living in a high- 
rise building with hundreds of other families is 
likely to exaggerate feelings of fear, suspicion 
and isolation. Similarly, Jephcott (1971) sug- 
gests that high-rise living is particularly hard on 
those who are below average in social assets, 
since the support which they might expect 
from neighbours and friends in a traditional 
street is much less likely to exist, in view of the 
large numbers of people and isolation of 
individual flats. The study by McCarthy and 
Saegert, mentioned earlier, is relevant to this 
point. A report by the NSPCC (1970) showed 
that young children in high flats lead a passive 
existence, cooped up with their mothers, who 
are often socially isolated themselves and tend 
to develop compulsive fears about the children 
falling out of windows or off balconies. Such 
restrictions, together therefore with those im- 
posed outside by traffic dangers and urban 
sprawl, may well restrict children's social and 
perceptual development, which may largely 
occur at second hand, through television. 
This is not the place to discuss the case for high 
flats in terms of living space or cost, but in 
human terms there can surely be little argu- 
ment now that they have been an almost total 
disaster, and Esser (1974) suggests that con- 
ventional psychiatry may be of little help for 
many problems of people living in such ill- 
conceived social environments. 

Here, ethological evidence may be men- 
tioned that excessively bright light causes 
avoidance responses, which result in stress if 
they are blocked (Marks, 1969). Similarly, 
human agoraphobics tend to feel easier in 
the dark, and if crossing an open space are less 
anxious if they can skirt the edge. Since many 


people also feel uncomfortable in high flats, ` 


with exterior walls of glass, it seems that there 
may well be advantages in more traditional 
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forms of habitation, e.g. the terraced street or 
court, which it has been foolish to abandon. 
However, neither architects nor planners seem 
to show a concern for feedback from the people 
who have to inhabit their structures ; human 
evaluation has remained at a fragmentary level. 


2 Planning 
e Gans (1967) has roundly condemned the 
assumption that the application of contem- 
porary theories of town planning would auto- 
matically have resulted in improved mental 
health of the population. He maintains that 
the conditions of the economy and social 
Structure are much more relevant than the 
physical environment, and that efforts should 
primarily be directed at such sources of stress 
as poverty, unemployment and discrimination. 
Wing (1977) states that action to prevent 
poverty or social isolation or to improve the 
quality of family relationships has to be taken 
on the basis of general social values rather than 
because it has been demonstrated to reduce 
the incidence or prevalence of mental ill-health. 
Korte (1976) points out that although much 
modern planning has had the primary aim of 
reducing population density, this has been 
without any basis of evidence that high density 
is undesirable. One reason for this policy has 
probably been the confusion, described carlier, 
between density and crowding (which is much 
affected by economic, social and psychological 
factors). Analysis of ‘comprehensive’, large scale 
redevelopment has shown that it is generally 
insensitive, vastly expensive, ugly and disap- 
pointing in its results; Willmott (1974) has 
emphasized that the whole process can take as 
long as ten years, during which time people 
are worried about their future, watch the decay 
of the neighbourhood around them and may 
finally be compulsorily moved to a home they 
do not want. At any point in this process, 
psychiatric help may be sought, yet the remedy 
clearly cannot be medical. The self-help that 
exists within the informal networks of advice 
and assistance in established communities can 


never be reproduced artificially. 


Another contemporary planning cliché is 
specialization of land use. Whilst it is obviously 
undesirable for people to live in a situation 


te 
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where they are adversely affected by industrial 
processes, there can be little doubt that. the 
physical separation of areas for different func- 
tions (residence, industry, business, recreation, 
etc) has been carried to extremes. Though this 
may suit mobile adults—providing they can 
afford to travel—it bears most heavily on all 
the rest of the population; ‘the young, the aged 
and the disabled should be able to move around 
unaided and unstressed’ (Hillman, 1975). 
Newman (1975) has been outstanding in pro- 
ducing practical suggestions for planning and 
architecture to serve human needs, rather than 
abstract goals of their own. He has not main- 
tained that the forms of the built environment : 
directly affect the social structures and values of 
Society, or that they create ‘moral’ attitudes, 
but he has convincingly shown that they can 
contribute to mental health in ways such as 
reducing the anxiety people feel about crime 
and increasing the satisfaction of positive inter- 
actions between neighbours. It would be parti- 
cularly useful now to see systematic psychiatric 
research added to the evaluation of Newman's 
proposals. Leroy (1974) has suggested a rela- 
tionship between mental health and the potential 
for local decision making; if communities are 
dealt with by governments as groups of respon- 
sible citizens, alienation may be reduced and 
personal identity enhanced. 

On the basis of the evidence in this paper, 
there would seem to be an urgent need to pay 
attention to psychological conservation of the 
environment, in the same way that physical 
conservation areas have been established in 
Britain. Thus, the social matrix which forms 
the identity of place (Canter, 1977) and which 
is almost certainly related to the identity of 
person and group may be preserved or restored. 
Apart from anything else, the sheer size of 
today's urban settlements may involve what 
Cappon (1975) has called ‘the destruction of 
whatever natural order of territoriality was 
established by historical and social usage’. 
There would seem to be danger to psycho- 
logical health in incomprehensible urban sprawl, 
severed by dangerous, polluting motorways and 
full of monotonous tower blocks, separated by 
empty, impersonal spaces. It is a matter 
requiring urgent, systematic inquiry. 
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SUMMARY Despite dramatic clinical improvement in about one- 
third of a group of severely depressed, medication-resistant patients 
one year after modified leucotomy, their relative decrease in con- 
jugated and free tyramine output after an oral tyramine load remained 
unchanged and abnormal. Whilst a direct deficit in intestinal tyramine- 
conjugating ability still needs to be finally ruled out, this appears most 
compatible with a deficit due to bodily metabolic failure, perhaps a 
deficit in membrane transport which could be an essential aspect of 
the depressive illness syndrome. Attention is drawn to a similar defect 
in migraine. The two illnesses may represent a common predisposition 
which an appropriate triggering mechanism may transform to the 
florid disease. Biochemical detection of such vulnerability may have 


. 


Decreased Urinary Output of Tyramine and its Metabolites 


important diagnostic and predictive significance. А 


Introduction 


When biologically active monoamines are 
administered orally they are rapidly inactivated 
and exhibit relatively little. pharmacological 
effect. The most important inactivation mecha- 
nism involves oxidative deamination by mono- 
amine oxidase (see Wolstenholme and Knight, 
1976), although other metabolic routes exist, 
most notably the specialized mechanism for 
catechols, O-methylation. Particularly im- 
portant within the present context is the 
degradation pathway of orally administered 
monoamines by sulphate conjugation (Sandler, 
Bonham Carter, Cuthbert and Pare, 1975), 
the magnitude of which depends upon the 
nature of the monoarnine (Hengstmann, Konen, 
Konen, Eichelbaum and Dengler, 1975). The 
enzymatic machinery involved probably resides 
largely in the small gut; approximately 10-1 5 
per cent of ingested tyramine is degraded by this 
pathway in normal man, the widely distributed 
enzyme monoamine oxidase accounting for most 
of the. balance (Sandler, Bonham Carter, 
Cuthbert and Pare, 1975) (Fig 1). 

We recently reported (Sandler, Bonham 
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Carter, Cuthbert and Pare, 1975) that patients 
with depressive illness handle tyramine some- 
what differently from normal subjects, mani- 
festing a highly significant decrease in output of 
its conjugate after an oral load compared with 
controls. For a variety of reasons it seemed to us 
at that time that these findings represented an 
increase in fuuctional monoamine oxidase 
activity. We have now been able to confirm and 
enlarge our earlier observation in a larger 
series of more severely depressed patients, but 
we have also obtained further biochemical data 
which cast doubt on our original interpretation. 


Patients and Methods 
Patients 


'Two groups of depressed patients were investigated: 
Group 1: Twenty-six severely depressed patients, 
resistant to all forms of medication, on a tyramine- 


free diet. Tyramine loading was carried out before 
modified leucotomy (Knight, 1965; Góktepe, Young 


and Bridges, 1975) (pre-operative), 10 days after. 


operation (post-operative, 21 patients) and one year 
later (follow-up, 16 patients). Psychiatric assessments 
were made at each stage. The control group for this 
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p-HYDROXYPHENYLACETIC ACID р-НҮ DROXYPHENYLETHANOL 


Fic 1.—Pathways of tyramine metabolism (from Sandler 
et al, Lancet (1975) i, 1045, by kind permission of the 
editor and publishers). Bold arrows show the major path- 
way. PST == phenolsulphotransferase; ОВН == dopamine- 
f-hydroxylase; МАО = monoamine oxidase. 


experiment consisted of 15 healthy men and 15 
healthy women, 6 in each decade of life from 20 to 
69 years. 


Group 2: Twelve patients with moderately severe 
depression on whom investigations of tyramine 
conjugation had previously been carried out (Sandler, 
Bonham Carter, Cuthbert and Pare, 1975). 


Group 3: A further control group consisting of 11 
healthy volunteers (6 men, 5 women) was also 
investigated. Tyramine loading was carried out on 
one day. On the second day, the subjects were given 
diazepam (5 mg t.d.s.) and nitrazepam (5 or 10 mg 

* nocte), and diazepam (5 mg t.d.s.) on the third day, 
when the tyramine leading was repeated. The 
severely depressed patients in Group 1 were taking 
diazepam and nitrazepam in these doses, and this 
experiment was carried out in order to see if these 
drugs had any significant effect on tyramine meta- 
bolism. 


Methods 

All patients and controls ingested capsules con- 
taining tyramine, 100 mg (tyramine hydrochloride, 
125 mg), and two successive 3 hour urine collections 
were made, as described previously (Sandler, 
Bonham Carter, Cuthbert and Pare, 1975). Samples 
were acidified, diluted to 250-300 ml; the exact 
volume was noted and an aliquot was stored deep- 
frozen until analysis. Free and total tyramine output 
values were measured, essentially as described before 
(Sandler, Bonham Carter, Cuthbert and Pare, 1975) 
except that authentic tyramine-O-sulphate was used 
as an internal standard for the estimation of con- 
jugated tyramine. "This compound was prepared by 
sulphation of tyramine hydrochloride by a method 
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similar to that used by Jenner and Rose (1973) for 
dopamine-O-sulphate. Preliminary tests of sulphation 
with sulphur trioxide and ‘pyridine yielded а product 
which was probably dityramine-O-sulphate; sulpha- 
tion with conc. H,SO, at o °C gave a product which 
appeared to be tyramine WN,O-disulphate. The 
following method proved satisfactory, however. 

Tyramine hydrochloride (то g}, dried over P;O;, 
was added to 27:5 ml conc. H;SO, (SG 1:84) and 
kept for 25 min. between —5 °C and —8 °C with 
stirring, The solution was poured on to 140 g of ice 
and the precipitated solid filtered, dissolved in hot 
water and its pH adjusted to 4 with KOH to de- 
compose any sulphate salt. On cooling, it yielded 
2:2 g white crystals, тр, 279-280 ^C, which 
contained 59:3 per cent tyramine (acid hydrolysis, 
at pH 1, тоо °C for 30 min.; 94 per cent expected 
assuming 100 per cent hydrolysis) on analysis. Free 
tyramine (87 per cent expected) was released by 
incubation with crude Helix pomatia arylsulphatase. 
Theoretically, anhydrous tyramine-O-sulphate con- 
tains 63*1 per cent tyramine. 

p-Hydroxyphenylacetic acid was measured in 
urine samples from twelve control subjects, twelve 
moderately depressed patients from Group 2 (Sandler, 
Bonham Carter, Cuthbert and Pare, 1975) and 
twelve severely depressed patients from Group 1 
prior to leucotomy, in the following manner: urine 
(5 ml) was acidified (pH 0-9-1:0) and heated іп a 
boiling water bath for go min. to hydrolyse any 
sulphate conjugates present. The mixture was then 
extracted with ethyl acetate (2x25 ml) and the 
extracts combined and taken to dryness. Preparation 
of derivatives for gas chromatography was carried 
out by the method of Goodwin, Ruthven, Fellows 
and Sandler (1976) using 1 ml ethanolic НСІ for 
esterification and 50 jl of the esterified mixture for 
freeze-drying and silylation. Derivatives were analysed 
by gas chromatography, using an SE30 wall-coated 
capillary column and a flame-ionization detector 
as described previously (Goodwin, Ruthven and 
Sandler, 1974; Goodwin and Sandler, 1975). 
Quantification was achieved by adding authentic 
p-hydroxyphenylacetic acid (2 mg) to duplicates of 
some of the urine samples in each batch at the start 
and carrying it through the procedure. 

Statistical analysis of the results was carried out, 
using Student's t-test and the Mann-Whitney U-test. 


Results 

Excretion of conjugated tyramine 
Severely depressed patients in Group 1 
showed a significantly decreased excretion of 
conjugated tyramine in the first 3 hours after 
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tyramine loading compared with controls, a 
difference more pronounced than that recorded 
for the moderately depressed Group 2 (Sandler, 
Bonham Carter, Cuthbert and. Pare, 1975). 
There was no significant difference between test 
and control groups for the 3-6 hour collection 
period. These findings were similar in pre- 
operative and post-operative patients (Fig 2). 
Specimens from 16 patients taken at the time 
of routine follow-up one year after operation 
were also received. As a group these patients 
also showed a highly significant decrease in 
conjugated tyramine output during the first 
3 hour collection period, but not in the 3-6 hour 
collection period (Fig 2), despite dramatic 
clinical improvement in 6 of them. The follow- 
up patients were graded in the following manner 
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Severely depressed’ patients (group 1), selected for 
modified leucotomy, pre-operatively. 


Immediately post-operatively. 
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One year after operation. 


NS = not significantly different from control group. 


Fic 2.—Excretion of conjugated tyramine (mean + SEM) 
after an oral tyramine load (100 mg). 


by a senior psychiatrist otherwise unassociated" 
with the unit. 


I —recovered, no symptoms and no treat- 
ment required. 


И —well, mild residual symptoms producing 
; little or no interference with daily life. 


III—improved, but significant syfnptoms re- 
main which interfere with the patiemt's 
life. 


IV —unchanged. 


V —worse. 


Of the 16 patients оп whom follow-up 
specimens were received, 6 were graded II on 
this scale and то ПІ or IV. Results obtained by 
dividing the follow-up patients into ‘recovered’ 
(those graded I or II) and *unchanged' (those 
graded III or IV) are shown in Fig 3. It is 
interesting that both the responders and the 
non-responders excreted significantly less con- 
jugated tyramine in the first 3 hour. collection 
period compared with the control group. 


Excretion of free tyramine 

In both pre-operative and immediate post- 
operative specimens from the severely depressed 
Group т there was a significant decrease in 
excretion of free tyramine (Fig 4). This was true 
for both 0-3 hour and 3-6 hour collection 
periods. However, this decrease in free tyramine 
excretion was not demonstrated in the specimens 
for the 16 Group г patients one year after 
operation (follow-up) either as a group (Fig 4) 
or sub-divided into those ‘recovered’ and those 
‘unchanged’. A decrease iu free tyramine output 
could not be demonstrated in the moderately 
severely ill Group 2 patients. 


Excretion of p-hydroxyphenylacetic acid 


There were no significant differences in p- 
hydroxyphenylacetic acid output by Group 1 or 
Group 2 patients compared with controls. 
Despite prediction of an increase, there was, if 
anything, a decreased urinary excretion of 
p-hydroxyphenylacetic acid by the severely 
depressed Group 1 compared with the control * 
group, though this. did not reach significance 
(Table I). 
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Effect of diazepam and nitrazepam on conjugated 
and free tyramine excretion 

When diazepam and nitrazepam in similar 
doses to those given to Group 1 patients, were 
administered to Group 3 normal volunteers, 
there was no significant effect on the excretion 
of conjugated or free tyramine after tyramine 
loading (Table II). 


i Discussion 

Since we first drew attention to the decreased 
output of conjugated tyramine in response to 
oral loading in depressive illness (Sandler, 
Bonham Carter, Cuthbert and Pare, 1975) 
we have made certain methodological changes 
which make us more confident of the precision 
and specificity of our assay procedure. With this 
modified method we have now examined a 
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NS = not significantly different from control group. 


Fic 3.—Exeretion of conjugated tyramine (mean 4 SEM) 
after an oral tyramine load (100 mg). 
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NS = not significantly different from control group. 


Fie 4.—Excretion of free tyramine (mean -- SEM) after 
an oral tyramine load (100 mg). 


group of severely depressed patients (Group 1) 
who had proved resistant to all forms of medica- 
tion, and this more detailed investigation has 
provided new and unexpected findings: one 
question left open by our earlier study was 
whether the patients with an apparent con- 
jugation deficit belong to the same group as 
those who respond to monoamine oxidase 
inhibitor therapy. However, the severe degree 
of depression in Group 1 patients, their hitherto 
intractable course and absence of response to ай 
forms of medication. now seem to indicate 
conclusively that response to monoamine oxidase 
inhibiting drugs is not a central feature of the 
phenomenon we have studied. 

This clinical finding tends to rule out our 
earlier hypothesis (Sandler, Bonham Carter, 
Cuthbert and Pare, 1975) which explained the 
observed biochemical changes in terms of a 
functional increase in monoamine oxidase 
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broad spectrum antidepressant 


Lentizol raises brain levels of both noradrenaline and 5HT, disturbances of which are known 
to be a major factor in depressive illness. As there is no way of knowing which amine is 
depleted’, it makes sense to use a broad-spectrum antidepressant initially. Lentizol is now 
regarded as a first choice antidepressant for general use?. being preferable to those 

antidepressants which primarily influence only one of these biogenic amines, 
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Effect of diazepam and nitrazepam ingestion on tyramine excretion after oral tyramine load 


Excretion of conjugated tyramine 


Excretion of free tyramine 








(mg per 3 h, mean +SEM) (mg. per 3 h, mean --SEM) 
Collection period (h) 
Diazepam4- Diazepam-4- 
Drug free nitrazepam Drug free nitrazepam 
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activity, a view further eroded by our inability 
to detect any increase in output of the major 
oxidatively deaminated metabolite of tyramine, 
p-hydroxyphenylacetic acid, in depressives com- 
pared with controls, after tyramine loading. 
Indeed, if anything, there was a decrease in 
Group 1 patients (Table I), though this did not 
reach significance. Thus the free tyramine 
excretion data (Fig 4), which might have been 
interpreted in terms of an increased activity of 
renal monoamine oxidase, are probably better 
viewed as being involved by the same general 
process responsible for the apparent tyramine 
conjugation deficit. In amy case, these free 
tyramine data should probably be interpreted 
with caution: even though the follow-up 
samples failed to follow the earlier trend and 
were not significantly different from normal, 
it is possible that the values obtained were 
falsely high. Urine specimens for this test are 
collected over acid as preservative and any 
delay before freezing them might result in some 
degree of hydrolysis of the large amounts of 
conjugate present. This problem needs further 
investigation. 

The degree of apparent conjugation deficit in 
Group 1 patients was greater than that observed 
in the clinically less severely affected Group 2. 
More remarkably, however, conjugated tyra- 
mine excretion in the first three hours after 
tyramine ingestion remained low in the follow- 
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up Group (Fig 2), despite a dramatic improve- 
ment in the mental state of 6 out of 16 of them. 
The tyramine conjugation pattern was similarly 
impaired in responders and non-responders 
(Fig. 3). These findings appear to' be uncon- 
nected with the benzodiazepine tranquillizers 
with which the patients were being treated 
(Table II). They seem to us to be extremely 
important, suggesting that even though the bio- 
chemical deficit is a pointer to the morbid pre- 
diposition it is not immediately linked with the 
actual sequence. of events leading to a change 
in affect. 

It is of particular interest, within this context, 
that the enhanced. pressor effect of tyramine in 
depressive illaess (Ghose, Turner and Coppen, 
1975) also remains constant after recovery 
(Coppen and Ghose, 1977). Very recently, 
Ghose, Coppen and Carroll (1977) have shown 
that a similar sensitivity to the pressor action of 
tyramine is present in migraine. It should be 
pointed out that our own investigations on the 
nature of the apparent tyramine conjugation 
deficit began with its demonstration (Youdim, 
Bonham Garter, Sandler, Hanington and 
Wilkinson, 1971) in a subgroup of migrainous 
subjects, and recent data tend to confirm this 
early observation (unpublished). Others (Couch, 


Ziegler and Hassanein, 1975) have drawn 


attention to a degree of clinical overlap between 
the two conditions, while certain patients with 
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intractable migraine may respond to drugs 
usually administered for depressive illness— 
monoamine oxidase inhibitors (Anthony and 
Lance, 1969), tricyclic antidepressants (Gomer- 
sall and Stuart, 1973), lithium (Ekbom, 1974)-— 
when standard therapeutic regimens have failed. 
Thus exaggerated tyramine pressor sensitivity 
and impaired tyramine conjugation are pro- 
bably contmon manifestations of a state of 
vidnerability shared by the two illnesses. Such 
a concept visualizes the florid disease making its 
appearance only after an appropriate triggering 
event, presumably involving a different mecha- 
nism for each clinical condition. 

The classification of depressive illness is to 
some extent controversial (Kendell, 1976). 
To identify its physical counterparts, whatever 
their mechanism of origin, may well be helpful 
diagnostically, e.g. in identifying the proportion 
of patients whose alcoholism has a depressive 
component (Seixas, 1977). The tyramine con- 
jugation deficit may also have predictive value. 
There is a sharp rise in the incidence of de- 
pressive episodes in the months following child- 
birth (Pitt, 1975; Kendell, Wainwright, Hailey 
and Shannon, 1976). It is now generally accep- 
ted that maternal illness of this type may, toa 
varying extent, be reflected in a corresponding 
infant morbidity, ranging from minor disorders 
such as fretfulness and feeding difficulties to 
problems as grave as the battered baby syn- 
drome (Smith, 1973). Thus, if the potentially 
depressive mother could be identified in 
advance, prompt medical and social care could 
do much to improve her quality of life and 
avert any deleterious effect on her child. 

When we originally speculated about the 
nature of the apparent tyramine conjugation 
deficit (Sandler, Bonham Carter, Cuthbert and 
Pare, 1975) we considered several possibilities: 
as discussed above, we have not been able to 
provide support for an explanation in terms of 
increased monoamine oxidase activity; nor has 
a claim (Smith and Mitchell, 1974) that oral 
sodium sulphate corrects a sulphate deficit 
responsible for the decreased conjugate output 
been confirmed (Bonham Carter, Sandler, 

.Sepping and Bridges, 1977). Other agents 
causing an alteration in gut motility likewise 
failed to alter conjugate excretion in control 
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subjects (Bonham Carter, Sandler, Sepping and 
Bridges, 1977). We thought we had been able 
to rule out an actual decrease in activity of the 
conjugating enzyme (Sandler, Bonham Carter, 
Cuthbert and Pare, 1975) by administering iso- 
prenaline, which is almost wholly metabolized 
by sulphate conjugation (Morgan, Ruthven 
and Sandler, 1969). However, certain flaws in 
our experimental plan have since become 
apparent: the dose of isoprenaline used was 
much lower than the tyramine load, the number 
of patients and controls investigated was small, 
and it is conceivable, in addition, that iso- 
prenaline is metabolized by a different conjugat- 
ing system from that which degrades tyramine. 
It is obvious that tyramine-conjugating activity, 
which resides largely in the gut mucosa (Hengst- 
mann, Konen, Konen, Eichelbaum and Dengler, 
1975), must be investigated directly by measure- 
ments on gut biopsy material. 

In our original publication (Sandler, Bonham 
Carter, Cuthbert and Pare, 1975) we invoked 
the possibility of yet another mechanism, an 
alteration in membrane transfer, being respon- 
sible for the conjugation deficit; and, arguing 
from different standpoints, other authors (Men- 
dels and Frazer, 1974; Rafaelsen, 1974) have 
speculated in a similar vein. If, in fact, there 
were some impedance of membrane transport 
throughout the body (rather than a ‘leak’ as 
Sandler, Bonham Carter, Cuthbert and Pare 
(1975) first suggested) by a defect in an as yet 
unknown mechanism, it might account for a 
number of observations scattered through the 
literature which by themselves are difficult to 
explain. Thus, the apparent hypersensitivity of 
depressive patients to intravenous tyramine 
(Ghose, Turner and Coppen, 1975), mentioned 
above, might be accounted for by impairment 
of its normally high uptake out of the blood 
stream by the lungs (Gillis and Roth, 1977); 
higher concentrations would then gain access 
to arterial blood to release noradrenaline from 
peripheral stores, with a consequent blood 
pressure rise. This possibility could be tested by 
measuring tyramine concentrations in arterial 
blood. The higher and more prolonged 
‘tolerance curve’ of circulating tryptophan 
after a tryptophan load (Coppen, Brooksbank, 
Eccleston, Peet and White, 1974) is similarly 
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compatible with a retarded egress from the 
blood stream. Tuomisto and Tukiainen (1976) 
have recently noted a highly significant decrease 
in 5-hydroxytryptamine uptake by platelets 
from patients with depressive illness, the kinetics 
of the process suggesting that there was a 
decrease in number of hypothetical transport 
molecules. 

The decrease of free tyramine output we 
observed would fit into this same conceptual 
framework. An impaired urinary excretion of 
other monoamines, e.g. tryptamine (Coppen, 
Shaw, Malleson, Eccleston and Gundy, 1965) 
and phenylethylamine (Fischer, Heller and 
Miro, 1968; Boulton and Milward, 1971) has 
also been noted in depressive illness, although 
the effect of urinary pH in modifying the excre- 
tion «of weak bases of this type (and acids too) 
must always be kept in mind (Sandler, Ruthven 
and Caesar, 1967). Although the topic is to some 
extent controversial, there does appear to be a 
group of depressive patients who excrete smaller 
amounts of 4-hydroxy-3-methoxyphenylglycol 
than normal controls (Maas, Fawcett and 
Dekirmenjian, 1968), and as this compound 
appears to be the major metabolite of nor- 
adrenaline in brain (Mannarino, Kirschner and 
Nashold, 1963), the observation is often quoted 
in support of the catecholamine hypothesis of 
depression (Schildkraut, 1965). However, this 
hypothesis has become somewhat threadbare 
with the passing of time (Baldessarini, 1975); it 
scems to us that the finding can be explained 
just as easily within the admittedly somewhat 
sweeping context of impeded membrane tran- 
sport throughout the body in this disease. 

'The monoamines and related compounds are 
not the only chemical systems where a genera- 
lized transport deficit might be involved. A body 
of evidence now exists pointing to a decrease in 
glucose utilization in patients with depressive 
illness (e.g. McCowan and Quastel, 1931; 
Mueller, Heninger and McDonald, 1969). 
Such a finding is compatible with impairment of 
glucose transport across membranes. The raised 
serum insulin in this condition (Mueller, 
Heninger and McDonald, 1969) is an observa- 
tion in the same mould, pointing to a retarded 
rate of transport out of the circulation. Apart 
from a few islands of detailed information, our 


knowledge of biological transport systems is in 
its infancy (Christensen, 1975). All in all, it 
seems to us that the investigation of membrane 
structure and transport function in patients 
with this disabling disease might be a fruitful 
future avenue of research. 


Acknowledgements 


We are grateful to Dr P. van Boxel for help with 
collection of specimens from some of the severely depressed 
patients and volunteers, and to Mrs J. Verrier for Advice 
on statistical analysis of the results. 


References 


Амтному, M. & Lance, J. W. (1969) Monoamine oxidase 
inhibition in the treatment of migraine. Archives of 
Neurology, 21, 263-8. 

BALDESSARINI, R. J. (1975) The basis for amine hypotheses 
in affective disorders. A critical evaluation. Archives of 
General Psychiatry, 32, 1087-93. 

BONHAM Carrer, S., SANDLER, M., ЅЕРРІМО, P. & BRIDGES, 
P. K. (1977) Decreased conjugated tyramine output 
in depression: gastrointestinal factors. British Journal 
of Clinical Pharmacology. In press. 

Bourrow, A. A. & Miward, L. (1971) Separation, 
detection and quantitative analysis of urinary 
f-phenylethylamine. Journal of Chromatography, 57, 
287-96. ' 

Curisrensen, Н. N. (1975) Biological Transport, and Edn. 
Reading, Mass.: Benjamin. 

Coppen, A., Brooxsbanx, В. W. L., Eccuzsron, E., 
Peer, M. & Wire, S. С. (1974) Tryptophan 
metabolism in depressive illness. Psychological Medicine, 
4, 164773. 

—— & Сноѕе, К. (1977) Personal communication. 

—  Suaw, D. M., MarLzsoN, A., Есогѕвтом, E. & 
Guwpv, G. (1965) Tryptamine metabolism in 
depression. British Journal of Psychiatry, 111, 993-8. 

Соосн, J. R, Zmcreg, D. К. & Hassangm, К. (1975) 
Evaluation of the relationship between migraine, 
headache and depression. Headache, 15, 41-50. 

Еквом, К. (1974) Litium vid kroniska symptom av cluster 
headache. Opuscula Medica, 19, 148-56. 

Fiscusr, E, Herrer, B. & Mino, A. N. (1968) f- 
Phenylethylamine in human urine. Arzneimittel 
Forschung, 18, 1486. 

Сноѕе, K., Соррем, А. & CannorL, D. (1977) Intra- 
venous tyramine response in migraine before and 
during treatment with indoramin. British Medical 
Journal, i, 1191-3. 

— Turner, P. & Corren, А. (1975) Intravenous 
tyramine pressor response in depression. Lancet, i, 
1317-18. 

Guus, С. №. & Вотн, J. A. (1977) The fate of biogenic 
monoamines in perfused rabbit lung. British Journal of 
Pharmacology, 59, 585-90. 

Goxrerr, E. O., Younc, L. B. & Barpazs, P. К. (1975) 
A further review of the results of stereotactic sub- 
caudate tractotomy. British Journal of Psychiatry, x26, 
270-80. 


. 
* 


192 ` 


GOMERSALL, J. D. & Stuart, A. (1973) Amitriptyline in 
migraine prophylaxis. Journal of Neurology, Neuro- 
surgery and Psychiatry, 36, 684-90. 

Соорулч, B. L., RurHVEN, C. R. J., Ferrows, L. E. & 
SawpLER, M. (1976) A specific method for the 
recovery of aromatic acids from biological fluids. 
Clinica Chimica Acta, 73, 191—7. 

& Sanpier, M. (1974) Gas chromatographic 
estimation of urinary homovanillic and 4-hydroxy-3- 
methoxymandelic acids using capillary columns. 
Clinica Chifica Acta, 55, 111-12. 

eg Sanprer, M. (1975) Improved resolution using 
capillary columns. Clinica Chimica Acta, 59, 253-4. 

Henosrmann, J. A., Konen, W., Konen, C., EtcHELBAUM, 
M. & Dencrer, Н. J. (1975) Bioavailability of 
m-octopamine in man related to its metabolism. 
European Journal of Clinical Pharmacology, 8, 33-9. 

Jenner, W. N. & Rose, Е. A. (1973) Studies on the 
sulphation of 3,4-dihydroxyphenylethylamine (dopa- 
mine) and related compounds by rat tissues. Bio- 
chemical Journal, 135, 109-14. 

Kenner, R. E. (1976) The classification of depressions: 
a review of contemporary confusion. British Journal of 
Psychiatry, 129, 15-28. 

— WAINWRIGHT, S., Haney, A. & SuaNNoN, B. (1976) 
The influence of childbirth on psychiatric morbidity. 
Psychological Medicine, 6, 297—302. 

Кмонт, С. (1965) Stereotactic tractomy in the surgical 
treatment’ of mental illness. Journal of Neurology, 
Neurosurgery and Psychiatry, 28, 304-10. 

Maas, J. W., Fawcerr, J. & Dexiryenzian, Н. (1968) 
3-Methoxy-4-hydroxyphenylglycol (MHPG) ехсге- 
tion in depressive states. Archives of General Psychiatry, 
19, 129~34- 

Mannarino, E. Kirsuner, N. & Nasuorp, B. S. Jr 
(1963) The metabolism of [!4C]-noradrenaline by cat 
brain in vivo. Journal of Neurochemistry, 10, 373-9. 

McCowan, P. К. & QuasreL, J. Н. (1931) Blood sugar 
studies in abnormal mental states. Journal of Mental 
Science, T7, 525-48. 

Menpveis, J. & Frazer, А, (1974) Alterations in cell 
membrane activity in depression, American Journal of 


Psychiatry, 131, 1240-6. 





DECREASED URINARY OUTPUT OF TYRAMINE AND ITS METABOLITES IN DEPRESSION 


Моволм, C. D., Вотнувч, С. К. J. & SaNprER, M, 
(1969) The quantitative assessment of isoprenaline 
metabolism in man. Clinica Chimica Acta, 26, 381-6. 

Mueuuer, P. S., Hentncer, С. R. & McDonexn, К. К. 
(1969) Intravenous glucose tolerance test in de- 
pression. Archives of General Psychiatry, 21, 470—7. 

Prrr, B. (1975) Psychiatric illness following childbirth. 
British Journal of Psychiatry, Special No. 9, 409-15. 

Raragisen, O. J. (1974) Manic-depressive psychosis or 
manic-melancholic mode. Danish Medical Bulletin, 
a1, 81-7. 

Sanpier, M., BONHAM CARTER, S., CUTHBERT, M. F. & 
Pare, C. M. B. (1975) Is there an increase in mono- 
amine oxidase activity in depressive illness? Lancet, i, 
1045-9. 

— - Котнуем, C. К. J. & Cazsar, P. M. (1967) Urinary 
pH and the excretion of biologically active mono- 
amines and their acidic metabolites, Proceedings of the 
yth International Congress of Biochemistry, Tokyo, p 971. 

Scumpxravt, J. J. (1965) The catecholamine hypothesis 
of affective disorders: a review of supporting evidence. 
American Journal of Psychiatry, 122, 509-522. 

Serxas, Е. A. (ed) (1977) Currents in Alcoholism, Vol. 2, 
Psychiatric, Psychological, Social and Epidemiological 
Studies. New York: Grune and Stratton. 

Surra, І. & Мітснена., Р. D. (1974) The effect of oral 
inorganic sulphate on the metabolism of 4-hydroxy- 
phenylethylamine (tyramine) in man: tyramine-O- 
sulphate measurement in human urine. Biochemical 
Journal, 142, 189-91. 

5мїтн, S. M. (1973) The Battered Child Syndrome. London: 
Butterworth. 

Тоомвто, J. & Tuxiamen, E. (1976) Decreased uptake of 
5-hydroxytryptamine in blood patelets from depressed 
patients. Nature, 262, 596-8. 

Wo.srennoumn, С. E. W. & Кмонт, J. (eds) (1976) 
Monoamine Oxidase and its Inhibition. Amsterdam: 
Elsevier-Excerpta Medical-—North Holland. 

Youpm, M. B. H., Bonnam Carrer, 5., SANDLER, M., 
Hanineton, E. & WirkissoN, M. (1971) Conjugation 
defect in tyramine-sensitive migraine. Nature, 230, 
127-8. 


Susan Bonham Carter, В.ѕ., Ph.D., M. Sandler, M.D., F.R.C.P., F.R.C.Path., B. L. Goodwin, M.A., D.Phil., 


Bernhard Baron Memorial Research Laboratories and Institute of Obstetrics and Gynaecology, Queen 


Charlotte’s Maternity Hospital, London W6 oXG 


P. Sepping,* w.R.C.P., M.R.C.Pwch., P. К. Bridges, M.D., Ph.D., M.R.C.Psych., 
The Geoffrey Knight Psychosurgical Unit, Brook General Hospital, London SE18 4LW 


* Present address: Department of Psychiatry, St Bartholomew's Hospital, London EC1A 7BE. 


Reprint requests to: Professor Merton Sandler, Queen Charlotte’s Maternity Hospital, Goldhawk Road, London 


W6 oXG. 


(Received 1 August; revised 29 September 1977) 


Brit, J. Psychiat. (1978), 132, 133-8 


Catechol-O-Methyl Transferase Activity in Patients with 


Depressive Illness and Anxiety States 
By RALPH SHULMAN, JOHN GRIFFITHS and PATRICIA DIEWOLD 


SUMMARY Erythrocyte catechol-O-methyl transferase (COMT) 
activity was studied in 65 patients with depressive illness and anxiety 
states. A hypothesis that measurement of this enzyme might have some 
value as an aid to diagnosis and as an index of clinical recovery has not 
been confirmed. In patients with endogenous depression, agitated 
subjects had COMT levels significantly higher than normal (P < -or) 
and retarded subjects had levels significantly lower than normal 
(Р < -o2). These observations are congruent with some reports of 
high and low urinary MHPG excretion in patients with depression. 
Further data correlating COMT assays with catecholamine metabolites 
in depressed patients may reveal homogeneous biochemical subgroups 





which could serve as a guide to rational therapy. 


Introduction | 


The purpose of the present investigation was 
the search for a laboratory test which would 
add precision to the diagnosis of affective dis- 
orders. The test chosen was the erythrocyte 
assay of the neurotransmitter-related enzyme 
catechol-O-methyl transferase (COMT), as 
our interest had been generated by reports of 
low erythrocyte COMT activity in patients 
with depression (Cohn et al, 1970; Dunner et al, 
1971). Although the original catecholamine 
hypothesis for depression has now been con- 
siderably modified, we postulated that if a 
functional deficiency of catecholamines were 
associated with low levels of COMT activity, 
then conditions accompanied by an increased 
production of catecholamines, such as anxiety 
states, might be associated with high levels of 
COMT activity. 

If this hypothesis were correct, then: 

1. The measurement of erythrocyte COMT 

activity would offer an economical and 

reliable test differentiating depression from 
anxiety states. In clinical practice differentia- 

“tion between these groups of disorders is 
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rendered difficult by the degree of overlap 
between them. 


2. Clinical recovery should be reflected by 
shifts to normal of COMT activity. 


Patient Selection and Methods 


The patient population 

This consisted of 65 consecutive patients with 
a diagnosis of affective disorder, all of whom 
have been under the personal care of one of us 
(R.S.) throughout their present illness. Because 
of its possible influence on COMT activity, 
patients with liver disease, alcoholism, and 
women on birth control pills were excluded. 
Many of the patients had a relapsing or re- 
current pattern of illness and 26 of them were 
in partial remission after a recent discharge 
from hospital. At the time of this investigation 
22 patients were being treated without drug 
therapy and 40 patients were on psychotropic 
drugs (tricyclic antidepressants—24, mono- 
amine oxidase inhibitors—4, major tranquil- 
lizers—5, and minor tranquillizers—7). The 
duration of this drug therapy before the blood 
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„ samples were taken ranged from less than two 


» 


weeks to more than one year with a modal 
time period of six months, 


Method 


1. COMT asjay 

Four ml of blood was taken from an ante- 
cubital vein into a cold glass tube containing 
7°5 mg of EDTA and kept on ice. Erythrocyte 
COMT estimation was performed the same day 
according to the method of Griffiths and Link- 
later (1972) using “C labelled epinephrine as 
substrate. As most patients were ambulatory the 
time of blood sampling was early afternoon; in 
all in-patients blood was taken at 8.00 am. 


2. Criteria for psychiatric diagnoses 

These were derived from the history and a 
standard mental status examination using the 
definitions of the Present State Examination or 
PSE (Wing et al, 1974). 

(a) Primary depression was diagnosed from the 
criteria of Feighner et al (1972). The patients 
with primary depression were then reclassified 
into endogenous and neurotic depression by the 
Catego classification (Wing et al, 1974). The 
endogenous group combined the Class D 
depressive psychosis and the Class R retarded 
depression. The neurotic depression consisted of 
the Class N neurotic depressions. 


(b) Manic depressive illness. The criteria in- 
cluded patients who had been in hospital for 
mania or for primary depression or had histories 
of hypomania severe enough to be noted by the 
patient or his family or both as abnormal. In 
patients without a previous history the current 
illness had to include features of both mania 
and depression. 

(c) Primary anxiety state. The primary mood 
change was one of anxiety according to the 
definition of the PSE. Patients with prominent 
depression were excluded from the study even 
when anxiety was considered to be the primary 
diagnosis. Because of the exclusion of women on 
birth control pills this group of patients had an 
unusual male representation. 


(d) Secondary affective disorder. This refers to 
depression occurring as a secondary pheno- 


menon in the course of another medical or 
psychiatric illness (Winokur and Claytan, 1966). 


3. Self-rating scales 

Patients were asked to rate themselves by 
number from zero to ten by drawing a line on a 
ten-point visual analogue scale based on how 
they felt at that particular moment. 








(a) Depression o 10 
I feel that life Т feel hopelessly 
is wonderful ^ depressed and 
Ilhavenever I have never 
been happier felt worse 

(b) Anxiety о * 10 
I have never I have never 
felt so com- felt so anxious 
pletely relaxed as I do now 
as I do now 


4. Phase of the illness 


Clinical severity at the time of the COMT 
assay was divided into three phases: acute, 
improving, and remission, independently of 
whether the patient was receiving psychotropic 
drugs. 


Results 


A. Distribution of COMT activity and comparisons 
with normal control groups 

This is shown in Fig 1. In 150 normal subjects 
equally composed of males and females the 
range established for COMT was 20 to 58 x 107* 
units рег ml whole blood (--2 SD) with no 
differences by sex or by age decade (Griffiths 
and Linklater, 1972). In t test (two-tail) com- 
parisons with the normal control group, only 
the anxiety state group had a significantly 
higher mean level of erythrocyte COMT activity 
(Р < -or). 


В. Comparison between diagnostic groups 

An analysis of variance was carried out and 
indicated a significant between-groups difference 
(Е = 3-120; 4, бо df, P < +05). Compared to 
the neurotic depression group the COMT means 
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Fic 1.—Distribution of red cell COMT activity by 
diagnoses. Broken horizontal lines show lower and upper 
levels of normal values. 


Means and SEM are shown by shorthorizontal lines and 
vertical intersects. 


were significantly higher in both the anxiety 
state group (P < -o1) and the manic depressive 
group (P < +05). However, there was a sub- 
stantial overlap of individual values in all 
patient groups. 


C. Sex differences and diagnostic groups 


In the endogenous depression group t test 
comparisons (two-tail) showed that erythrocyte 
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COMT values were higher in males than in 
females (Р < +05), although no male-female 
differences were found in the other groups. 


D. Retardation vs agitation 

"These refer to phenomena present at the onset 
of the patient's illness and not related to the 
phase of illness at the time of the COMT assay. 
Retardation was defined as slowness and under- 
activity almost continuous during the interview 
and prominent to such a degree and so severe 
that it seriously interfered with the initial 
interview. Agitation was defined as excessive 
motor movement with a background of marked 
anxiety, and was distinguished from gross excite- 
ment and stereotypies (Wing ef al, 1974). It 
had to be present to such a degree that the 
motor restlessness and apprehension were 
prominent symptoms requiring treatment at the 
beginning of the illness. Patients neither severely 
retarded nor agitated when first seen are referred 
to as ‘others’. ; 

The Table shows that in comparison with 
normal controls the mean erythrocyte COMT 
values were significantly higher in the agitated 
depression subgroup (P. < от) and significantly 
reduced in the retarded depression subgroup 
(P < +02). The ‘other’ mean did not differ 
from normal. 

As noted in Section C above there were 
significant male-female mean differences in the 
total endogenous group. Although the propor- 
tions of males and females in these different sub- 
groups were found to be significantly different 
(x? = 7:203, with 2 df, P < -05) the male- 
female COMT means were similar in the 
three subgroups. This suggests that the male- 
female difference in the endogenous depression 
group as a whole may not be due to sex 
difference per se but rather to the dichotomy of 
agitation and retardation. 


E. Other variables 


The following variables, as evaluated by t 
tests, did not significantly alter COMT values: 
the age of the patient, the phase of the illness, 
whether acute, improved or recovered, ab-- 
normal motor activity at the time of blood 
sampling, the use of psychotropic drugs, and 
the duration of antidepressant medicatiogefn 
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TABLE 
Red cell COMT activity: Endogenous depression subgroups and normals 2 
t-test comparisons* 
Mean SEM 

Agitated ‘Other’ Normals** 
Retarded depression (n == 6) .. 28-0 3:3 P < 01 Р < '05 Р < :02 
Agitated depression (п == 7)  .. 70.1 6:5 Р < +05 P< -o1 
‘Other’ depression (n = 4) e 39:3 4:8 ns 





* Using two-tailed values. 


** Variances are heterogeneous, therefore critical values of t were calculated according to an approximation 


formula (Cochran and Cox, 1957). 


the primary affective groups. There was no 
relationship between patients’ current self-rating 
on anxiety or depression and their COMT 
value as evaluated by correlation coefficients. 
In patients with manic-depressive illness the 
scatter of COMT activity could not be 
examined by separation into manic and 
depressive phases of the illness, as most patients 
were in a predominantly depressive phase. 


F. Repeat studies 


These were limited in number and consisted 
of serial tests in two stuporose patients before 
and after successful treatment with ECT, in 
one agitated depressed patient and in one ‘other’ 
depressed patient before and after treatment 
with trimipramine and Parnate respectively. 
These COMT values remained consistent within 
the range of 15 to 20 per cent. Other investi- 
gators have also found that COMT activity is 
independent of the phase of the illness, the 
degree of depression, the presence of medica- 
tion or whether the individual was in or out of 
hospital (Cohn et al, 1970; Dunner et al, 1971). 

Hence the second prediction from our hypo- 
thesis that COMT assays might be useful as a 
measure of clinical recovery requires no further 
discussion, as this has not been confirmed by 
ourselves or by others. 


Discussion 
This investigation was undertaken in the 
hope of finding a routine laboratory aid to the 
diagnosis of affective disorders. Specifically, a 
hypothesis that erythrocyte COMT activity 
would. differentiate anxiety states from de- 


pression has not been confirmed. Although the 
widest differences in group COMT means, were 
found in patients with neurotic depression and 
anxiety states, there was an overlap of individual 
values in these two patient groups. Hence 
measurement of erythrocyte COMT has no 
application in clinical diagnosis. 


Comparison with other COMT studies 

Earlier reports (Cohn et al, 1970; Dunner et al, 
1971) of low COMT activity in depression 
have not been replicated by others (White et al, 
1976). Gershon and Jonas (1975) found that, 
after correcting for sex differences, patients with 
affective disorders tended to have higher activity 
levels than normals, In this study we report both 
high and low levels of COMT activity in 
primary depression, a scatter which we attribute 
to the subdivision of endogenous depression by 
motor retardation and agitation. Consideration 
of these depressive subgroups has not been 
referred to by others. A further possibility is 
that the method of the COMT assay may be 
responsible for some of the discrepancies in the 
cited studies. Early reports of low COMT levels 
in depression used a relatively weak substrate, 
and later studies reporting normal or high 
COMT levels employed optimal assay 
conditions. However, although our assay pro- 
cedure also employed epinephrine as substrate 
it has been sufficiently sensitive to measure a 
wide distribution of COMT activity. Hence, 
although differences in the assay method may 
account for some of the reported variance, this 
may be less important than the heterogeneity 
of the patient population. 
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Motor activity, depressive sub-types and biogenic 
amine metabolites 

Wyatt et al (1971) have reported elevated 
resting plasma catecholamine levels in re~ 
tarded and agitated depressed subjects. With 
recovery from depression these raised levels 
returned to normal. If the findings of Wyatt et al 
are considered together with our own observa- 
tions, then patients with agitated endogenous 
depression should have high plasma catechola- 
mine levels and high COMT levels, resulting in 
increased O-methylated products appearing in 
their urine. Patients with retarded endogenous 
depression should have high plasma catechola- 
mine levels and low COMT levels, resulting in 
reduged O-methylated metabolites and a rela- 
tively increased norepinephrine appearing in 
their urine. 

Support for this supposition is provided by 
Rosenblatt et al (1965), who infused radioactive 
norepinephrine into depressed patients, and 
demonstrated that, compared to agitated sub- 
jects, patients manifesting primarily psycho- 
motor retardation excreted a greater proportion 
of amines than oxidized metabolites in their 
urine. However, more accurate study of brain 
norepinephrine is now obtained by measuring 
the urinary excretion of MHPG and by assays 
of MHPG in the CSF before and after loading 
with probenecid. Techniques used have included 
the correlation of biogenic amine metabolites 
with symptomatology, with depressive subtypes 
and with responsiveness to antidepressant 
medication (Schildkraut, 1974). 

In a recent study, depressed patients diag- 
nosed as having primary affective disorder and 
bipolar illness excreted significantly less MHPG 
than did the healthy comparison group (Deleon- 
jones et al, 1975). Furthermore, the lower 
excretion. of MHPG by the patients with 
primary affective disorder was not a function 
of their agitation or retardation. However, 
Beckman and Goodwin (1975) provide con- 
flicting data reporting both normal and high 
levels of MHPG excretion in depressed patients 
and that amitriptyline responders had signifi- 
cantly higher pre-drug MHPG excretions than 
the imipramine responders. Their finding may 
relate to a common clinical assumption that 
imipramine is more effective in severely re- 
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tarded depression and that amitriptyline is 
superior in patients with agitated depression. 
As we have shown that COMT assays may 
differentiate agitated from retarded depressed 
subjects, further studies combining pre-treatment 
COMT assays with urinary MHPG excretion 
may identify homogeneous biochgmical sub- 
groups which could serve as a guide to rational 
therapy. ы 
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Hallucinogenic N-Methylated Indolealkylamines in the 
Cerebrospinal Fluid of Psychiatric and Control Populations 


. 
By L. CORBETT, S. T. CHRISTIAN, R. D. MORIN, F. BENINGTON 


and J. R. SMYTHIES 


The incidence and quantities of dimethyltryptamine and O-methyl- 
bufotenine were studied in the cerebrospinal fluid of patients suffering 
acute schizophrenic illnesses and in surgical and neurological control 
groups. Some schizophrenic patients have higher levels of both amines 
than do controls, though the differences in distribution did not reach 


statistical significance in the sample studied. The gas-chromatographic 


technique used is sensitive at the low picogram level. 


Introduction 


The hypothesis that methylated indole- 
alkylamines may be produced endogenously in 
psychotic patients has been pursued for fifteen 
years (e.g. Mandell et al, 1973). Of the various 
possible compounds in this category, dimethyl- 
tryptamine (DMT) has raised the greatest 
interest, The evidence suggesting that it plays 
a part in schizophrenia has been extensively 
discussed (Wyatt et al, 1974). Another important 
compound in this context is 5-methoxy-N, N- 
dimethyltryptamine — (5-MeO-DMT), also 
known as O-methylbufotenine (OMB). This 
potent hallucinogen (Holmstedt et al, 1967) 
was proposed as an endogenous psychotoxin 
in 1965 by Benington ef al and its presence 
has been reported in the blood of schizophrenic 
patients (Angrist et al, 1976; Wyatt et al, 1973; 
Lipinsky et al, 1974). Recently, a mechanism 
for the biosynthesis of 5-MeO-DMT has been 
demonstrated in rabbit and human lung 
(Mandel and Walker, 1975). 

The purposes of this study were (1) to 
demonstrate the utility of a highly sensitive 
(picogram range) procedure for the detection 
of such compounds in cerebrospinal fluid, and 
(2) to investigate the relative incidence and 
quantities of DMT and 5-MeO-DMT in 
psychiatric and control populations. 
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Methods 
Patient populations 
(1) Schizophrenic group (n == 50) 
Patients suffering from acute schizophrenic 


psychoses were studied. They were divided into 
two groups. 


(a) Acute, first onset illnesses or acute exacer- 
bations in patients who had had a previous 
episode(s) but had functioned normally in 
between episodes of illness (n — 34). 


(b) Acute exacerbations in established chronic 
schizophrenics (n = 16). 


These patients were diagnosed on the basis 
of affective blunting, formal thought process 
disorder, perceptual changes and bizarre be- 
haviour, with emphasis on the presence of 
Schneider first-rank symptoms, established by 
the method of phenomenology. They all ful- 
filled the criteria suggested by Carpenter, 
Strauss and Bartko (1973). for the diagnosis of 
schizophrenia. All were floridly and un- 
mistakably psychotic; no ‘borderline? or 
doubtful patients were included. The diagnosis 


was agreed on by two psychiatrists, and there ' 


was good inter-rater reliability owing to the 
severity of the cases chosen. None of the 
patients had evidence of ‘organic’ brain syn- 


* 
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dromes. Routine urine screening for amphe- 
tamines was carried out. The criteria for 
chronicity were previous episodes of illness 
followed by impaired social and interpersonal 
functioning of unremitting type (Serban and 


Gidynski, 1975). 


(2) Affectite group (п = 7) 

*'This group comprised unipolar and bipolar 
affectively ill patients as defined by Feighner, 
Robins and Guze (1972). Five of these were 
studied in a manic phase. 


(3) Non-psychiatric patients (n == 41) 

These comprised (a) neurological patients 
undergoing air encephalography or clinical 
chemical studies (п = 26), and (b) patients 
undergoing lumbar puncture (LP) for spinal 
anaesthesia prior to genito-urinary surgery 
(n = 15). 


All psychiatric patients studied had been free 
of psycheactive drugs for at least two weeks 
before admission. Lumbar puncture was per- 
formed as soon as possible within a day or 
two of admission; 5 ml of CSF were obtained 
at the L 3-4 level. It was not possible to stan- 
dardize the time of collection. The difficulties 
of meeting the drug-free criteria and of obtaining 
consent for lumbar puncture account for the 
small number of subjects in group (2). 


Detection of indolealkylamines 


All samples were stored until processing at 
—76? in acid-washed polycarbonate tubes. 
Samples were studied ‘blind’, using a numerical 
code. The following compounds were investi- 
gated: dimethyltryptamine (DMT), O-methyl- 
bufotenine (OMB), | N-methyl-tryptamine 
(N-MT), 5-methoxytryptamine (5-MeOT) and 
tryptamine (TRYP). 

The analytical and gas chromatographic 
methods have been described in detail else- 
where (Benington et al, 1975; Christian et al, 
1976). 

The methods are briefly: 

(1) Heptafluorobutyrylimidazole (HFBI) de- 
rivatives of the subject amines of proven 
composition are prepared. These compounds 
are highly detectable by means of a gas chroma- 


tograph (GC) equipped with Ni9? electron 
capture detector. Their precise GG emergence 
times act as the external standards for com- 
parison with the unknown peaks. 

(2) 5 ml of CSF are derivatized with HFBI 
(see Benington et al, 1975; and Christian, 
Benington, Morin and Corbett, 1976). 


(3) The derivatized CSF is chromatographed. 
Any peaks whose emergence times precisely 
correspond to those of the external standards 
for DMT and 5-MeO-DMT are provisionally 
so identified, 


(4) Further verification is obtained by . 
‘spiking’ the CSF with a known amount of 
standard derivative. A discrete; additive in- 
crease in peak height is considered additional 
evidence of the identity of the two compounds. 


The results of the procedure are illustrated in 
Figs 1-3. 

It is important to stress that the GC technique 
employed in this study requires the highest 
possible solvent purity in order to yield a stable, 
flat baseline and allow a good signal-to-noise 
ratio. No commercial sources of such solvents 
are available, so that it is essential to redistil 
high-purity commercial solvents on a Todd 
Column (approximately 40 theoretical plates 
at a reflux ratio of 10 : 1,. 


Results 


Table I shows the incidence figures for the 
subject compounds in the various populations. 

No significant differences in incidence occur 
between the groups. Table II shows the rank 
order of individual values found in those 
subjects who were positive for OMB and DMT. 

Although there are clearly subgroups of 
schizophrenics who have higher levels than the 
highest level found in control patients, Chi- 
square analysis using the 95 per cent confidence 
limit of the control values showed no significant 
differences in distribution. 


Discussion 
The results obtained indicate that DMT and 
OMB occur frequently in the CSF of patients 
suffering from major mental illness and in 
medical and surgical control groups. It is 
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Fic. 2,—Spinal fluid samples were collected and. derivatized with heptafluorobutyrylimidazole as described in the 
text. This figure indicates the presence of peaks with retention times identical to the DMT, tryptamine and 
t OMB standards shown in Fig 1. 
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Fic 3.—This figure depicts the ‘spiking’ of the derivatized spinal fluid shown in Fig 2 with 50 picograms of both 

HFB-tryptamine and 50 picograms of HFB-O-Methyl-bufotenin. An increase in the peak height of both com- 

pounds indicates identical retention times for both the known and CSF components. In addition the increase in 
the area under each ‘spiked’ peak is that which would be predicted from the amount of standard added. 


TABLE I 
Number of individuals in each population positive for methylated indolealkylamines 





Number of patients positive for subject compounds 








Patient populations Number 
DMT OMB TRYP N-MT .5-MeOT 

Acute schizophrenics... x 34. 13 п 20 10 6 
Chronic schizophrenics En 16 2 2 10 3 о 
Manics  .. 2s B vx 5 2 1 2 o 1 
Depressives ss © БЕ 2 о о 2 1 о 
Neurological controls — .. а 26 4 1 20 5 4 
Pre-operative patients — .. xs 15 5 1 3 








noteworthy that six acute schizophrenics have gens in the control group. Speculatively, such 
greater levels of DMT than the highest control compounds may be formed normally by some 
value, and (a different) six have higher OMB people in small amounts, perhaps acting as 
levels. Whether these findings in fact indicate modulators of synaptic transmission. If they 
the existence of meaningful subgroups of аге of pathophysiological significance in psy- 
schizophrenics will emerge from studies of  chotic illnesses they may be either produced in 
larger samples. | excess or abnormally metabolized in such cases, 

There is no known explanation for the so that either a quantitative difference or the 
surprising occurrence of two known hallucino- additional presence of other unknown factors 
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Tante П " 
Rank order of individual patients “positive” for DMT and OMB (in increasing order) 





1, 4pm, Ge, 6, B=, 9, 12, 16-18 20-22 


DMT ` Acute schizophrenics — .. 

Chronic schizophrenics .. 10, At 

Pre-operative controls — .. s 2, 4= » p 19, 14 

Manic  .. ss T an 15; 19 
r——————É———————— € ——A(€——————— PM oo a 
OMB Acute schizophrenics .. ^ .. 9, 10, 12, 14, 15, 18-23 • 

Chronic schizophrenics .. Ys ir 

Preoperative controls 1-8, 13, 17 

Manics .. ss А «s 16 


may distinguish psychotics from normals. Alter- 
natively, the defect may be in the structure of 
а crKical receptor. 

It is noteworthy that our control group 
consisted of individuals under the stress of 
in-patient investigation. The possible role of 
stress is currently being evaluated. Preliminary 
data. from rodents (Christian, Harrison and 
Pagel, 1976) suggest that animals under stress 
exhibit an increase in the amount of DMT in 
isolated brain vesicles. 

Quantitation of the subject amines was carried 
out by comparison of the GC peak areas pro- 
duced by the derivatized CSF with those pro- 
duced by known amounts of standard pure 
derivatives. Further verification is allowed by 
the technique of ‘spiking’ with known amounts 
of external standards to produce discrete, 
predicted and additive increases in peak area. 
However, should other unknown compounds in 
the CSF have identical GC retention times, the 
resultant peak areas would indicate falsely high 
values for that particular amine. The interpreta- 
tion of Table II should be made with this 
possibility in mind. The likelihood of this error 
occurring with five compounds is small, but 
quantitative mass spectral determinations are 
currently in progress to investigate this possi- 
bility. Preliminary mass spectrometry on four 
random CSF samples has confirmed the 
qualitative presence of DMT, OMB and 
TRYP; the investigation was carried out on a 
LKB 2091 mass-spectrometer, using the tech- 
niques of both molecular ion analysis and 
multiple ion analysis (LKB Instruments Inc, 


personal communication, 1976). In addition, 
the qualitative presence of DMT has been 
reported in two CSF samples (analysed ‘blind’), 
using a deutero-DMT mass spectrometry isotope 
dilution technique (Mandel, L. R., personal 
communication, 1976). 

The relative amounts of DMT and OMB in 
some CSF samples appear to be large enough to 
be detectable by conventional means. How- 
ever, the current fluorometric or radiometric 
techniques which are sensitive in the nanogram 
to picogram range require a free amino function 
on to which some reporter group or ‘tag’ may 
be attached. Further, the intrinsic fluorescence 
of these molecules is too low to allow their 
detection at low concentration. In retrospect it 
seems probable that these compounds have 
hitherto eluded detection for these reasons. 

The advantages of the technique employed 
in this study are twofold: Firstly, the CSF is 
probably preferable to blood or urine for 
investigating this type of problem. Secondly, 
previous reports of blood DMT in psychotic 
disorders are restricted in their sensitivity to the 
low nanogram range (e.g. Lipinski et al, 1974), 
whereas by the use of HFBI derivatization low 
picogram quantities of the amines can be 
detected, thus decreasing the chances of false 
negative results. The possibility remains that 
the compounds under investigation may be 
produced intermittently; thus a single CSF 
sample may lead to erroneous conclusions in 
individual patients. . 

The fact that, among the psychiatric popula- 
tions, the compounds are not confined to any one 
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9f the current nosological categories occasions 

no surprise. The DMT and/or OMB level in the 

brain and CSF may be a function of stress. 

Moreover, an eventual classification of mental 

illness based on biochemical disturbances will 

probably not respect our present-day descriptive 
classification. In order to investigate the effects 
of pharmacotherapy on the CSF levels of these 
hallucinogefis we are now studying individual 
patients longitudinally, before and after neuro- 
leptics. 
Acknowledgements 

We wish to thank Dr G. Corssen for kindly supplying 
us with control cerebrospinal fluids and Dr P. H. Linton 
for his support of this investigation. In addition, we wish 
to thank Ms Linda Burrows and Mr Robert Harrison 
for their technical assistance in the analysis of CSF 
samples. This work was supported by NIMH Grant 

No. MH-24177-02. 

References 

ANGRIST, B., GERSHON, S., SATHANANTHAN, G., WALKER, 
R. W., Lorez-Ramos, B., MANDEL, L. К. & VANDEN 
Heuven, W. J. A. (1976) Dimethyltryptamine levels 
in blood of schizophrenic patients and control subjects. 
Prychopharmacologia, 47, 29-32. 

Bentncton, Ё. Morin, R. D. & Grarx, L. C. (1965) 
5-Methoxy-N-N-Dimethyltryptamine: a possible en- 
dogenous psychotoxin, Alabama Journal of Medical 
Science, 2, 397-403. 

 CisrraN, 5. Т. & Morn, R. D. (1975) Identifica- 
tion and separation of indolealkylamines by gas- 
liquid chromatographic analysis of their heptafluoro- 
butyryl derivatives. Journal of Chromatography, 106, 
435-9. 

Carpenter, W. T., SrRAUSS, J. S. & Barco, J. J. (1973) 
Flexible system for the diagnosis of schizophrenia: 
Report from the WHO International Pilot Study of 
Schizophrenia. Science, 182, 1275-8. 


СшизпАн, S. T. BewmoToN, F, Morm, В. D. & 
Совветт, L. (1976) Gas-liquid chromatographic 
separation and identification of biologically important 
indolealkylamines from human cerebrospinal fluid. 
Biochemical Medicine, 14, 191200. 

Curistian, S, T. Harrison, R. & Page, J. (1976) Evi- 
dence of dimethyltryptamine as naturally occurring 
transmitter in mammalian brain, Alabama Journal of 
Medical Science, 13(2), 162-5. 

Fricuner, J. P., Roms, E. & Guze, S. С. (1972) Diag- 
nostic criteria for use in psychiatric research. Archives 
of General Psychiatry, 26, 56-63. 

Houmsrept, B. & Linporen, J. E. (1967) In Ethno- 
pharmacologic Search for Psychoactive Drugs (ed. D. H. 
Efron). Washington: United States Public Health 
Service. 

Lirmsxt, J. F, Manner, L. R., Avon, Н. S., VANDEN 
Heuver, W. J. A. & Wacker, R. W. (1974) Blood 
dimethyltryptamine concentrations in psychotic 
disorders. Biological Psychiatry, 9, 89-91. 

Manner, L. К. & Warkzg, R. W. (1975) The bio- 
synthesis of 5-Methoxy, N-N-Dimethyltryptarfiine in 
vitro. Life Sciences, 35, 1457-63. 

Manne, А. J. & SgcAL, D. S. (1973) The psychobiology 
of dopamine and the methylated indoleamines with 
particular reference to psychiatry. In Biological 
Psychiatry (ed, J. Mendels). Wiley. 

Sersan, M. D. & Стоумзка, C. B. (1975) Differentiating 
criteria for acute-chronic distinction in schizo- 
phrenia. Archives of General Psychiatry, 32, 705-12. 

Wyarr, К. J, Manner, L. Do, Arun, Н. S., WALKER, 
R. W. & VawpeN Heuver, W, J. A. (1973) Gas- 
chromatographic-mass spectrometric isotope dilution 
determination of N-N-dimethyltryptamine concentra- 
tions in normals and psychiatric patients. Psycho- 
bharmacologia, 31, 265-70. 

——- Gin, J. C., Karran, J, Srinpman, R., MANDEL, L., 
ALUN, H. S., Vannes HeuveL, W. J. A. & WALKER, 
R. W. (1974) N-N-Dimethyltryptamine—a pos- 
sible relationship to schizophrenia? In Advances in 
Bio-chemical Psychopharmacology. New York: Raven Press. 


Lionel Corbett, M.B., сь.в., M.R.C.Psych., Assistant Director, Laboratory of Biological Psychiatry, tllinots 


State Psychiatric Institute, Chicago, Illinois 60612 


Samuel T. Christian, Ph.D., Chief, Neurochemistry Section, 

Richard D. Morin, Ph.D., Professor of Medicinal Chemistry, 

Frederick Benington, ph.p., Professor of Medicinal Chemistry, 

John R. Smythies, M.D., F.R.C.P., F.R.G.Psch., C. B. Ireland Professor of Psychiatric Research and Biv- 


chemistry, 


Neurosciences Program and Department of Psychiatry, University of Alabama, University Station, 


Birmingham, Alabama 35294 
Requests for reprints should be addressed to Dr Corbett. 


(Received 26 November 1976; revised 5 April 1977) 


From the treatment of simple anxiety to 
the control of severe psychoses... 





the’Stelazine range 


every presentation of trifluoperazine 
you are likely to need — Tablets 5 mg, 1 mg; 
'Spansule' Capsules 15 mg, 10 mg, 2 mg; 
Ampoules 3 mg, 2 mg, 1 mg; 
Concentrate 10 mg/1 ml; Syrup 1 mg/5 ml. 


from Smith Kline & French 
SI46T- 


a Smithi&line company 


the sign of quality and clinical reliability 
in psychotropic medicine 


. 
Smith Kline& French Laboratories Limited, Welwyn Garden City, Hertfordshire. 'Stelazine' (brand of trifluoperazine hydrochloride), 
'Spansule', and the colour blue applied to the outside of biconvex, round trifluoperazine tablets, are trade marks. Full information is 
Svailable on request SZ: AD127 


New understanding of the 
selective action of Melleril 





Melleril, like all effective major tranquillisers, blocks dopamine receptors in the 
limbic system. Current theory suggests that this may be the site of action of major 
tranquillisers. 


Melleril is exceptional in having little effect on dopamine receptors in the striatal 
system. Dopamine blockade in this system is associated with extrapyramidal and 
possibly other unwanted effects. 


Years of clinical use have proved that Melleril has a highly specific action against target 
symptoms in a wide range of psychiatric conditions, whilst having a low incidence of 
extrapyramidal and other side effects. A theoretical basis for this selectivity of action has been 
developed as a result of basic research leading to a greater understanding of the role of 
dopamine in psychiatric disorders 


Indications Acute and subacute 
schizophrenia, manic and chronic 
psychoses, acute and chronic 
psychoneuroses 


Dosage and Administration 30 to 
600mg daily according to condition 
and response; ia resistant cases 
maximum 800mg daily for not more 
than 4 weeks 


Contra-Indications Severely 
depressed or comatose states 


Precautions Care required where 
there is evidence of cross-sensitivity 
with other phenothiazines and with 
concomitant CNS depressants 
quinidine and adrenergic 
vasoconstrictors. pregnancy and 
breast feeding 


Side-effects Drowsiness. dizziness 
faintness, disturbances of 5 
accommodation, urinary 
incontinence, drynessof the mouth 
and nasal stuffiness, rarely 
extrapyramidal reactions and blood 
dyscrasias. Amenorrhoea. lactation 
impairment of male sexual function 
oedema, weight-gain and alteration 
in seizure control have been 
reported, also benign re-polarisation 
changes on the ECG. Pigmentary 
retinopathy is a toxic reaction to 
dosage over recommended 
maximum 


Presentation Thioridazine Tablets 
BP 10mg. 25mg, 50mg and 100mg 
Suspension 25mg and 100mg 
thioridazine base/5ml spoonful 
Syrup 25mg thioridazine base /5ml 
spoonful. Concentrate for dilution to 
Syrup (hospitals only) 150mg/1mi 


Product Licence Numbers 
Suspension 25mg/5ml PL/0101/0052 
Suspension 100mg/5mi PL/0101/0053 
Syrup 25mg/5ml PL/0101/5034 
Concentrate 150mg/1ml PL/0101/5035 
Tablets 10mg PL/0101/5033 

Tablets 25mg PL/0101/5053 

Tablets 50mg PL/0101/5054 

Tablets 100mg PL/0101/5055 


Basic NHS Cost: 250 x 10mg tablets 
£1.66. 1000 x 25mg tablets £9.83 

1000 x 50mg tablets £18.62 

1000 x 100mg tablets £35.54 

1 litre x 25mg/5ml syrup £3.71. 500m! 
concentrate £30.91. 1 litre x 25mg/5ml 
suspension £3.65. 1 litre x 100mg/5ml 
suspension £13.31 


Melleril is a registered Trade Mark 
Full prescribing information including 
product Data Sheet. is available from 


SANDOZ PRODUCTS LIMITED 
Sandoz House. 98 Th& Centre 
Feltham, Middlesex. TW134EP 
Mel. 704 . 


t. 


Brit. F. Psychiat. (1978), 132, 145-8 


Gamma-Aminobutyric Acid (GABA) in the CSF of 
Schizophrenic Patients Before and After Neuroleptic Treatment 


By D. LICHTSHTEIN, J. DOBKIN, R. P. EBSTEIN, J. BIEDERMAN, 
К. RIMON and R. Н. BELMAKER 


Gamma-aminobutyric acid (GABA) levels in the CSF were measured in 
9 normal individuals, 17 drug-free schizophrenic patients and 1o of 
these same schizophrenic patients after neuroleptic treatment. There 
was no significant difference between CSF level of GABA in the control 
group compared to those in schizophrenic patients; however, 6 of the 
7 lowest GABA levels were from schizophrenic patients. There was a 

* significant decline of 12 per cent in mean GABA levels in the CSF after 
a mean of two months of neuroleptic treatment. 


Introduction 


Gamma-aminobutyric acid (GABA) has been 
established as an inhibitory neurotransmitter 
in the mammalian central. nervous system 
(CNS) (Curtis and Crawford, 1969). Roberts 
(1972) has hypothesized a defect of GABA 
inhibitory neurons in schizophrenia, and Langer 
et al (1975) have recently suggested that 
measuring GABA in cerebral spinal fluid (CSF) 
obtained from schizophrenic patients might 
elucidate the functioning of gabaminergic 
neurons in this disease. Simultaneously, Glaeser 
and Hare (1975) have for the first time positively 
identified GABA in samples of human CSF. 
In the present study we report GABA levels in 
CSF obtained from 9 normal individuals, 17 
drug-free schizophrenic patients and 10 of those 
same schizophrenic patients after neuroleptic 
treatment. 

Methods 

The patients consisted of 17 drug-free schizo- 
phrenic patients admitted to the Jerusalem 
Mental Health Centre between 1 October 1975 
and’ 31 January 1976. The control group 
consisted of 9 mentally healthy patients who 
had lumbar puncture for the purpose of spinal 
anaesthesia for minor orthopaedic or urological 
surgery at the Hadassah Hospital during the 
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same period. CSF cyclic AMP (Biederman et al, 
1977a; Biederman zt al, 1977b) and CSF cyclic 
GMP (Ebstein et al, 1976) have been reported 
previously for a largely overlapping group of 
CSF samples. Diagnostic criteria and CSF | 
collection procedure have also been described ` 
previously. 


Determination of GABA 


Samples were deproteinized with 1/4 volume 
of a 20 per cent solution of trichloracetic acid 
(TCA) immediately after thawing. After centri- 
fugation the TCA was removed from the samples 
in the supernatant by Dowex 1 acetate (200—400 
mesh) chromatography (1-0 X15 cm column). 
GABA was eluted with 0-5 N acetic acid, and 
the effluent was dried in a rotatory evaporator. 
The residue was redissolved in 0:3 ml of 
distilled water and a 100 pl aliquot was trans- 
ferred to а micro-test-tube and dried by 
lyophilization. GABA in the residue was 
determined by using an enzymatic fluorometric 
micromethod, as described by Baxter (1972). 
The enzymatic kit containing GABA-a-keto- 
glutamate transaminase and succinic semi- 
aldehyde dehydrogenase was purchased from 
Sigma. Duplicate samples showed a correlation 
coefficient of 0-99. 
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. Results 


Values of GABA in the untreated schizo- 
phrenic patients and controls are presented in 
Fig 1. There is no significant difference between 
CSF levels of GABA in the control group 
(301 4-23, sem) and those found in the schizo- 
phrenic patients (273 +15, sem; t = 1-02, ns). 
Although six of the seven lowest GABA levels 
were from schizophrenic subjects, this subgroup 
could not be distinguished from the rest of the 
schizophrenic patients by any other criteria. 
This subgroup did not contain the two patients 
with extremely high cyclic AMP previously 
reported (Biederman et al, 1977a). There was 
no correlation between CSF levels of GABA and 
(a) global psychopathology, (b) psychomotor 
activity, (c) clinical improvement or (d) 
whether the schizophrenic episode was acute 
or recurrent. Table I shows the GABA CSF 
levels in 10 patients before and after an average 
of two months’ neuroleptic treatment. There 
was a small but significant difference between 
mean GABA CSF values before (274 +25, 
Sem) and after (242-27, sem) treatment 
(P < 0-05, paired t-test). When changes in 
GABA levels in Table I are compared to the 
- changes in CSF cyclic GMP levels previously 
reported for this same group of patients (Ebstein 
et al, 1976) there is a negative correlation 
(т = —0:57, Р < +10) between the changes in 
cyclic GMP and the changes in GABA after 
neuroleptic treatment. There was no correla- 
tion between changes in CSF levels of GABA 
with neuroleptics and the previously reported 
changes in cyclic AMP (Biederman et al, 1977b). 
Among the untreated patients and controls 
there was no correlation between CSF levels of 
GABA and previously reported CSF cyclic 
AMP (г = о> т) levels (Biederman et al, 1977a). 
There was a non-significant negative correlation 
between the previously reported cyclic GMP 
levels (Ebstein et al, 1976) and CSF levels of 
GABA (г = —:40, P < 0-1) in the untreated 
patients and the controls, 


Discussion 
Roberts (1972) has suggested an imbalance 
between the monoaminergic and gabaminergic 
neurons in schizophrenia, with the GABA net- 
work constituting the weaker component. How- 
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ever, thë results reported here show no signi- 
ficant reduction in CSF levels of GABA in 
schizophrenia. Nevertheless, it should be men- 
tioned that 6 of the 7 lowest CSF levels of GABA 
were from schizophrenic patients. These results 
should be interpreted with caution, since spinal 
fluid metabolite levels do not necessarily indi- 
cate physiological activity of brain neurons 
(Goodwin and Post, 1975). CSF levels of GABA 
do not necessarily reflect brain GABA neuron 
function, but nevertheless Glaeser et al (1975) 
found reduced CSF levels of GABA in Hun- 
tington’s chorea, a disease in which autopsy 
studies have demonstrated reduced brain GABA 
levels, | 

After an average of two months of neuroleptic 
treatment there appeared to be a small but 
significant reduction in CSF levels of GABA. 
These results are consistent with two previous 
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Taste i- E 
The effect of neuroleptics on spinal fluid GABA levels 
Treatment Length of © GABA GABA 
Patient Age/Sex Diagnosis and treatment ‚ before after Improve- 
dosage (weeks). picomoles/ce ^ picomoles/cc ment 
5.5. 26 Е А ЕР 30 mg/bw Hoc 451 406 (— 11%) + 
CPZ доо теу nas 
THX 1:0 mg/d : Ld 
М7. 26 M R FP  25mgjd 4 203 175 (—16%) + 
CPZ 300 mg/d 
PF 12 mg/d 
S.M. 59 M R FP — 25mg/bw 10 307 241 (—27%) + 
ORP 150 mg/d 
EM. 43 M R FP 25 mg/bw 6 208 183 (—1495) 4 
THX 15 mg/d 
GD. 23 M A FP 12°5 mg/d 14 276 180 (~53%) ++ 
THX  4mg/ 
Lc 63 Е R ЕР  25mg/bw 8 213 215 (n.c.) ++ 
e ORP 150 mg/d 
AM. 16 M A CPZ боо mg/d 5 211 185 (~14%) + 
РЕ 24 mg/d j 
М.М. 23 M R FP 10 mg/d 12 345 385 (+12%) + 
THX  6mg/d i : 
SG- 18 Е А CPZ 400 mg/d 4 235 245 (n.c.) — 
HA. 47 M A FP 25 mg/bw 4 295 200 (--419%) — 
Mean 34'4 5A, 5R 78 2744* | 242°5* 


AALAND NOAA 
* P < -05, paired t-test. 


Abbreviations used: CPZ—Chlorpromazine; PF—Perphenazine; FP—Fluphenazine; 
THX—Trihexyphenidyl; ORP—Orphenadrine. | 
A—Acute schizophrenia; R—Recurrent schizophrenia. 
bw—biweekly; d—per day. + moderate; +-+ marked; — попе; n.c. no change. 


animal studies which demonstrated that acute 
injection of neuroleptics reduced brain GABA 
levels (Kim and Hassler, 1975; Collins, 1973). 
The tendency for the reduction in GABA in the 
CSF with neuroleptics to correlate negatively 
with changes in cyclic GMP, and the negative 
correlation between GABA in the CSF and 
CSF cyclic GMP among untreated patients and 
controls, are consistent with animal studies on 
relationships between GABA and cyclic GMP 
in the rat cerebellum (Costa et al, 1976). 
GABA is a widely-distributed neurotrans- 
mitter which may be modulating the activity of 
dopaminergic neurons in some brain regions 
(Stevens et al, 1974). The dopamine hypothesis 
of schizophrenia postulates an overactivity of 
dopaminergic neurons in this disease (Snyder 
et al, 1974), and this suggests a possible role in 
schizophrenia for GABA as well However, 
direct evidence for the dopamine hypothesis in 


humans is so far lacking, either from studies of 
CSF dopamine metabolites (Bowers et al, 1974; 
Post ef al, 1975) or from studies of related 
systems such as CSF cyclic AMP (Biederman 
et al, 1977a; Smith et al, 1976), CSF cyclic 
GMP (Ebstein et al, 1976), or CSF GABA, 


Acknowledgements 
We wish to thank Prof. J.. Davidson of Hadassah 
Hospital for assistance in obtaining control CSF, Mr Zvi 
Mintz for assistance in lumbar punctures and Ms Keren 
Rose for excellent secretarial assistance, 


References 

Baxter, C. F. (1972) Assay of y-aminobutyric acid and 
enzymes involved in its metabolism. In Methods of 
Neurochemistry, 3 (ed. R. Fried). New York: Marcel 
Dekker. 

Breperman, J, Rimon, R., Ensre, К. P., BELMAKER,, 
К.Н. & Davison; J. T. (19772) Cyclic AMP in the 
CSF of patients with schizophrenia, British Journal of 
Psychiatry, 130, 64-7. | 


148 


“BirpeRMAN, J., Rimon, R., Ensrem, R. Р. & BELMAKER, 
К. Н. (1977b) Neuroleptics reduce spinal fluid cyclic 
AMP in schizophrenic patients. Neuropsychobiology. 
In press. 

Bowers, M. B. (1974) Central dopamine turnover in 
schizophrenic syndromes. Archives of General Psy- 
chiatry, » 31, 50-4. 

Couns, G. С. S. (1973) Effect of aminooxyacetic acid, 
thiosemigarbazide and haloperidol on the meta- 
bolism and half-lives of glutamate and GABA in rat 

ebrain. Biochemical Pharmacology, 22, 101-11. 

Costa, E., Gumorn, A. & Mao, C. C. (1976) A GABA 
hypothesis for the action of benzodiazepines. In 
GABA in Nervous System Function (eds E. Roberts, 
T. N. Chase and D. B. Tower). New York: Raven 
Press. 

Curtis, D. R. & Свклмғовр, J. M. (1969) Central 
synaptic transmission-microelectrophoretic studies. 
Annual Review of Pharmacology, 9, 209-40. 

Евѕтеім, R. P., Brspzrman, J., Rimon, R., ZOHAR, J. & 
Bermaker, R, Н. (1976) Cyclic GMP in the CSF of 
patients with schizophrenia before and after neuro- 
leptic treatment. Psychopharmacology, 5x, 7174. 

Guazser, B. S. & Hare, T. A. (1975) Measurement of 
GABA in human cerebrospinal fluid. Biochemical 
Medicine, 12, 174-82. 

—— Voce, W. H., OLeweneR, D. В. & Hare, T. A. 
(1975) GABA levels in cerebrospinal fluid of patients 
with Huntington's chorea: a preliminary report. 
Biochemical Medicine, 12, 380—5. 


David Lichtshtein, m.s., Graduate Student, 
*Joseph Dobkin, рһ.р., Senior Lecturer, 


„* 


GAMMA-AMINOBUTYRIC ACID IN THE CSF OF SCHIZOPHRENIC PATIENTS 


Gooowin, Е. K. & Posr, R. M. (1975) Cerebrospinal 
fluid amine metabolites in affective illness and 
Schizophrenia: clinical and pharmacological studies. 
Psychopharmacology Communications, 1 (6), 641—53. 

Кім, J. S. & HasstgR, R. (1975) Effects of acute halo- 
peridol on the gamma-aminobutyric acid system in 
rat striatum and substantia nigra. Brain Research, 
88, 150-3. 

Lancer, D. H., Brown, С. L. V., Bunney, W. E., Ja & 
VAN Kammen, D. P. (1975) Gamma-aminobutyric 
acid in CSF in schizophrenia. New England Journal of 
Medicine, 293, 201. 

Post, R. M., Fink, E., Carpenter, W. Т. & Goopwin, 
F. K. (1975) Cerebrospinal fluid amine metabolites in 
acute schizophrenia. Archives of General Psychiatry, 32, 
1063-9. 

Ковектз, E. (1972) An hypothesis suggesting that there is 
a defect in the GABA system in schizophrenia, 
Neurosciences Research Programme Bulletin, xo, 468-80. 

Surrit, C. C., Талмам, J. F., Post, R. M., VAN KAMMEN, 
D. P., Jumerson, D. C. & Brown, G. L. (1976) An 
examination of baseline and drug-induced levels of 
cyclic nucleotides in the cerebrospinal fluid of control 
and psychiatric patients. Life Sciences, 19, 131-6. 

Snyper, S. H., Banerjee, S. P., Yamamura, H. I, & 
GREENBERG, D. (1974) Drugs, neurotransmitters and 
schizophrenia. Science, 184, 1243-53. 

Stevens, J, Мпѕом, К. & Foor, W. (1974) GABA 
blockage, dopamine and schizophrenia: experimental 
studies in the cat. Psychopharmacologia (Berl.), 39, 
105-19. 


Department of Physiology, Hadassah-Hebrew- University Medical School Jerusalem, Israel 


Richard P. Ebstein, рһ.р., Senior Scientist, 
Joseph Biederman, м.р., Psychiatric Resident, 


Капап Rimon, м.р., Visiting Professor of Psychiatry, 


Robert Н. Belmaker, м.р., Director of Research, 


Department of Research, Jerusalem Mental Health Centre—Ezrat Nashim, PO Box 1 40, Jerusalem; Israel 


Reprint requests to Dr Ebstein 


(Received 25 January 1977 ; revised 21 March 1977) 


* His colleagues report with deep regret that Dr Dobkin died on g April 1977 


Brit. J. Psychiat. (1978), 132, 149-51 


Histocompatability Antigens and Schizophrenia 


By PETER McGUFFIN, ANNE E. FARMER and 8. M. RAJAH 


The HLA (Human Leucocyte Antigen) types A and B were studied in 


80 patients diagnosed as schizophrenic. There was an increased 
incidence of HLA-BW5 and a decrease in HLA-AW29 and HLA-BW17 as 
compared with healthy controls. In the sub-group of patients exhibiting 
Schneider’s first-rank symptoms there was an increased incidence of 
HLA-A with a decrease in HLA-A2 and HLA-BW17. 


Introduction 


Although there is abundant evidence from 
twin and family studies in favour of a genetic 
basis for schizophrenia, attempts to discover a 
genetic marker have been unfruitful. The pro- 
cesses which may lead to the expression of the 
disorder in genetically predisposed subjects are 
obscure, but there have been attempts, both 
statistical (Burch, 1964) and using more direct 
methods (Kolyaskina and Vartanian, 1975; 
Heath and Krupp, 1967), to invoke immuno- 
logical mechanisms as likely explanations. 

Recent studies of the HLA system in disease 
have revealed an impressive list of disorders 
associated with histocompatibility antigens, and 
in many of these conditions immunological 
mechanisms are thought to be important 
(Bodmer and Bodmer, 1974). Studies have 
shown associations between HLA-Ar and hebe- 
phrenic symptomatology (Cazullo et al, 1974) 
and a favourable response to chlorpromazine 
(Smeraldi et al, 1976). 

One of the difficulties inherent in studies of 
patients with schizophrenia is the relative lack 
of precision in diagnosis, with a resultant un- 
certainty as to the homogeneity of the popula- 
tion under study. Furthermore, there are no 
accepted criteria for defining clinical sub-groups. 
For this reason we eschewed the use of such 
categories as ‘paranoid’ or ‘hebephrenic’, and 
instead used a well-established set of criteria, 


those of Schneider (Mellor, 1970) to improve 
diagnostic precision. 


Patients and Methods . 

Eighty unrelated patients, 31 male and 49 
female, were HLA-typed, using the NIH 
Technique (National Institute of Health, 1975). 
Each had been diagnosed as schizophrenic by 
the consultant in charge of the case. Schneider 
first-rank symptoms, either current or recorded 
in clinical case notes, were found in 57 patients. 
The antigen frequencies in the patients were 
compared with those in healthy controls; the 
control group comprised blood donors and 
hospital and laboratory staff from this Region. 
The antigens were all determined in the same 
laboratory, using the same technique and 
anti-sera. The significance of differences between 
patients and controls was assessed by the Chi- 
square test, or by Fisher's exact test when an 
expected frequency was less than five. 


Results 


The antigen frequencies are shown in Table 
I In the schizophrenic patients as a whole 
there was a decreased incidence of HLA-AW29 
(P = 0:018) and HLA-BW17 (P = 0:015) and 
an increased incidence of HLA-BW5 (Р =, 
0:047) compared with the controls. In the sub- 
group of patients with first-rank symptoms the 
incidence of НІА-Ат was significantly in- 
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‘creased (P = 0:044), while HLA-A2 (P = 
0:045) and HLA-BW:i7 (Р = 0-016) were 
decreased compared with the controls. 


» 


Tase I 
Table comparing HLA frequencies in controls with those 
in patients diagnosed as schizophrenic and with those 
in patients exhibiting Schneider's first rank symptoms 





è % Con- % Schizo- % First rank 
trols phrenics schizophrenics 
(N = 458) (N = 80) (N = 57) 
HLA-A 

1 37 40 51 (P = 0:044) 

2 49 39 35 (P = 0-045) 
3 25 24 28 
9 18 21 18 
10 7 10 7 
11 13 10 9 
Wo8 7 8 5 
Wag g* 1(P =0:018) o 
W30 * о о 
Wai 3* 1 о 
W32 3* I о 

HLA-B 

5 9 9 12 
7 29 33 34 
8 25 30 37 
12 91 зо 32 
1 4 3 4 
Wis 8 вю 9 

Wi7 9 1 (P = 0:015) 0 (P = 0-016) 
Way 7 6 5 
Ws 13 21(P = 0-047) 12 
Wio IO ип 9 
Wi5 14 un 12 
Wig 8 4 5 
Waa з 4 5 
Wat 2*5 3 2 





* Number of controls = 176 for these antigens. 
P = Probability; where not stated the P value did 
not reach the 0:05 level of significance. 


Discussion 


Although the incidence of three antigens in 
our schizophrenics as a whole and of three in 
the sub-group with first-rank symptoms differed 
significantly from that found in the controls, 
the differences were not great. Furthermore, for 
each group, at least one antigen frequency 
would be expected to differ at the 5 per cent 
"evel from that of controls by chance alone, since 
25 antigens were studied. It is of interest, 
however, that one of the significant results was 


HISTOCOMPATIBILITY ANTIGENS AND SCHIZOPHRENIA 


an increase in HLA-A1 among schizophrenics 
exhibiting first-rank symptoms. 

The same antigen was found by Cazullo et al 
(1974) to be more frequent in hebephrenics 
than in other schizophrenic patients. Since the 
criteria for diagnosing the hebephrenic category 
were not defined, the resemblance between 
those patients and our own first-rank schizo- 
phrenics cannot be determined. Recent work by 
Smeraldi et al (1976) has suggested that pos- 
session of the antigen HLA-A т is associated with 
favourable response to chlorpromazine, while 
those possessing HLA-A2. respond poorly. The 
relationship between these findings and our 
own of increased HLA-Ar and decreased 
HLA-A2 in first-rank schizophrenics is not 
clear. We are unaware of any evidence that 
the presence of first-rank symptoms is associated 
with good response to chlorpromazine. Taylor 
(1972) has shown that patients exhibiting first- 
rank symptoms receive high dose neuroleptics 
more frequently than those without. such 
symptoms, which suggests that there is no such 
association. 

Our present study fails to identify a genetic 
marker for schizophrenia and offers no firm 
support for either a genetic predisposition or an 
immunological basis. The significance of our 
positive findings will be clarified only by further 
studies, preferably using the same diagnostic 
criteria. 
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Problems Associated with the Analysis and Interpretation of 


Saliva Lithium 


By ANDREW SIMS, A. C. WHITE and K. GARVEY 


SUMMARY The correlation between serum and saliva lithium levels 
in patients undergoing lithium prophylaxis therapy is discussed. 
Although a high correlation can be obtained, there is an unacceptably 
high individual variation of paired results. Two strategies were used in 
an attempt to improve the reliability of saliva as a predictor of serum 
levels. A naturally occurring marker in saliva and serum was used. 
This showed high correlation but still did not prevent large sporadic 
differences. Serially paired results in individual patients also showed 
occasional excessive variation. Although saliva lithium has been used 
for monitoring when serum assessment is impracticable, it is con- 


sidered that it is, as yet, an unreliable technique. 


Introduction 


Sims and White (1974) described a method 
of monitoring patients on prophylactic lithium 
therapy by the estimation of lithium levels 
measured on samples of saliva. A highly signifi- 
cant correlation was found between serum and 
saliva levels. This has recently been confirmed 
by Verghese, Indrani, Kuruvilla and Hill (1977). 
The importance of these findings lies in the 
possibility of maintaining patients on adequate 
dosage of lithium to achieve therapeutic con- 
centration without toxicity, and simultaneously 
avoid frequent venepunctures which are ex- 
travagant of both patient and clinical time. 

Although results from saliva and serum 
correlate significantly, individually paired results 
show wide variation. A close scrutiny of the 
results provided by Verghese et al showed that 
a saliva lithium level of 2-0 mmol/l occurred 
with a range of serum levels between 0-6 
mmol/l] and 1:2 mmol/l. A similar variation 
also occurred in our series. This is insufficiently 
reliable for accurate assessment in any given 
patient. 


To circumvent this problem two possible 
alternative strategies were considered: 

I. A natural marker in the saliva might be 
identified, quantified and hence provide an 
accurate index of saliva flow. The lithium 
level could then be corrected accordingly. 

2. In acknowledging that variations between 
serum and saliva levels occurred between 
individuals, the possibility exists that varia- 
tions might be minimal within the same 
individual. Measurement of serial serum and 
saliva levels, as in the method described by 
Neu, Dimascio and Williams (1975) might 
thus prove more reliable. Once an equivalent 
saliva/serum ratio has been established for a 
given patient, that patient could be monitored 
using saliva alone. Chick (1977) suggests 
that it would seem prudent to calculate a 
mean saliva/serum ratio for each individual 
from at least three pairs of samples at thera- 
peutic levels. Once an equivalent saliva- 
serum ratio had been established for a given 
patient, that patient could be monitored 
using saliva alone. 
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Strategy 1 Mand 


Thirty. synchronous samples of serum and . 


saliva were obtained from thirty patients 
receiving medication with lithium carbonate. 
In addition to assessment of lithium. levels, a 
biochemical profile including. urea, glucose, 
aspartate transaminase, osmolality, sodium 
potassium and creatinine was recorded. 


Strategy 2 


Synchronous saliva and serum lithium esti- 
mations were made during the period of 
stabilization of patients commencing lithium 
therapy. Three patients were monitored with 
a series of 7, 6 and 8 paired results respectively. 
This enabled the relationship of serum and 
saliva lithium to be examined in the individual 
patient from zero to the upper end of the 
therapeutic range. 


Methods of assay 


Most specimens of saliva require the removal 
of particulate matter and mucus prior to 
analysis. This was conveniently achieved by 
centrifugation, using a 'Suresep' stopper. The 
results for urea, glucose, bilirubin and enzymes 
меге excluded from subsequent statistical treat- 
ment (because of bacterial utilization of urea, 
*bacterial contamination affecting glucose, 
photolability of bilirubin and other variables 
affecting enzymic activities"). 

Saliva potassium concentration is not only 
much higher than for serum (X = 21:5 mmol/l) 
but also extremely variable. Consequently it is 
necessary to correct the apparent saliva lithium 
concentration as measured by the routine 
flame photometric technique. Presumably an 
atomic absorptiometric method would suffer 
from no such disadvantage. 


Strategy 1 Results 


The correlation coefficient between serum 
lithium and saliva lithium, corrected for 
potassium, was: г = +71, n == 33, P = <o-oor. 

The degree of correlation was unimproved 
by incorporating creatinine, urate, calcium, 
cholesterol, osmolality, sodium and potassium 
individually, with the saliva lithium. As a 
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Fio—-Spectral interference due to potassium upon the 
lithium assay. 


consequence a multiple combination of these 
was sought. 

It was found that serum levels could be 
better predicted (г = +81) from saliva lithium, 
sodium, calcium and osmolality concentrations 
using the least squares predictor statistical 
analysis. Despite a complicated statistical analy- 
sis, person to person variation however remained 
unacceptably great. 


Strategy 2 

Correlation. coefficients. of -85 (Р < о-о), 
-80 (Р < 0:05), and -63 (P < 0-1) were found 
using the series of paired saliva and serum 
results on three patients. However, variation for 
saliva levels with fixed serum level remained 
unacceptably large, e.g. for a serum lithium of 
0:4 mmol/l, saliva lithium levels of 0:3-1:6 
mmol/l were obtained in the same patient. 


Discussion 


Good correlations between saliva and serum 
lithium have been demonstrated by various 
authors, using two different methods. Both are 
statistically valid. for comparison of large 
numbers of results but cannot be used accurately 
to predict individual levels. Saliva estimation 
indicates whether а patient is taking lithium 
medication but is unreliable in the prediction 
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bf serum levels. Although the strategies used 
in this paper show a satisfactory correlation 
from zero lithium through the therapeutic 
range, it cannot be assumed that the relation- 
ship would remain for excessive serum levels of 
lithium. Although in exceptional circumstances 
salivary lithium has proved useful, we would be 
cautious inethe use of saliva levels when serum 
assessments can be readily performed. 
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Variations in the Seasonal Distribution of Births of Psychotic 
Patients in England and Wales 


By E. H. HARE 


SUMMARY The quarterly distribution of births of patients born in 
England and Wales 1921-60 and first admitted in 1970-75 was examined 
by decade of birth and by age at year of admission. For patients with 
schizophrenia and affective psychosis, the distribution varied: in the 
early decade (1921-30), and for older patients (45-54 years) the propor- 
tion of births in the fourth quarter of the year was high, compared with 
expectation from live births in the general population; but it became 


lower in succeeding decades and for younger age groups. No com- 


parable change occurred for births of patients with neurosis or 


personality disorder. 


Introduction 


Shimura et al (1977) found the seasonal distri- 
bution of births of schizophrenic patients born 
in Tokyo before 1900 to be different from that 
of those born after 1900, and drew attention to 
similar findings in other studies. This led me to 
examine the variation by year of birth in the 
seasonal distribution of births of psychiatric 
patients in England and Wales. The Depart- 
ment of Health and Social Security collect 
routine data on every case admitted to a 
psychiatric bed in England and Wales; and 
since 1970 the Department has supplied me 
with information on the numbers of such 
patients born in England and Wales and first 
admitted in a particular year, by the month and 
year of birth and by nine diagnostic groups (the 
diagnosis being that made within a month of 
the patient's admission). The data are now 
available for the six admission years 1970-75 
and for years of birth since 1921 (the quarterly 
numbers of live births in England and Wales 
have been published only since 1921 and the 
monthly numbers only since 1939). 

In the present study I examined the quarterly 
distribution of births (1921-60) for four diag- 
nostic groups: schizophrenia, affective psychosis, 
neurosis and personality disorder. The affective 
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group was formed of patients diagnosed mania 
plus those diagnosed psychotic depression. The 
total patients with known data of birth in these 
four groups (and, in brackets, the numbers 
where date of birth was not known) were: 
schizophrenia 14,264 (201), affective psychosis 
10,642 (93), neurosis 35,252 (240), personality 
disorder 13,842 (124). 


Method 


The presentation of the data would be simple 
but for one important technical consideration. 
'This is the effect of variations in age-incidence 
on the expected seasonal distribution of births. 
The effect (which may be called the age- 
incidence effect) can be explained as follows. 
If the incidence of a disease increases rapidly 
for a particular age-range (as for example the 
incidence of schizophrenia increases rapidly 
between the ages of 15 and 24), then among a 
group of patients within that age-range who 
were born in a particular year and admitted 
to hospital for the first time during another 
particular year, those born in the January 
would on average be nearly a year older than . 
those born in December. The January-born 
patients are therefore drawn from a population 
with a higher incidence and for that reason 
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' there will be more of them. Thus, merely from 
the age-incidence effect, such a group of 
patients would be expected to show a larger 
than average proportion born in the early 
months of the year and a smaller than average 
proportion in the late months. Conversely, 
when the incidence of a disease decreases with 
age in a Particular age-range (as, for example, 
inechizophrenia after the age of 30), the reverse 
effect will occur. If we are considering a large 
age-range in a disease where (say) the incidence 
first increases from near zero and then decreases 
towards zero, the opposite consequences of the 
age-incidence effect will tend to cancel each 
other. But if we are considering limited age- 
ranges, as in the present study, a correction 
needs to be made for the age-incidence effect. 
I have described a method of making this cor- 
rection (Hare, 1975). In the results given below, 
corrections for age-incidence have been made 
using quinquennial years of birth (1921—25, etc) 
and 5-year age-groups (15-19, etc); the cor- 
rected numbers have then been combined to 
give totals for decades of birth and for ten-year 

-groups. 
күне Results 

Table I shows the quarterly distribution of 
births of schizophrenic patients for four decades 
and compares the actual number of patients 
with the numbers after correction for the age- 
incidence effect. For patients in the youngest 
age-group (born 1951-60) the distribution is 
considerably influenced by the correction, but 
the overall distribution is scarcely affected. 


VARIATIONS IN THE SEASONAL DISTRIBUTION OF BIRTHS OF PSYCHOTIC PATIENTS 


For the corrected numbers in the four successive 
decades, the percentages of patients in the 
fourth quarter of the year were $4°3, 22:8, 
21:7 and 21-6. During the same decades the 
percentages of all live births in the fourth 
quarter were 23-41, 23-23, 24:04 and 23°72, 
For these decades, therefore, the ratios of 
observed (corrected) numbers to the numbers 
expected from live births in the general popula- 
tion (the ratio Oc/E) were 104, 98, go and ог; 
the corresponding ratios for the first quarter 
were 102, 107, 108 and 110, and for the third 
quarter 89, 94, 96 and 93. Thus for the fourth 
quarter of the year, Oc/E tended to fall in 
successive decades, while for the first quarter 
of the year, and to a less extent for the third 
quarter, it tended to rise. * 

A very similar pattern occurred for affective 
psychosis, but no appreciable trend for any 
quarter was shown over these decades for 
neurosis or personality disorder. This is illus- 
trated in Table II. 

A chi-square test for trend (Armitage, 1971) 
on the age-corrected numbers of cases, com- 
paring the proportions in the fourth quarter 
of the year for the four successive decades of 
1921-60, is significant for schizophrenia and 
for affective psychosis (Table II). If schizo- 
phrenia and affective psychosis are combined 
to form the group of functional psychoses, the 
trend is very highly significant; there is no 
trend at all for the non-psychotic group (neurosis 
plus personality disorder) in spite of the large 
number of cases. 


Taste I 


Quarterly distribution of schizophrenic patients born in England and Wales and first admitted there 
observed numbers of patients and for the numbers (to the nearest integer) 


1979-75, for the 
after correction for the age-incidence effect ; 


by decade of birth 




















Observed numbers Age-corrected numbers 
Decade of Numbers of A . 
birth patients Quarter of year Quarter of year 
t 2 3 4 І 2 3 4 
1921— 2,580 660 707 581 632 665 709 579 627 
1931- 3,100 820 817 745 717 829 820 743 708 
1941— 5317 1425 1443 1,280 1,169 1,439 1,447 1,275 1,156 
1951-60 3,267 949 904 — 739 65 916 85 ә 735 
14,264 3.854 — 3871 3,346 3,193 3849 3,871 3,348 3196 . 


Total 1921-60 
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Tase П ы 
| Proportion of births in the fourth quarter of the year, by decade of birth and by diagnosis. The proportion is expressed 
id ын. of the observed number after age-correction (Ос) to the number expected (E) from live births in the 























general population 
Oc/E for fourth quarter of year 
Decade of 5 
birth Affective Personality 
Schizophrenia psychosis Neurosis qieorder 
1921— 104 106 ror 97 e 
1931— 98 100 99 96 
1941— go 98 99 95 
1951-60 91 88 99 96 
Total patients 14,264 10,642 35,252 13,842 





Taste П 
Chi aquare values for age-corrected numbers of cases in 
the fourth quarter of the year, comparing the four 
successive decades of 1921—1960; by diagnosis 








x? for trend x? 
Diagnosis (1 df) (3 df) 
1. Schizophrenia .. 7:36** 8-30* 
2. Affective psychosis 4:82* 6-64 
3. Neurosis E *02 1:46 
4. Personality disorder *08 Z 
5. Psychoses (==1--2) 16:85*** 17:48+#% 


6. Non-psychoses (== 3-+4) *02 1:72 





* P< 7053 ** P< 01; *** P +оо 
Note. The difference in value between у? and у? 
yields a chi square (at 2 df) which tests departure 
from linear trend. In no case does the value approach 
significance. 


Similar calculations based on the age of the 
patient at the time of first admission lead to 
very similar results. For four ten-year age- 
groups (15-24 years up to 45-54 years), the 
ratios Oc/E%, for births in the fourth quarter 
of the year were: schizophrenia 91, 92, 98, 105; 
affective psychosis 92, 99, 101, 106; neurosis 99, 
100, 99, 99; personality disorder 98, 93, 95, 97. 
As the numbers relate to first admissions over 
a period of only six years, there will not, of 
course, be much difference between the patients 
considered by decade of birth and by ten-year 
age-groups. 

Discussion 

The results indicate a real variation in the 

„seasonality of births for patients in England 





and Wales admitted for schizophrenia and 
affective psychosis; and this variation is of the 
same general type as that found for schizo- 
phrenic patients by Shimura in Tokyo. But the 
present results are based on decades since 1921, 
whereas Shimura's were based on patients 
born before or after 1900. It is therefore rather 
hard to reconcile the findings of both studies in 
terms of some slowly changing environmental 
factor, though changes in infant mortality 
might remain a. possible explanation. An 
alternative explanation is that the type of 
seasonal birth distribution depends on the age 
of patients at first admission. No data on age 
are given in the Tokyo study, and for the 
present purpose the data from England and 
Wales do not yet allow an adequate distinction 
between year of birth and age at admission. 
However, if age at admission were the relevant 
factor this might be accounted for in terms of a 
different type of illness being commoner with 
increasing age: for schizophrenia, the paranoid 
type; for affective psychosis, the late-onset type 
(a genetic difference between late-onset and 
early-onset affective psychosis is suggested by 
the studies of Hopkinson and Ley, 1969; 
Winokur ef al, 1971; and Woodruff et al, 1971). 

Whatever the explanation, the present results 
suggest that the patient's year of birth and/or 
his age at first admission may need to be taken 
into account in considering season of birth in 
the psychoses. 
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Nineteen Cases of Morbid Grief 


By STUART LIEBERMAN 


е 


SUMMARY Three different patterns of morbid grief аге noted. The А 
effect of forced mourning procedures оп morbidly grieving patients 
is discussed with some indication of beneficial and harmful effects of 


psychotherapeutic intervention. 


Introduction 

Grief processes which become blocked may 
lead to abnormal behaviour, distorted inter- 
personal relationships and physical or mental 
illness (Bowlby, 1961; Parkes and Brown, 
1969; Dennehy, 1966). In the larger context of 
normal grief following catastrophic loss (Linde- 
mann, 1944) or loss of a spouse (Parkes, 1972), 
clinical descriptions of those diagnosed as 
experiencing morbid grief have been detailed. 
Bereavement, both in childhood and in adult 
life, has been cited as a precipitating or mould- 
ing factor in the development of physical and 
mental illness as well as of abnormal per- 
sonality structures (Rees and Litkin, 1967; 
Maddison, 1968; Musaph, 1973; Bergler, 1948). 
Other studies reveal some ambiguity in the 
evidence (Hudgens et al, 1967; Birtchnell, 
1970, 1972). Parkes (1972) suggests that the 
treatment of morbid grief requires a form of 
psychotherapy in which it would be possible to 
overcome the patient’s blocks to unlearning the 
attachment to the deceased. The result, if 
mourning is a process with a definite resolution, 
should be the relief of a diverse group of 
pathological conditions. Paul and Grosser 
(1965) have used a method, operational 
mourning, based on this theory during the 
course of family therapy, and report successful 
results. Ramsay (1975) more recently reported 
the use of behavioural techniques in the resolu- 
tion of long-standing phobic symptoms by 
forced mourning procedures. 

Since patients present to psychiatrists with 
an illness isolated from the precipitating 


cause, morbid grief will be suspected only 
through careful inquiry. The danger in this 
method of diagnosis is that patients often link 
the life events with the onset of illness, whether 
this linkage is circumstantial or not. More 
objective criteria seem necessary to test the effect 
of ‘unblocking’ forms of therapy. This study 
attempts to extend the objective diagnosis of 
morbid grief and discuss its subsequent treat- 
ment and outcome. 


Method 

The patients included in the. study fulfilled 
two basic criteria. First, they had experienced 
a bereavement before the onset of symptoms. 
The symptoms were not usually connected to 
the loss by the referrer or by the initial psychia- 
tric interviewer. Second, they were clinically 
rated as to the presence of one of thirteen 
indicators of morbid grief, later incorporated 
into a morbid grief scale, and only those 
patients rated as severely or overwhelmingly 
affected by one or more of those indicators 
were included in the study. Nineteen patients 
fulfilled the criteria. The treatment was then 
undertaken by the author; it included a forced 
mourning procedure following behavioural 
principles of systematic desensitization and 
implosion coupled with family involvement 
where practical with a view to maximizing 
generalization, 

Typical of the application of the forced 
mourning procedure is Mr W. | 

The treatment involved him in nine sessions during 
which he was required to speak of his father in a 
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negative and positive way and bring in photos of 
his father and was also set the task of discussing his. 
feelings with his mother. Many of the sessions were 
highly emotional. 

In October 1972 his father died of cancer of the 
stomach after a six-month illness. In December 1972, 
Mr W. was treated with antidepressants and minor 
tranquillizers by his general practitioner for ‘anxiety 
and depressfn’ without benefit. He was referred to 
the psychiatric service and seen in January. Initially 
he was described as anxious and depressed with 
obsessive checking and washing rituals. He was 
treated for six months by the psychiatrist with anti- 
depressants and with no noticeable improvement. 

At a routine follow-up appointment, exploration 
of his past revealed the loss of his father as a signi- 
ficant stress. The morbid grief indicators included a 
delay of over one month in his first reaction to his 
father’s death. This seemed due to the need to cope 
with his mother’s grief and make all the funeral 
arrangements. He then began feeling depressed and 
wanting to cry without result, and found himself 
avoiding thinking of his father or looking at pictures 
of his father, a second indicator. Morbid grief was 
explained to him, as was the need for a forced mourn- 
ing procedure. Several sessions followed until the 
session in which he finally spoke of his anger towards 
his father and his wish for him to be dead, which 
involved a prolonged bout of tears, He was asked to 
write a letter to his father, in order to fantasize a 
communication of his feelings towards his father. By 
the end of the sessions lie could speak about his 
father easily, look at pictures of his father and talk 
to his mother about him. His symptoms of anxiety, 
depression and obsessional checking and handwashing 
had disappeared. 

After forced mourning he was able to continue with 
his plans to marry and gained promotion in his job. 


The therapy was carried out in three stages. 
In the stage of diagnosis and explanation a 
painstaking and careful explanation of the 
evidence on which the diagnosis is based was 
made to the patient; the rationale for its 
resolution was explained, and the therapist 
stimulated and directed the painful feelings 
within the patient towards the deceased. 
Emphasis on the normality of the mourning 
process was essential, 

In exploration of the relationship with the 
bereaved, avoidance usually centred on the 
painful emotions which were blocked. The 
therapist emphasized a willingness and ability 
to tolerate these feelings without rancour or 
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reproach. The appearance of strong emotions 
within a session was encouraged by the therapist. 
They frequently herald improvement, but could 
have been misinterpreted as incipient worsening 
of psychiatric illness. The therapist continually 
returned attention to the deceased. Discussion 
centring on one loss uncovered other important 
losses which would be discussed in a similar way. 
Objects of avoidance such as photos, items of 
jewellery and clothing were brought into the 
office by the patient so that they could be faced 
and discussed. 

The last stage was reached when the patient 
was able to review the totality of the relation- 
ship with the deceased, acknowledge the 
positive and negative side of the relationship, 
put aside avoidance behaviour, and deyelop 
new relationships. An active part was played by 
the therapist until the mourning began. This 
active participation was a warm, empathic 
confrontation, with legitimatization of feeling. 
The vital issue of termination was faced in the 
treatment of morbid grief. The therapist pre- 
pared the patient for the eventual loss of the 
patient-therapist relationship, in the same way 
that the grief work itself was stimulated. Failure 
to do so could block the successful conclusion 
of therapy. Individual dynamically orientated 
sessions, either for brief limited goals or thorough 
intensive life review, were undertaken when the 
relevant loss was distant or entangled with other 
equally relevant losses. The latter treatment 
methods were not universally applied, but all 
patients fully received forced mourning therapy, 
except for one case where sessions were termi- 
nated prematurely. 

The patients’ treatment and outcome were 
rated by the author after completion of treat- 
ment. The rating was based on review of case 
notes and dealt with three areas, symptomatic 
relief, ability to accept loss and general life 
improvement. Symptomatic relief was defined 
as the improvement of or loss of referral symp- 
toms such as decreased alcohol consumption in 
an alcoholic and normalized sleeping and 
eating patterns in depressives. Ability to accept 
loss was defined as the acceptance of the positive 
and negative aspects of the deceased, without 
recourse to any of the 13 indicator symptoms 
or morbid grief. General life improvement was 
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defined as the presence within the patient's life 
of new and positive life events. 

Each of the three areas were scored 1 to 5 
from worse to much improved. 

The patients were also rated by the author 
after treatment, using a newly devised morbid 
grief scale based on criteria established by 
Lindemann, Bowlby, Parkes and others 
(Musaph, 1973) as indicators of the presence 
or morbid grief. The morbid grief scale contains 
the 13 items previously mentioned, including 
absence of expected response, delayed response 
(over two weeks after death), identification with 
symptoms present in the last illness of the de- 
ceased, identification with personal traits present 
in the deceased, development of physical illness 
(Lindemann, 1944), extreme excess anger, 
extreme excess guilt, persisting intense grief 
(Parkes, 1972), recurrent nightmares, over- 
idealization, phobic avoidance, panic attacks 
and anniversary reactions (Bowlby, 1961; 
Musaph, 1973). Each item was scored 1 to 5 
from absent to overwhelming. 'These items 
were submitted to Spearman's non-parametric 
correlations to detect patterns of response to 
loss. All P values on outcome data were obtained 
by use of the raw y? test. 


Subjects 

Of the 19 patients, 8 were male and 11 female. 
Two patients were in social class I, 5 in social 
class ЇЇ, 9 in social class III and 3 in social class 
IV. Ten were married and seven single. Only 
one was a widow, so that death of spouse did 
not figure largely in this sample. The range of 
formal diagnoses included schizophrenia (3), 
endogenous depression (2), reactive depression 
(8), alcoholism (3) and personality disorder (2), 
with one patient suffering from chronic anxiety 
neurosis. The average age of the patients was 
35 years with a range from 19 to 63 years. All 
patients had received medication before their 
referral. Twelve out of 19 patients had been 
treated previously with somatic therapy, in- 
cluding ECT, antidepressants, anxiolytics or 
antipsychotic medications. Some patients had 
had all forms of treatment, either simultaneously 
or alternately. All were removed from somatic 
treatments by the end of their psychotherapeutic 
treatment. 


* 
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Results 

The use of a forced mourning procedure 
resulted in major relief or disappearance of 
referral symptoms in 16 (84 per cent) of the 
patients. Two patients actually suffered in- 
creased severity of symptoms, and one was 
unchanged. > 

Family involvement in the treatment in- 
creased the ability of patients to finally accept 
the loss of their loved one. Twelve of the 13 
patients whose families became involved were 
more able to accept the loss, as opposed to only 
3 of the 6 patients without family involvement 
(P < -05). Twelve of the 13 patients whose 
families were involved in the treatment showed 
major relief or disappearance of referral symp- 
toms, as opposed to only 3 of the 6 patients 
without family involvement (Р < +06). 

The social class of the patient affected general 
outcome as measured by averaging the scores of 
symptomatic relief, ability to accept loss and 
general life improvement, and dividing the 
resultant scores into improved, unchanged or 
worsened categories. Twelve out of 16 patients 
in social classes I, ЇЇ and III were improved, 
with 4 patients unchanged, whereas only one 
out of 3 patients in social class IV improved, 
with 2 patients actually worsened by the 
treatment (P < -03). - 

The non-parametric correlations (see Table) 
revealed that a positive correlation existed 
between avoidance, panic attacks, extreme excess 
guilt, extreme excess anger and physical illness. 
Absence of expected reaction was negatively 
correlated with extreme guilt or prolonged grief, 
but positively correlated with over-idealization 
and extreme anger. Delayed reactions correlated 
with avoidance behaviour, but negatively with 
anniversary reactions. Extreme guilt correlated 
with extreme grief, which was in turn correlated 
with recurrent nightmares in which the de- 
ceased was reported as alive, and with the 
development of physical illness. 


-æ =" 


Discussion 
Phobic avoidance of persons, places or things 
related to the deceased, combined with extreme , 
guilt and anger about the deceased and circum- 
stances surrounding the death of the deceased, 
seem to constitute a pattern which particularly 
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TABLE 
Morbid grief scale correlations 
Correlation 
coefficient 
l. Avoidance 
Panic attacks .. Ds ds + +53 
Extreme guilt + +38 
e Extreme anger .. б +41 
Physical illness .. 4-:35* 


П. Delayed reaction 
Avoidance behaviour .. - +43 


Anniversary reaction 41 
ПІ, Absent expected grief 

Extreme guilt .. ES sa —'44 

Prolonged grief .. zs à —47 

Over-idealized .. E 5 + 135% 

Extreme anger ., € s “+ +40 
IV. Prolonged grief 

Extreme guilt .. a is + +52 

Nightmares - £s + +49 

Physical illness... zm ae -+53 


E A 
All P < +05 except * where P < +07. 


relates to a delay in the onset of grief longer than 
two weeks. An interesting confirmation. of this 
observation would be if a study of patients 
diagnosed as having phobic neurosis deter- 
mined whether a sub-group would fall into the 
above category. The correlation of physical 
illness which fails to reach significance at the 
‘05 level may relate to the reported effect of 
physical illness delaying the bereaved’s ability 
to grieve rather than vice versa. 

A second pattern seems to portray a total 
lack of grieving over the death of someone 
emotionally close. Relatives often remarked 
that they expected a severe reaction to the 
death and were surprised when the patient 
carried on his or her normal life without 
apparent concern. In this syndrome, prolonged 
grieving and extreme guilt are absent but the 
patients usually have an extreme anger about 
the deceased and circumstances surrounding the 
.deceased’s final illness and death. Many аге 
reluctant to talk about the deceased to doctors 
because they harbour resentment at the way 
the deceased was treated by the caring pro- 
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fessions during his or her last illness. The anger 
is most often associated with other people, 
places or things and not with {һе deceased, 
who is over-idealized. Patients in this category 
tend to direct their anger at the therapist first, 
before redirecting it to the deceased; this 
process is similar to the ‘scolding of the de- 
ceased’ referred to by Bowlby (1961). 

A third pattern of prolonged grief exists 
including physical illness and recurrent night- 
mares in which the deceased is seen as alive; it 
most closely corresponds to that of patients 
diagnosed as having reactive depression com- 
bined with various physical illnesses. The 
recurrence of nightmares and their content 
can strongly indicate the presence of a morbid 
grief process; however, they are not soften 
mentioned by patients unless in reply to 
specific questions about dreams. The physical 
illnesses are usually those exacerbated by 
chronic emotional stress such as hypertensive 
cardiovascular disease, diabetes, duodenal ulcer 
and asthma. The treatment of this group of 
patients can be especially rewarding for reduc- 
tion of the emotional stress leads to improvement 
in their physical condition. 

Psychoanalytic insights emphasize the de- 
fensive nature of morbid grief. The operation 
of repression as an active defence is common to 
all three patterns of response. Displacement also 
occurs in the first pattern in which the affect is 
connected to external objects rather than to the 
deceased. In the second pattern, denial of the 
affect is coupled with projection of the hostility 
outwards. The third pattern is a product of the 
displacement and introjection which commonly 
occurs in psychosomatic illness and reactive 
depression. 

These three patterns: avoidance, idealization 
and prolonged grief/physical illness, may require 
different treatments. The first pattern most 
closely approximates to phobias, and a beha- 
viourally inspired forced mourning procedure 
alone should prove effective. The second pattern 
may first require that the venting of the patient’s 
anger and hostility should be encouraged by the 
therapist even though these feelings may not 
initially be directed towards the deceased. 
Afterwards, the therapist can encourage the 
understanding that these emotions are con- 
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nected with feelings about the loss of the 
deceased. The third pattern may best respond 
to a cómbination of interpretative psycho- 
therapy and behavioural techniques, with an 
emphasis on the dream work required. The 
bereaved must be stimulated to dream the 
deceased as dead and at rest. 

The use of a forced mourning procedure in 
dealing with morbid grief was beneficial to the 
majority of patients. | 

The effect of this procedure can, however, 
have negative consequences. Mrs R., who 
developed psychiatric symptoms after hearing 
that her mother was dying of cancer was 
admitted to hospital after an uncontrollable 
rage. She was treated with phenothiazines and 
recoyered. After her mother’s death she would 
allow no mention of her name at home and 
avoided the wardrobe which contained her 
mother’s clothes, Treatment with a forced 
mourning procedure was interrupted when she 
was suddenly admitted to hospital for a suspec- 
ted myocardial infarct. Although physically 
negative findings were reported she refused to 
continue treatment, complaining of the severity 
of her heart condition. 

Negative results may be avoided by proper 
selection, for example the data show that the 
use of forced mourning with patients of social 
class IV, who have fewer social supports com- 
bined with many more economic and social 
problems, should in general be avoided. 

Family involvement in the treatment seems 
to be beneficial, and clinically it was common 
to discover that morbid grieving was a family 
pattern so that other members of the family 
needed to experience the forced mourning as 
much as the identified patient. Family members, 
when not included, tended to block the therapy 
by not allowing emotional expression of anger, 
grief and loss at home. 
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'The treatment of patients found to be suffer- 
ing from morbid grief can be rewarding if based ў 
оп an understanding of the nature of the normal 
mourning process, the ability to diagnose the 
morbid reaction and finally the ability to 
confront the patient in a way which will unblock * 
the mourning process. „——” 
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A Clinical Scale for the Self-assessment of Irritability 
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and P. McGUFFIN 


SUMMARY To date there has been no suitable scale for the self- 


assessment of irritability in the clinical situation. Existing scales have 
either included aspects of personality trait together with present state 
or they have been constructed on non-clinical populations. A self- 
assessment scale has been constructed which seeks to overcome such 
faults. Measures of depression and of anxiety are included, together 
with measures of outwardly directed irritability and inwardly directed 
irritability. This scale should be known as the Irritability, Depression, 


Anxiety—or IDA—Scale. 


Introduction 


Devices constructed to assess labile mood 
states generally called hostility or aggression 
have been reviewed by Gottschalk et al (1963). 
Most of these are projective techniques or 
scales derived from the MMPI. In the same 
paper the authors introduced their own method, 
which was based upon an analysis of recorded 
speech of their subjects. Two widely used self- 
assessment scales are those of Buss and Durkee 
(1957) and Caine, Foulds and Hope (1967). 

All these authors have discussed the semantic 
difficulties surrounding the concept of aggression. 
Gottschalk et al (1963) considered that the con- 
cept of hostility included: (a) a behavioural act, 
physical or verbal with a destructive function 
and termed aggression; (b) attitudes of dislike, 
resentment and suspicion, sometimes called 
hostility; (c) a subjective experience usually 
called anger; (d) a disposition to be aroused 
to behave in a hostile or aggressive manner. 
They also thought that hostility directed in- 
wardly toward the self should be distinguished 
from hostility directed towards others. 

Buss and Durkee (1957) analysed the 
responses of college students to a questionnaire. 
They found that in both men and woman one 
factor had high loadings with resentment and 
suspicion and a second factor had high loadings 
with assaultiveness, indirect hostility, irritabili ty 
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and verbal hostility. The Hostility and Direction 
of Hostility Questionnaire, or НОНО, of Caine 
et al (1967) comprises five subscales. Three of 
these are termed exirapunitive and are: 
‘criticism of others’, ‘urge to act out hostility" 
and ‘projected hostility’. The two intropunitive 
subscales are: ‘self-criticism’ and ‘guilt’. 

An examination of the item content of these 
scales reveals that some are concerned with 
enduring personality characteristics (traits) and 
others with temporary psychological experience 
(states). The Gottschalk verbal analysis tech- 
nique and the Buss-Durkee scale were con- 
structed upon non-clinical populations, mainly 
students and young people. 

We have been concerned to construct a scale 
for the measurement of irritability for use in the 
clinical context. Interest in the relationship of 
irritability to psychiatric disorders, together 
with a growing awareness of the possible effect 
of psychotropic drugs in altering the degree of 
irritability, has led us to the belief that a valid 
measure of this state is necessary. 

We have taken, as our concept of irritability, 
that of a temporary psychological state charac- 
terized by impatience, intolerance and poorly 
controlled anger. We thought it would be useful 
to retain the concept that irritability might be 
expressed outwardly toward others or directed 
inwardly toward oneself. We considered it 
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necessary that respondants should be clearly 
informed that the items in the scale referred to 
their présent mental state. It is also necessary 
that if a scale is to be used in a clinical context 
it should be constructed from the responses of 
patients. 

Finally, we considered that it would be useful 
both clinically and in research to combine 
measures of irritability with measures of anxiety 
and of depression, since the relationship between 
these moods requires further elucidation. There 
was a further advantage in this step; a question- 
naire concerned solely with irritability might 
be the cause of offence to some people, whereas 
if the irritability items are interspersed among 
other items relating to mood disorder the scale 
is nore likely to be acceptable and therefore 
truthfully answered, 


Subjects and Method 


The preliminary item analysis 

Independently we examined the HDHQ and 
the Buss-Durkee Inventory and selected those 
items which seemed to relate to our concept of 
irritability. Further items were added, together 
with items relating to the states of anxiety and 
depression. Together we considered these items, 
changed the wording and response format at 
times and agreed upon the final selection, 
which was composed of ten items relating to 
depression, ten relating to anxiety and ten 
relating to irritability. These last items were 
composed of four relating to outwardly directed 
irritability and four to inwardly directed 
irritability with two further items in which 
irritability was not clearly directed. These 
were inserted to see whether they would relate 
to either the ‘outward’ or the ‘inward’ sub-scale. 

Each item was followed by four possible 
responses. The wording of some items ex- 
pressed a healthy state, e.g. ‘I feel cheerful’ 
whilst others expressed a morbid state, e.g. ‘I 
lose my temper and snap at others’. The wording 
of the response format varied from one item to 
another. It was hoped that the wording would 
lower the likelihood of a fixed response set. On 
the questionnaire a depression item, an anxiety 
item and an irritability item appeared. in 
sequence. 
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Psychiatric ratings were to be used for valida- 
tion. For this purpose the Hamilton scales * 
(Hamilton, 1959, 1967) for both depression and 
anxiety were modified. In fact, both these 
scales contain a number of common items, and 
it was expected that the effect of the modifica- 
tion would produce purer measures sion 
and anxiety, The modified depression scale 
comprised the following items: sadness of mood, 
guilt, suicidal ideation, retardation, late in- 
somnia and loss of energy, weight and appetite. 
The modified anxiety scale comprised: anxious 
mood, tension, fears, early insomnia, difficulty 
in concentration and memory, anxious beha- 
viour at interview and physiological signs of 
anxiety. 

Psychiatric rating scales were constructed on 
the broad pattern of the Hamilton scales for 
the separate assessment of outwardly directed 
and inwardly directed irritability. It was 
agreed that account should be taken of other 
statements (e.g. by the nursing staff or the 
relatives) in addition to the patienf's statements 
and behaviour at interview when assessing 
irritability. 

The outwardly directed irritability assess- 
ment was the researcher’s assessment on a 
nine-point scale, derived from other sources in 
addition to the patient’s report. Essentially, it 
was an assessment of the degree to which he 
attacked, or feared he might attack, other 
people physically or verbally. The outward 
vent of emotion as ‘snappiness’ and bad temper 
was included in this assessment, 

The inwardly directed irritability assessment 
was also made on a nine-point scale. Since this 
was a more subjective mood, it depended to a 
large extent on the patient's own self-report 
when questioned rather than on the report of 
others. The assessment was made on the degree 
to which the patient felt angry with himself and 
gave vent to this irritation by cursing himself or 
calling himself names either aloud or under his 
breath. Assault upon himself to the extent of 
causing pain or injury, or thoughts of making 
such assaults were also included in the assess- 
ment. І à 
We practised the use of these scales, and after 
some experience and discussion of differences 
we undertook a. series of joint ratings on at 


166 
least ten patients. Inter-rater correlations for 
each pair of raters ranged as follows: depression 
scale, :80—90; anxiety scale, :75-:80; out- 
wardly directed irritability scale, -87—-90; 
inwardly directed irritability scale, -74~-go. 
All these correlations were significant at least 
at t ig-twenty level. 

The preliminary item analysis was conducted 
uporf patients suffering from affective disorders. 
There were 41 patients of whom 15 had been 
diagnosed as suffering from endogenous de- 
pression, 15 as reactive depression or depressive 
neurosis, and 11 as anxiety state or anxiety 
neurosis. Thirteen patients were male and 
28 female. The age range was 16 to 8g years 
with a mean of 42 years. Half of the patients 
were in hospital and half were out-patients at 
the time the ratings were made. An attempt was 
made in each diagnostic group to select patients 
throughout the range of illness, from severely ill 
to recovered. Half the patients completed the 
self-assessment before the psychiatric rating 
and half completed afterwards. Care was taken 
that the rater was not aware of the patients’ 
self-assessment at the time of the rating. 

Correlations were computed for every item 
with age, sex and the four psychiatric ratings. 
No item achieved a significant correlation with 
sex. All the outward irritability items and both 
the non-directed irritability items achieved 
significant negative correlations with age; no 
other item achieved a significant correlation 
with age. It is of interest that the psychiatric 
rating for outwardly directed irritability also 
achieved a significant negative correlation with 
age. 

Items for inclusion in the final version of the 
scale were selected on the grounds of having 
achieved а significant correlation with the 
appropriate psychiatric scale and a higher 
correlation with that scale than with any of the 
other scales. Using these fairly stringent criteria, 
five items were selected for inclusion in the 
depression scale, five for inclusion in the 
anxiety scale, four for inclusion in the outwardly 
directed irritability scale and four for the in- 
wardly directed irritability scale. One of the 
non-directed irritability items achieved in- 
clusion in the ‘outward’ scale. 

Response levels to the various items were 
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examined, and some adjustment to the wording 
or to the response format was made where this 
was considered to be appropriate. i 

The final version of the scale appears in the 
Appendix. Items 1, 3, 7, 11 and 15 form the 
depression scale. Items 2, 5, 9, 13 and 17 form 
the anxiety scale. Items 4, 8, 12 and 16 form 
the outwardly directed irritability scale and 
items 6, 10, 14 and 18 the inwardly directed 
irritability scale, Since the response categories 
are scored o, 1, 2 or 3 the maximum scores for 
the depression and anxiety scales are 15 and 
for the two irritability scales the maximum 
scores are 12. The topmost response is scored 3 
and the last response o in items 3, 4, 5, 6, 9, 10, 
12, 13, 14, 15, 16 and 18. The reverse is the case 
for the remaining items. . 

It should be noted that the scale carries the 
instruction for completion according to the 
present state. It is advised that the scale should 
not be reproduced without this instruction, 
although the word ‘doctor’ may be replaced by 
‘psychologist’ if desired. It is also advisable to 
draw the patient’s attention to this instruction 
before asking him to complete the scale. 

During the research this verbal instruction 
was not carried out for the control population, 
although the rubric still appeared on the scale. 


Evaluation of the final items 


The evaluation of the final scale was made on 
a further 37 patients. As in the preliminary 
analysis, some were out-patients and some 
in-patients. Some completed the scale before 
psychiatric assessment and some afterwards. 
Again patients throughout the range of illness 
were selected, and patients in the aforemen- 
tioned three diagnostic groups were equally 
represented. Eleven patients were male and 26 
were female, and the mean age of the population 
was 36 years. Psychiatric assessments were made 
as in the preliminary analysis. 

The scale was also distributed to a non- 
patient population composed of secretarial 
staff, laboratory staff, academic staff and 
students in the University of Leeds. Cooperation 
was increased by assuring respondents of 
anonymity; they were not required to append 
their names to the scale but merely to state their 
age and sex. Respondents were also required 


R. P. SNAITH, М. CONSTANTOPOULOS, М, Y. JARDINE AND P. MCGUFFIN 


to answer two preliminary questions by stating 
Yes or No. These questions were: 


(1) Have you recently felt that you should 
see a doctor on account of nervous symptoms? 


(2) During the past two years have you been 
under treatment from a doctor for a nervous 
disorder ? 


If a positive response to either question was 
recorded the scale was not included in the 
analysis of the control sample. Completed scales 
were analysed for 50 men and 50 women. The 
age range for both sexes was 17 to 65 years, 
with a mean of 35 years for the men and 36 
years for the women. The difference in ages 
was not significant. 


Validation 

The correlations of the self-assessment scales 
with the psychiatric scale scores is shown in 
Table II. The correlations between the appro- 
priate scales are all highly significant and 
satisfied the requirements for concurrent vali- 
dity. As was expected, many of the off-diagonal 
correlations are also significant, which con- 
firmed a positive relationship between different 
aspects of psychiatric disorder. 


Sensitivity and specificity 

Table I shows the distribution of scores in the 
scales for the control population and for the 
patients. Patients were divided according to 
their psychiatric ratings for each aspect of 
disorder into three groups, i.e. recovered, 
mildly ill and severely ill. The stated cut-off 
scores and misclassification rates refer to the 
controls and to the severely ill patients only. 


* 
* 
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The stated cut-off points give a satisfactory 
separation between controls and patients in 
the Depression, Anxiety and Inwardly Directed 
Irritability scales. The separation by a single 
cut-off point is not so satisfactory in the Out- 
wardly Directed Irritability scale. However, it is 
probable that in both clinical pracggaeme? in 
research a rigid dichotomization into morbid 
and healthy states is not realistic and a еее 
way classification which includes a borderline 
range of scores is more appropriate. When this 
is done all four scales separate satisfactorily into 
the three groups according to the stated border- 
line scores. 


Reliability 

The estimation of reliability for ‘state’ scales 
by the test-retest method is unsatisfactory. If 
the scale is given again to the patient too soon, 
scores may be affected by recollection of the 
previous completion. If the time interval is 
longer the patient's clinical state may have 
changed. In the evaluation of an earlier self- 
assessment scale (Snaith et al, 1971) an attempt 
was made to overcome this difficulty by giving 
the scale shortly before a treatment by ECT 
and again on the following day; it was argued 
that the treatment affect would partially 
obliterate the memory of the previous com- 
pletion but that a single treatment would not 
appreciably alter the clinical state of the 
patient. In the present research the majority 
of patients were not being treated by ECT 
and the method could not be used. Test-retest 
reliability was therefore not attempted. 

The estimation of reliability by internal con- 
sistency also presents problems in scales that are 


TABLE I 
Correlations of self-assessment scales with psychiatric ratings (decimal points omitted) 








Psychiatric rating Depression 


Anxiety Outward Inward 


me T T T t n T a t t i m 














Depression .. s ae 25 47 22 57 
Anxiety "rm s ex 52 70 37 57 
Outward — .. - T . 94 56 79 48 
Inward às "m = 53 47 45 &4 


т = +32, P < -о5;г = +42, Р < -or;r = +55, Р < +001 
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ARS "TABLE II 
Distribution of scores of patients and controls on self-assessment scales, with cut-off points and borderline zone. 

















Scores 0-2 3 4 5 6 7 8-153 — Depression 
Controls At cut-off 4/5: 

Females 28 It 4 6 o 1 o 8% controls misclassified 

29 її 9 ї о о 14% patients misclassified 

Patients 

R&covered 2 2 I о 0 о o Borderline zone: 4-6 

Mildly iil о 1 4 2 ° H 2 

Severe ill o 1 2 2 o 4 18 

Scores 0-4 5 6 7 8 9 10-15 Anxiety 
Controls At cut-off 7/8: 

Females 25 10 4 4 5 о 2 8% controls misclassified 

Males 43 4 I ї o 1 o 1395 patients misclassified 
Patients " 

Recovered 2 I о о о 0 о Borderline zone: 6-8 

Mildly ill I I о І I о o 

Severe ill 1 о 2 1 5 — 3 18 
rd HE nr lle fole RP oS 

Scores 0-2 3 4 5 6 7 8-12 Inward irritability 
—————-—-——-—-———- 2—2 
Controls . At cut-off 5/6: 

Females 24 12 9 2 2 о 1 4% controls misclassified 

Males 34 12 3 o 1 о о 8% patients misclassified 
Patients, | 

Recovered 10 2. 2 I o o о Borderline zone: 4-6 

Mildly ill I o I I I 3 2 

Severe ill о т о о 2 o IO 
ТИНСИР 

Scores 0-3 4 5 6 7 8 9-12 Outward irritability 
MÀ ——— НИНИН 
Controls At cut-off 5/6: 

Females 20 it 7 8 4 о о 16%, controls misclassified 

Males 32 7 7 2 1 I ° 24% patients misclassified 
Patients a 

Recovered 6 x o 3 о o o Borderline zone: 5—7 

Mildly ill 2 o 1 1 1 І о 

Severe ill 201 I 3 1 3 o I2 


composed of very few items. Correlations be- Depression Scale: "72, °77, 081 
tween the two halves of the scale are likely to Anxiety Scale: “7% :80, -87 


be very much lower than if a larger number of 
items compose the scale. Moreover, the items Outwardly Directed 
of a small scale can be split into two halves in Irritability Scale: “77, "Во, +88 
a number of ways (three ways for a four-item . 
scale). However, reliability coefficients by the Inwardly Directed 
. Spearman-Brown method were calculated for Irritability Scale: 70, *92, *93 
the sübscales divided into two halves in various 
ways. Within the aforementioned limits these Whether the prior exposure to a psychiatric 
coefficients are reasonably satisfactory. They are: assessment, influences the manner in which а 
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1 Notable improvement in mood and behaviour 

2 Highly selective dopaminergic blocking action 

3 Few patients need antiparkinsonism drugs 

4 Not an esterified formulation so immediately available in active form 

5 Overcomes daily dosage confrontation with convenient weekly injection 
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In addition to its use in 
depression, where it has 
proved to be effective both 
by the oral route and by 
intravenous infusion (in the 
more seriously depressed 
patient), Anafranil is becoming 
established as a leading drug 
treatment for obsessional and 
phobic disorders. 

We will be pleased to 
forward further information 
relating to the use of 
Anafranil in the treatment of 
depression and phobic and 
obsessional disorders on 
request. 


Anafranil is 3-chloro-5- (3-dimethylaminopropyl)-10, 
11-dihydro 5H dibenz [b, f] azepine 
(clomipramine) hydrochloride 


Full prescribing information is available. 


Geigy Pharmaceuticals, 
Macclesfield, Cheshire SK10 2LY 
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patient completes a self-assessment was con- 
sidered by Snaith et al (1976). It was concluded 
that the ‘contamination’ effect was not great. 
However, it was considered prudent to repeat 
the investigation in the present research. 

The data were therefore divided into two 
groups according to whether the patient had 
completed the self-assessment before or after 
the psychiatric rating. For each subscale the 
patient's score on the self-assessment was sub- 
tracted from the score on the psychiatric assess- 
ment and the set of scores examined for the 
two groups. It was argued that if the psychiatric 
assessment influenced the self-assessment the 
patient would tend to rate himself more nearly 
in accordance with the statements he had made 
during, the psychiatric examination, in which 
case there would be smaller differences between 
the scores in the ‘after’ group than the ‘before’ 
group. Analysis of these scores did not reveal 
any statistically significant difference, and it 
© was concluded that the contamination effect of 
psychiatric rating on. self-assessment was not of 
any major importance. 


Discussion 

The assessment of the intensity of irritability, 
either in the clinic or in other situations, is not 
an easy undertaking. It is likely that some people 
will tend to deny this aspect of their mental 
state, and the intensity may vary markedly 
from one situation to another. Weissman et al 
(1971) showed that there were marked dis- 
crepancies between the patient's behaviour at 
„a psychiatric interview and reports of behaviour 
. in the presence of others, especially at home 
‘with intimate family. | 
It is probable, therefore, that no single 


et technique can give a completely accurate 


D. picture of this aspect of psychological disorder. 
Assessment by experts may be supplemented 
by the reports of others. Sometimes psycho- 
logical tests which estimate irritability indirectly, 
ie. without the subject being aware that this 
aspect of his state is under investigation, may 
be useful. However, the subject’s self-report is 
certainly one technique which cannot be 
discounted. 

The construction of the present scale was 
purposefully based upon both in-patients and 
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out-patients in the hope that by including ' 
subjects under both circumstances the scale 
would be valid in either circumstance. More- 
over, the instructions to the respondent were 
chosen so that it should be clear that an account 
of the present state was required, but that the 


present included not only the immedigte 
moment of completion but the precffing day 


or two. e 


Acknowledgements 
"Thanks are due to Professor Max Hamilton for advice 
on the preparation of data for presentation to the Leeds 
University Computer Laboratory. 
We are grateful to Drs S, B. Mahapatra, J. M. Roberts 
and J. T. Rose at St James's Hospital for allowing the 
research to proceed on patients under their care. 


References 


Buss, A. Н. & Durkee, А. (1957) An inventory for assess- 
ing different kinds of hostility. Journal of Consulting 
Psychology, 2X, 343-9. 

Саме, T. M., Еол, С. A. & Horer, К. (1967) Manual 
of the Hostility and Direction of Hostility Questionnaire. 
University of London Press. 

GOTTSCHALK, L. A., Gueser, С, С. & Sprincer, К. J. 
(1963) Three hostility scales. applicable to verbal 
samples. Archives of General Psychiatry, 9, 254-79. 

Нлмптом, M. (1959) The assessment of anxiety states by 
rating. British Journal of Medical Psychology, 32, 50-5. 

——— (1967) Development of a rating scale for primary 
depressive illness. British Journal of Social and Clinical 
Psychology, 6, 278-96. 

Ѕматти, К. P., Анмер, $. N., Merta, S. & НАмптом, M. 

(1971) The assessment of the severity of primary 

depressive illness. Psychological Medicine, 1, 143-9. 

Brince, G. W. К. & Налмитом, M. (1976) The Leeds 

scales for the self-assessment of anxiety and de- 
pression. British Journal of Psychiatry, 128, 156-65. 

WzissMAN, M., Kierman, С. L. & Paye, E. S. (1971) 
Clinical evaluation of hostility in depression. American 
Journal of Psychiatry, 128, 3, 261—6. 





Appendix 
The Scale Items 


When reproducing this scale for practical use the scores 
and scale allocation indications should not appear on the 
form. 

D A our IN 
Please leave blank: 


КЕСЕГЕ 


This Questionnaire із to help the doctor to know how 
you are feeling at present. Е 
Read each item and UNDERLINE the response which 
best shows how you are fecling now, or have been feeling 

in the last day or two. 


. 
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1. I feel cheerful. : 


мұн 

ез, Sometimes 
No, not much 
No, not at all 


2. I can sit down and relax quite easily. 


Yes, definitely 
Yes, sometimes 
No, not much 
No, not at all 


3. My appetite is: 
Very poor 
Fairly good 
Quite good 
Very good 


о юм о 


о 


1 
2 
3 


Cm NO 


A CLINICAL SCALE FOR THE SELF-ASSESSMENT OF IRRITABILITY . 


Appendix— continued 


SCALE 


SCORE  ALLOCATION 


DEPRESSION 


ANXIETY 


DEPRESSION 


4. I lose my temper and shout or snap at others, 


Yes, definitely 
Yes, sometimes 
No, not much 
No, not at all 


5. I feel tense or ‘wound up’, 


Yes, definitely 
Yes, sometimes 
No, not much 
No, not at all 


6. I feel like harming myself. 


Yes, definitely 
Yes, sometimes 
No, not much 
No, not at all 


7. Í have kept up my old interests. 


Yes, most of them 
Yes, some of them 
No, not many of them 
No, none of them 


8. I am patient with other people, 


All of the time 
Most of the time 
Some of the time 
Hardly ever 


3 


2 
I 
о 


OR me о © == юы om NO 


SR о 


OUTWARD 
IRRITABILITY 


ANXIETY 


INWARD 
IRRITABILITY 


DEPRESSION 


OUTWARD 
IRRITABILITY 


SCALE 
SCORE ALLOCATION 


9. I get scared or panicky for no very good reason. 
Yes, definitely 
Yes, sometimes 
No, not much 
Not at all 


ANXIETY 


om NO 


10. I get angry with myself or call myself names. 


Yes, definitely 3 
Sometimes 2 INWARD 
Not often 1 IRRITABILITY 
No, not at all о 

11. I can laugh and feel amused. s 
Yes, definitely 
Yes, sometimes DEPRESSION 


No, not much 
No, not at all 


© Hm о 


12. I feel I might lose control and hit or hurt someone. 


Sometimes 3. 

Occasionally 2 OUTWARD 
Rarely à I — IRRITABILITY 
Never o 


13. I have an uncomfortable feeling like butterflies in 
the stomach. 


Yes, definitely 

Yes, sometimes 
Not very often 

Not at all 


ANXIETY 


om NS 


14. The thought of hurting myself occurs to me: 


Sometimes 
Not very often 
Hardly ever 
Not at all 


INWARD 
IRRITABILITY 


O н © OD 


15. I'm awake before I need to get up: 


For 2 Fours or more 3 
For about т hour . 2 
For less than an hour I 
Not at-all, I sleep until it is 

time to get up о 


DEPRESSION 


16, People upset me so that 1 feel like slamming doors 
or banging about. 


Yes, often 3 

Yes, sometimes 2 OUTWARD 

Only occasionally I — IRRITABILITY 
о 


Not at all 
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SCALE 
SCORE ALLOCATION 


SCALE |. 
SCORE ALLOCATION |. 





17. I can go out on my own without feeling anxious. | a8. Лану T have been getting annoyed with myself. 
Yes, always Oo ® Very muchso j 3 s 
Yes, sometimes 1 ANXIETY Rather a lot 2 INWARD 
No, not often 2 Not much ? I — IRBITAB 
No, I never can Zo Not at all o 


В. P. Snaith, M.D., F.R.C.Piyeh., Senior Lecturer in Psychiatry, University of Leeds ; Department of Psychiatry, 
"vog Hyde Terrace, Leeds 152 9LT 


А.А. Constantopoulos, M.D., D.P.M., Senior Registrar, Department of Psychiatry, University of Leeds 

M. Y. Jardine, 5.s«., M.B., Ch.B., D.P.M., Registrar in Psychiatry, St James's Hospital, Leeds 

P. McGuffin, M.B., ChB, MRCP., Registrar in Psychiatry, St James's Hospital, Leeds; now at The 
Bethlem Royal and Maudsley Hospital, Denmark Hill, London SE5 AZ 

Requests for reprints to Dr Е Р. Snaith 


(Received 29 March; revised 28 June 1977) 





Sa, 


Brit. J. Psychiat. (1978), 132, 172-6 


Emotional Disturbance in Newly Registered General 


Practice Patients 


By CHARLES M. CORSER and ALISTAIR E. PHILIP 


The General Health Questionnaire has had some popularity as an index 
of minor psychiatric morbidity and was used in the present study to 
ascertain the emotional state of newcomers to a practice in a new town. 
High scorers on the GHQ had more episodes of illness, had more severe 
ratings of psychological problems, and were more likely to receive a 
formal psychiatric diagnosis than were low scorers. A second survey 
one year later confirmed the variability of response to the GHQ 
inherent in a ‘present state’ inventory. Doubts are expressed as to the 


psychiatric nature of the emotional upset measured by the GHQ. 


Introduction 


It is widely accepted that in any given year 
between 10 and 15 per cent of the population 
will consult their general practitioner with a 
complaint which is largely or entirely psycho- 
logical in nature (Shepherd et al, 1966; Bain 
and Philip, 1975). For any given practice the 
psychiatric consultation rate depends on the 
working style of the doctor (Walton, 1966), on 
the characteristics of the patients in the practice 
(women presenting twice as frequently as men 
(Shepherd et al, 1966)) and on wider environ- 
mental features (Philip, 1974). 

Moving to a new town or new housing estate 
is an act which involves major environmental 
change for most people. Newcomers adjusting 
to such a change often make more frequent 
recourse to their general practitioners than do 
longer established families, although the com- 
plaints they bring are not different in kind 
(Bain and Philip, 1975). 

Doctors differ in how they perceive psychiatric 
disturbance, and patients differ in how readily 
they present psychological complaints in a 
setting where it is more usual to present with 
physical problems. The use of a questionnaire 
approach to identify psychological complaints 
overcomes some of these problems and also 
permits the screening of individuals who do 


not consult their GP, This can be quite a size- 
able group: Bain and Philip (1975) found that 
one-fifth of their newcomers did not consult at 
all during their first year in a new town. A wide 
variety of psychological questionnaires could be 
used to identify disturbed individuals, but the 
General Health Questionnaire (GHQ) of Gold- 
berg (1972) was especially designed to identify 
psychiatric illness in general practice patients. 
It comprises 60 items dealing with recent 
symptoms and is thus concerned with the 
respondent’s mental state at the time of assess- 
ment rather than with long-standing problems 
or personality traits, 

The aims of the present study were to look 
at the emotional state of recently registered 
newcomers to a new town, to ascertain whether 
mental state was related to the demographic 
composition of the registered group and to 
compare high and low GHQ scorers on their 
use of their general practitioner. 


Method 
Copies of the GHQ, accompanied by a 
covering letter and a stamped and addressed 
envelope, were distributed to 143 patients over 
the age of 18 years who had registered on the 
list of one of the GP/specialists (C.M.C.) during 
the previous ten months. The practice is one of 
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six based at Craigshill Health Centre, Livingston, 
a new town whose rather unusual medical ser- 
vices have been described by Duncan (1969). 
Each general practitioner in Livingston has a 
five session appointment in a specialty, one of 
the present authors (C.M.C.) being a specialist 
in psychiatry. 

Information about each of the 143 patients 
was obtained from the patients case notes; 
particular attention was paid to details of 
episodes of illness which occurred three months 
before and three months after the date of 
distribution of the GHQ. As well as these details 
an overall assessment was made of each episode 
by means of an adaptation of the classification 
used by Mowbray et al (1961). Each episode was 
classed under one of the following headings: 


1. Problem purely physical. 


2. Problem mainly physical but with psycho- 
logical features. 


д. Problem mainly psychological but with 
physical features. 


4. Problem purely psychological. 


Twelve months later all patients remaining in 
the practice were again asked to complete the 
GHQ. 

Results 

The 68 men and 75 women contacted in the 
study were comparatively young (mean age 
30°48) married (go per cent) individuals, half 
of whom (54 per cent) had children under 18 
years of age. All except five of the group were in 
paid employment (67 per cent) or full-time 
housewives (28 per cent); analyses of jobs by 
the Registrar-General’s categories placed 5 per 
cent of the group in Class I, 15 per cent in Class 
II, 55 per cent in Class III, 22 per cent in Class 
IV and 4 per cent in Class V. During the three 
months before and the three following distribu- 
tion of the GHQ the men in the group con- 
sulted for 1:16 episodes of illness (sd 1-14) 
while the women consulted for 1-96 (sd 1°14), 
the difference in mean consultations being 
statistically significant (t == 3:38 df = 141, 
Р > +001). Eighty-five per cent of first consulta- 
tions were for a purely physical problem, 4 per 
cent were for a mainly physical problem, 4 per 
cent were for a mainly psychological problem 
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and the remaining 7 per cent were for a purely 
psychological problem. 

One hundred and nineteen individuals re- 
turned useable GHQ forms, a response rate of 
83 per cent. Table I shows that a dispropor- 
tionate number of non-responders came from 
social classes IV and V (x? = 9°63, df = 2, 
P < -o1). In other respects respomeae?y and 
non-responders did not differ. 

Table II shows the means and standard 
deviations obtained by men and women on the 
СНО. Although women have a higher mean 
score than men, their individual scores scatter 
more widely than do the scores for men. 

Goldberg and Blackwell (1970) called all 
those scoring 11 or less ‘probable normals’, and 
those scoring 12 or more ‘probable cases’. 
Table III shows the number in each sex falling 
into such a classification. 

Women produce more ‘probable cases’ than 
men, but the difference is not statistically 
significant. Table IV shows that cases and 
normals differ in the number of episodes made 
in the period studied, a test of the differences 
between the two cumulative distributions being 
significant (Kolmogorov-Smirnov ‘D’ == 0:339, 


ТАвгк I 
Response to survey by socio-economic class 























Class Responders Non-responders 
I 4 3 
II ips D 4 
IH 70 
IV 22 9 
V 2r 3 12 
Total 119 24 
(Combining I with П and IV with V, x? = 9°63, 
== а, P < or) 
Taare П 
GHQ scores by sex 
N Mean sd 
Men ue 56 5:62 8:56 
Women  .. 63 8-62 I1:14 
AM .. 7:21 10-08 


119 
(t = 1-63, df = 117, NS) 
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Tase III 


GHQ classification by sex 
MÀ MÀ MÓ——— M—M—— 5 


Probable Probable 
cases normals 
M M MMÀÀÀ— M ÀMÀÀÀ——'ÀZ 
Men at s 8 48 
Women  .. is 16 47 
a ——À—Ó ÓÁÀ € 
All Pe ба 24 95 





(x7 = 1-63, df = 1, NS) 


Taste IV 
Number of GP episodes by GHQ classification 
———M—— MÀ MÀÀ € 





Probable Probable 

Episodes Cases normals 
о .. 0 а 1 26 
ES. m T 5 30 
2 . te va її 25 
3 .. ae s 3 8 
4T .. =A А 4 6 

M — MÀ MÀ € 

АП .. m zu 24 95 


(K-S test, D = 0-339, P < +025) 


P < +025). It is worth noting that all but one 
of the 24 ‘probable cases’ consulted during the 
specified period, nine of the consultations 
resulting in a physical diagnosis. 

Of the 119 individuals for whom GHQ scores 
were available, 14 consulted at least once for a 
purely psychological problem, while a further 
18 consulted with a problem which had an 
identifiable psychological component. Fifteen of 
these 32 patients were ‘probable cases’ and 17 
were ‘probable normals’. Table V shows that 
probable cases were rated as having more 
severe problems than probable normals, 

Table VI shows that almost all the probable 
cases were diagnosed as suffering from anxiety 
states or reactive depressions, while the probable 
normals were given assorted diagnoses, the most 
common being ‘transient situational disorder’. 
Despite these differences in severity and diag- 
nosis the groups were treated similarly, most 
remaining in primary care and receiving drugs 
where specific treatment was indicated. 

A second postal survey carried out one year 
after the original inquiry showed that one third 
of the original group of patients had left the 
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practice. Of the 87 patients who remained, 82 
returned scorable GHQs of which 12 (14-6 per 
cent) were identified as ‘probable cases’. Of the 
24 patients originally identified as probable 
cases, 8 had left the practice, 5 were still probable 
cases on the second GHQ assessment and 11 had 
become probable normals. 


Discussion 

The response rate to the postal questionnaire 
is acceptable, given the length of the question- 
naire and the lack of established ties with the 
general practitioner (Scott, 1961). Only two of 
every three individuals from occupational classes 
IV and V returned useable GHO forms, but the 
response rate of 89 per cent from the other 
classes bears comparison with the 97 per cent 
return attained by Goldberg et al (1976) from 
a sample of patients in a practice described as 
being in a ‘residential’ area and with fewer 
than 1,800 patients for each of the four princi- 
pals. The follow-up survey shows quite strikingly 
the mobility of recent arrivals to a new town, 
one-third of the cohort having left the practice, 
and the greater responsiveness (94 per cent) of 
those who remained. 











Taste V 
GHQ classification and severity in cases with psychological 
problems 
Rating of Probable Probable 
psychological problems cases normals 
————  MÀ—MM———MMMÀ 
Mild is "a 4 14 
Moderate .. X 10 {1 2 
Severe а ЗА I rf 3 


(Combining ratings of Moderate and Severe, 
ж = 7791, df = т, P < 005) 


Taste VI 
Psychiatric diagnoses and GHQ, classification 


tire Mel: 


Probable Probable 
Diagnosis cases . normals 
Anxiety state 6 2 
Reactive depression 8} 4 rf 3 
Endogenous depression о о 
Psychopathy о> 1 o 514 
Others .. 1 } 14 


se oe 


(Comparing Anxiety state and Reactive depression 
with all others, x: == 15°42, df = 1, Р < -oo1) 
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The mean СНО scores for men and women in 
the present study are very close to those obtained 
by the patients randomly sampled by Goldberg 
et al and consequently are lower than the scores 
produced by the consecutive attenders group in 
that study. Using Goldberg and Blackwell’s 
(1970) classification of ‘probable normals’ and 
‘probable cases’, there is again close similarity 
between Goldberg’s random sample, where 22 
per cent were probable cases, and the present 
group in which the GHQ identified 20 per cent 
as probable cases. These findings show that 
newly-registered patients in a new town setting 
are not more emotionally upset than a sample of 
established patients in general practice. This is 
at variance with the study of Bain and Philip 
(1975), where it was found that incomers to the 
same hew town made more use of their general 
practitioner than did established patients and 
in particular made many more consultations ofa 
psychological or psychiatric nature. Only 11 per 
cent of first consultations in the present study were 
for problems seen to be purely or mainly psycho- 
logical in nature, compared with 21 per cent 
in the earlier new town study. Some of these 
differences can be accounted for by the greater 
proportion of patients from occupational classes 
IV and V in the Bain and Philip study; the 
higher consulting rate of these groups would 
have a marked influence on the overall figure. 

Goldberg et al (1976) have shown that 
attenders at general practitioner surgeries have 
more signs of being emotionally disturbed than 
a random sample of a practice population. 
While this finding emphasizes the need for 
treating the whole person, it should not be 
accepted as demonstrating a high incidence of 
psychiatric disorder. Kessel’s (1965) comment, 
‘distress is not the exclusive province of the 
mentally ill’, could well be continued—and its 
management is not the exclusive province of the 
psychiatrist. 

The present evidence suggests that the pre- 
valence of emotional upset in recently registered 
newcomers to a new town varies, one source of 
such variation being the social composition of 
any one group of newcomers. The patients 
assessed in this study show no more emotional 
upset than the ‘established’ patients of Goldberg 
et al (1976) and Bain and Philip (1975). Having 


. 
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a high GHQ score is related to more frequent 
consultation and to an increased likelihood that 
some of these consultations will be for problems of 
a psychological nature. Although 24 per cent of 
all those who returned GHQs had not made 
contact with their general practitioner, only one 
of the probable cases had not consulted. About 
one half of the probable cases who «Йе 
were given a physical diagnosis, a figure similar 
to the result of Goldberg et ав probable case 
consulters. Whether the combination of high 
GHQ score and physical diagnosis indicates 
undetected psychiatric morbidity, over-sensi- 
tivity of the questionnaire or the behavioural 
styles of these patients and their practitioners 
cannot be determined. The absence of subse- 
quent consultations for psychological problems 
by most of these patients suggests that their 
mental health was, in fact, satisfactory. 

This study and that of Goldberg et al both 
demonstrate a methodological difficulty in- 
herent in the use of any ‘present state’ measure 
to predict some future behaviour. The GHO has 
acceptable validity as a ‘here and now’ measure 
of emotional disturbance, but one cannot deter- 
mine for how long its classification of an indi- 
vidual holds good. However tempting it may be, 
the GHQ and similar instruments should not be 
used to give a permanent index of psychological 
disability. As a survey instrument the GHQ is 
useful, but whether what it measures is best 
considered as psychiatric illness or as part of the 
normal range of emotional response to life 
events remains to be clarified. 
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Suicide Past and Present— The Temporal Constancy 
of Under-Reporting 


By TRAOLAC BRUGHA and DERMOT WALSH oe 


It is known that official suicide statistics underestimate the incidence 
of suicide, but it is not clear whether the extent of under-reporting 
remains constant. An examination of coroners’ records in Dublin 
from 1900 to 1904 and comparison with a similar series in 1964-68 
suggests that the underestimation was of similar proportions in both 
series. It is suggested, therefore, that official suicide statistics are likely 
to reflect valid temporal changes in suicide and are therefore of value 
* for the study of socio-economic influences on trends in suicide ' 


frequency. 


Introduction 


The study .of changes in the overall fre- 
quency of suicide and also in various demo- 
graphic and social sub-groups is an important 
object of research. It is postulated that tem- 
poral changes may throw light on the responsive- 
ness of suicide to changing cultural, social and 
economic circumstances. It is well known, for 
instance, that official suicide statistics have 
shown increases and decreases during the past 
century which have been coincident with the 
changing social conditions of war and economic 
depression. Ireland, too, has shown these 
changes in suicide frequency during the past 
century, and they have recently been docu- 
mented and discussed (Walsh, 1975). However, 
the limitation of the usefulness of official 
statistics for this purpose is that they are known 
to under-report the actual frequency of suicide. 
They are therefore sometimes rejected as useless 
for comparative purposes either between coun- 
tries or in the same country over time (Douglas, 
1967). McCarthy, and Walsh (1975), however, 
have, among others, argued that if the extent of 
suicide under-reporting in countries is known and 
appropriate adjustments made to official figures, 
useful and meaningful comparisons are possible. 

The work reported in this paper sets out to 
answer whether the extent of under-reporting 


55 177 


of suicide in Ireland as described by McCarthy 
and Walsh (1966, 1975) and recently confirmed 
by Barraclough (1977) has changed over the 
years and therefore whether changes indicated 
by official statistics are likely to reflect corre- 
sponding changes in the actual number of 
suicides. 
Method 

The office of coroner is a very old one in 
Ireland and coroners’ records from 1736 on- 
wards were preserved in the Public Records 
Office in Dublin, but unfortunately all of those 
before 1900 were destroyed by fire in the 
1921-22 civil war. We have therefore examined 
coroners' inquest records for the earliest quin- 
quennium available in order to estimate by 
means of clinical judgement the ‘actual’ 
numbers of suicide, to assess the degree of 
under-reporting at that time and to compare it 
with that obtaining from 1955 onwards (Mc- 
Carthy and Walsh, 1966; McCarthy and 
Walsh, 1975). We examined 1,412 inquest 
records—all of those held from 19oo to 1904 by 
the Dublin city coroner. He was obliged by 
law to inquire into the sudden, violent or un- 
explained deaths of all persons whose bodies 
were found lying within Dublin County 
Borough. This area was that part of Dublin 
lying between the two canals which at that time 
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encircled virtually all the city, except the 
townships of Pembroke, Rathmines, Rathgar 


and Kingstown. The 1901 census of population 
provided accurate population data for this 


area and enabled us to compile appropriate 


Suicide rates for the years under considera- 
tion. 

Ouf method in examining’ the coroners’ 
records was a replication of that used by 
McCarthy and Walsh (1975). We classified the 
deaths into four categories. First, those for 
which the -coroner had returned a suicide 
verdict. Second, those for which the coroner 
had not returned a suicide verdict for reasons, 
social as well as legal, not evident from the 
record, but in whose case we believed that the 
death was suicidal because the evidence in the 
record showed that the deceased understood 
the fatal consequences of his self-destructive 
action and intended that consequence. Third, 
those cases in which we were satisfied the death 
was accidental. Fourth, those in which we 
regarded the outcome as ‘undetermined’; that 
is, where the circumstances and the manner of 
death were highly suspicious of suicide but 
because of insufficient evidence in the inquest 
report we could not be absolutely sure of е 
intention of the deceased. We have aggregated 
coroners’ suicides, our suicides and the 'un- 
determined’ deaths as ‘likely’ suicide, but have 
acknowledged that the inclusion of the 'un- 
determined deaths! sets both lower and upper 
limits to the total number of possible suicides. 
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Findings 

The findings for Dublin County Borough are 
given: in Table I. This shows for each of the 
five years the number of suicide verdicts 
returned by, the coroner, the numbers of cases 
of suicide, in addition to those of the coroner, 
found by ourselves, the numbers ‘undetermined’ 
and the total of all likely suicides together 
with the appropriate rates. These are followed 
for 1gor to rgo4 (19oo being unavailable) by 


. numbers and rates from the official Registrar- 


General's reports. It will be noticed that there 
are slight differences (for which we cannot 


account) between the coroner’s verdict of 


suicide as returned on the inquest papers and 
as returned for the same area for official pur- 
poses. It may be that differences in registration 
of one kind or another are responsible for this. 
The mean annual rate for the quinquennium of 
all ‘likely’ suicides was 8*0 per 100,000 popula- 
tion, compared with an official rate of 2-1 per 
100,000 population and an ‘undoubted’ rate 
consisting of the coroner’s verdicts of suicide 
and our own certain findings of suicide: com- 
bined of 4:2. The evidence, then, suggests that 
the official rate for the quinquennium under- 
estimated suicide, in a similar fashion and. 
extent to the official suicide figures of today. 
Discussion 

The ratio of ‘clinical’ suicide to ‘legal’ suicide 
was therefore almost 4 to 1 at the upper limit, 
regarding all ‘undetermined’ deaths as suicide, 





, ТАВІЕ 1 
Dublin County Borough 
Suicides, numbers and rates per 100,000 population 
Coroner's Our All Rates per Registrar General's Report 
Year verdict of verdict of Un- i y 100,000 
suicide suicide determined ^ suici population Numbers Rates 
А 
1900 4 1 8 13 4:8 — — . 
1901 7 12 II go Tiel 7 26 | 
1902 7 5 9 ` 21 7°B 6 2:2 
1903 - 6 8 . 17 93I' II*5 5 18 C 
1904 5 2 6 13 4:8 5 1:8 
BRUNNEN CREE TREE ME AL „ш „шнш ш = 
Total 99 28 51 108. 23 
Rates 4°2 3:8 8-0 2-1 
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and 2 to 1 at the lower limit by the exclusion of 
all ‘undetermined’ deaths. Eighty-two of the 
suicides were male and 26 were female, giving 
rates of 1274 and 9:7 per 100,000 for males and 
females respectively. Twenty-six per cent of the 
suicides occurred in the 25-34 year age group; 
the next highest proportions were in the 35-44 
and 45-54 age groups which each had 19 pet 
cent of the total. Sixty-four per cent of the 
suicides were by drowning, the next largest 
groups being suicide by cutting instrument and 
by poisons, solid or liquid, which contributed 
12 per cent and ro per cent respectively. 
Fifty-five per cent were single, 36 per cent were 
married and the remainder were either separated 
or of unknown marital status. КЕЎ | 
The present findings indicate a ratio of 


‘clinical’ to ‘legal’ suicide of between 4 and 2 to 1 '' 


which is the same as that found for the period 
from 1964 to 1968 (McCarthy and Walsh, 1975). 
We therefore conclude that the proportion of 
actual suicides officially returned has remained 
remarkably constant during this century, sup- 
porting our thesis that changes in official suicide 
statistics accurately reflect changes in the true 
rate. The stability of this ratio over this period 
of time may be a reflection of the stability of 
legislative and public attitudes to suicide in 
a country where religion and cultural values 
have changed little since 1900. We do not 
know, though, whether the ‘real’ suicide/ 
‘official? suicide ratio has remained stable in 
a country such as England and Wales where 
religious attitudes and practices have changed 
a great deal. However, legal considerations as 
to what constitutes suicide are likely to have 
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been more important determinants of coroners’ 
practices than public attitudes to the suicide 
and his family. : І ; 

"The Dublin studies, therefore, support the 
view that official suicide statistics. accurately 
reflect changes in the *true rate. This conclusion 
supports that of Sainsbury (1973), that it is 
not the reporting but the variations in’ social 
ecology which account for the regignal 
differences in suicide rates. We believe that the 
reliability of suicide reporting, given the 
constancy of under-reporting, is a reflection of 
the strictness "within which’ this essentially 
legal task has always been carried out. 

Our results relate, of course, only to Dublin 
city and cannot be generalized to Ireland as a 
whole. In Ireland little research of this kind 
lias been carried out outside Dublin city, but 
we hope shortly to extend some of this work to 
rural areas. 
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Suicide Attempts 1970—75: Updating a United States Study 
and Comparisons with International Trends 


- 


By LAWRENCE WEXLER, MYRNA M. WEISSMAN and 


STANISLAV V. KASL 


This paper brings up to date a 1970 study of suicide attempters coming 
to a major emergency room in an United States urban community and 
reviews international trends in suicide attempts. Results of the study 
and the review of the international literature indicate that the high rates 
of suicide attempts that were observed in 1970 are continuing into 1975. 
The incidence of suicide attempts continues to be a public health 


problem primarily among young women. Pill ingestion, usually 


barbiturates and psychotropic drugs, continues to be the most common 


method used. 


Introduction 


A review of suicide attempt rates covering 
the period from 1960 to 1971 showed that 
suicide attempts, especially in young women, 
were a significant public health problem in the 
United States and other parts of the Western 
World, and one that appeared to be increasing 
during the period reviewed (Weissman, 1974). 

In a separate study, the frequency of suicide 
attempts being seen at a major University 
hospital in New Haven, Connecticut, a 
moderate-sized urban community, was deter- 
mined for the years 1955 and 1970. These data 
also showed that throughout this fifteen-year 
period there had been a substantial increase in 
suicide attempters and that the attempters 
were usually young women (under age 30). 
This increase could not be attributed to 
population or service changes in that community 
(Weissman et al, 1973). 

The purpose of this paper is two-fold: to 


detérmine if these trends are continuing into ' 


1975, by resurveying the same hospital, and to 
compare the 1975 findings from New Haven 
‘with international trends by extending the 
previous review of literature on suicide attempts 
to cover the period up to 1975. 


Setting Method 

The major portal of entry for suicide 
attempters in New Haven, as indicated by a 
1970 study, is the Yale-New Haven ‘Hospital 
Emergency Room, which is affiliated in its 
psychiatric services with an adjacent com- 
munity mental health centre (Weissman et al, 
1973). 

The New Haven metropolitan area (popula- 
tion about 350,000) is well suited for study, as 
its size is only moderate and its treatment 
facilities clearly delineated, and it contains the 
full range of social classes and racial groups. ' 


Procedure 


All admissions for psychiatric reasons to the 
Emergency Room are seen by psychiatric 
residents, and records of these contacts are filed. 
These case records were the major source of 
data for this study. It is possible that not all 
suicide attempters were seen by a psychiatrist; 
they may have been referred to other physicians 
or to other hospitals, although the latter is 
unlikely. For example, suicide attempters who 
require immediate surgery might have by- 
passed the psychiatrist and been sent directly 
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to surgical wards. The results thus represent a 
possible underreporting of suicide attempters. 

Records-for the period from 1 July 1974 to 
go June 1975 were included, and a systematic 
sampling .of every third report was reviewed. 
When a record was identified as a suicide 
attempt or gesture, other information was 
extracted from it, including age, sex, race, 
marital status, patient's living arrangements, 
and method of attempt. Cases in which there 
was doubt as to whether there had been an 
actual suicide attempt or an accidental occur- 
rence were not included in the rates. 


Definition 

Our definitions of suicidal attempts and 
gestures were similar to those used in the 1970 
study. They are: 

Suicide attempt: Any intentionally self-inflicted 

injury (including by ingestion), unless there is 

strong evidence, both in circumstances and in 
patient’s statements, that there was not the 
slightest ambiguous self-destructive intent. 

Lack of intent was not assumed simply on the 

basis of patient’s denial, absence of serious 

risk to life, or added manipulative elements. 

Accidental self-injury where unconscious self- 

destructive intent was suspected was excluded 

because the injury was not intentional. 

Suicide gesture: Any act in which initiating 

moves of a potentially self-destructive nature 

had been carried out, but without the risk of 
significant physical injury, e.g. climbing on 
toa bridge or railing, toying with a gun, 
announcing intent and starting to ingest pills 
without actually taking more than one or two. 

As in the previous reports the distinction 
between attempts and gestures was not made for 
calculating rates, and the term attempts refers to 
both. 

Reliability . 

To test for reliability of codings of suicide 
attempts, a second reader examined the first 
go case records. The second reader found ten 
suicide attempts in this group, whereas the 
first reader found nine. There was disagreement 
on only one record out of 90, where it was 
difficult to determine whether it was a suicidal 
gesture or an accidental occurrence. 
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Results 
Frequency and rates of suicide attempts 

Of the 1,160 admissions to tbe Yale-New 
Haven Hospital Emergency Room which re- 
sulted in a psychiatric referral, 122 suicide 
attempts were noted. Since this review was 
based on a one-in-three sampling, these 122 
attempts represented (3X122) 366 estimated 
suicide attempts seen in a one-year’ perfod. 
Thus approximately rr per cent of the total 
psychiatric population seen at the Em 
Room were suicide attempts (Table I). 

Table I shows the number of psychiatric 
patients seen at the Emergency Room for three 
time periods—1955, 1970 and 1975, together 
with the number of suicide attempts, and gives 
an estimate of the crude suicide attempt rate 
based on the population of the area and the 
number of suicide attempts. 

As can be seen, there was a sharp increase 
both in psychiatric patients and in suicide 
attempts between 1955 and 1970, and these 
levels are nearly maintained in 1975. While 
suicide attempts represent only 5 per cent of 
the Emergency Room psychiatric patients in 
1955, this percentage has increased to 14 per 
cent in 1970 and is at r1 per cent in 1975. 
The same trends are found in the suicide 
attempt rates, which were estimated at only 
15/100,000 in 1955 and are over 100/100,000 in 
both 1970 and 1975. 

The differences in method in the collection of 
data between the 1970 and the 1975 studies 
may explain the slight variation in rates. The 


'TABLE Í 
ee sig 
seen at Yale-New Hazen Hospital Emergency and 
crude suicide attempt rates 1955, 1970 and 1975 


1955 1979 1975 
Psychiatric patients 899 3,800 3,480 
Suicide attempts .. 44 530 366% 
Per cent suicide attempts 5 14 11 


Population of New 


Haven SMSA .. 295,276 355,538 355,914 
Crude suicide attempt : 
rate/100,000  .. 15 149 103 


ж 366 is based on а onc-in-three sample. 
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1970 study involved intensive direct screening 
of psychiatric admissions, and therefore more 
effort in case identification, whereas the 1975 
‘study used sécondary data from сазе! -records 
and so missed cases for whichi no record was kept. 


Characteristics of attempters ' ` “лы 
Table TI, shows the characteristics of suicide 
attempters in 1970 and 1975 and demionstrates 
the overall ‘similarities in findings between the 
two time periods, although ‘certain differences 
can also be seen. In both time periods the 
„attempters were predominantly ` young (usually 
under 30), female, and with no previous suicide 
attempts. Method of attempt was usually by pill 
ingestion. When specific. classes of'drugs used 
in the attempts ` were examined there seemed to 
be an increase ‘in “Psychotropic dug, use from 


TABLE II 


"Characteristics of. suicide attempters 
Yale-New Haven Emergency Room, 1970 and 1975 Р 





oct лото | 





(Ч = 2 78) we ora) 
T | ИА 
Аве: Underzt .. 25 386? 
21-90 .. | 744 94 ' 
‘ Over 30 we 9p 0205 до. 
Sex:, Male .. e 032 4.4.95 . 
Female i 68, 75.. 
‘Race White ae TF 499 
-> Non-white . .. : 27 . 28", 
"Marital Currently 
status: married 26 23 
Formerly 
marri 22. 91 
Single 42 45 
-Previous ^ None .. 59 70 - 
, attempts: One or more 41 30 
Method of Wrist cutting.. та 16 
attempt: Barbiturates .. 10 | 138. 
- Psychotropic. saa 
drugs s 8. 37 
Other drugs .. 51. 1 
Other methods э m 
(&g. gun, о. 
poisons, : ' 


jumping) ee 9 тї 


maintained, . 
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18 per cent in 1970 to 37 per cent in 1975. 
There was also an increase in attempts by 


-barbiturates from 10 per cent to г8' per cent, 
-which is-in contrast to the experience of the 


United Kingdom where there has. been a 


:tehdency for a decline by this method since 1970. 


Regarding the differences in age, there is a 
slight increase in suicide attempters under 2r, 
from 25 рег.сепі іп 1970 to 36 per cent іп 1975. 
The youthful age of the attempters cannot be 
attributed to the presence of а large student 
population, as, University students were treated 
in a separate, health facility and are not in- 
cluded in this sample. The percentage | of female 
attempters is even higher in 1975; they now 


make up 75 per cent of atierhbters. 


Comparison with international trends А 
- The results of the 1975 survey indicate that 


the rates of suicide attempts and the charac- 


teristics and nature of attempts reported in the 
1970 survey have not changed substantially and 
appear to have levelled off at a high level. 
‘The review of international trends reported 
by. Weissman. (1974) and covering’ the time 
period 1967-71 indicated that the New Haven 
trends were similar to those reported in other 
Western countries. Ву 1971 rates were well over 
100/100,000, reaching as high as 300/100,000 in 
some countries. The typical attempter.was a 
young woman, and pill ingestion was the most 


‘common method., 


In order to bring these data up. to date, a 
review of studies of suicide attempts published 
since 1971 .was undertaken. Table III shows 
the rates and characteristics of suicide attempts 
in studies published since 1971. As can be seen, 
‘the high rates reported previously have been 
,. Only three studies report rates 
under 100/100,000; the Papago Indian Re- 
servation, Singapore and Jerusalem. However, 
the Jerusalem study only includes suicide 
attempters admitted as:in-patients, and. since 
most. suicide. attempters are treated as out- 
patients this rate of 14 most likely reflects a 


-small subgroup of ail attempters. 


; Most rates are crude and: not adjusted for 
age or sex; however, when such adjustments are 


‘made, the rates. reach as high as 645 for е8 


aged 15-29 in: Bristol, England. 
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Тав. ПІ. | 
Suicide attempts in different countries : studies published since’ 1971 

Place ° >. Source _Annual suicide Sex Major Major method =v ^ 

and. бе Of |, attempt : ratio · age (most common Reference 

time wo data. . Tate/100,000 Female/Male.group drug used) ! 
Great BRITAIN а" 
Edinburgh, Опе hospital— 308 Female . I'4/1 ^. 15-25 Self-poisoning ` Kennedy 
Scotland . General prac- 221 Male 5s etal, 1974 
1970 — titioners - s А 
Oxford, ' One hospital— 227 Female; 127 Male 1:75/[1 20-29 98% Self-poisoning Bancroft ` 
England General prac- 303 Female; 139 Male aft et al, 1975 
1969; titioners e + 
1972~73 : | " 
Bristol, ' One hospital. 645 Female (ages 15-29) 2/1 15-35 95% Drugs (tran- Morgan 
England ` . 334 Male (ages 15-29) quillizers, anti- el al, 1975 
1972-73 А А E depressants, 

hypnotics, analgesics) 


. А Е 


UNITED STATES 


Papago Reservation - , -6r : А „сї 20-25 Drugoverdose ·. Conrad 
Reservation, health workers: , " А A3 (4496) . : etal, 1974 
"Tucson, | . | e 
Arizona yoy i 
1969-71 | - И 
East Harlem,  i2hospitals 343 Female d 155/1 18-4 - Monk 
New York City, ` 2392Male ` ' | ' ' female i et al, 1974" 
1971-72 ' (over age 18) 07 ' 85994 ' "px 

Я p TIL . e Ta б, 
Phoenix, All hospital 447 2°2/1 20-29 (Isoniazid—only Sievers 
Arizona , admissions— , .(Indians drug studied) et al, 1975 
1971-73 . . Generalprac- only) Е ' 
, hs titioners А ! : | 
Miami, Florida Onehospital 152 Д ie | : 1-4/1 ^ Under (Tranquillizers, "Petersen ^ 
1972 SN к | 85 зеЧайуез)* ' etal, 1975 
Boston, One hospital 377 (estimated) 2/1 1964 20-29 Rr .' — O'Brien, |: 
Massachusetts : c dy 1/1 1972 > TIT yo 19775 o 
1964-72 ! ne тїй 1974 . ld 
New South ,  HealthDept. 151 Female (agés 20-29) 1:6/1 ' 20-29 Analgesics and > Kraus, 
Wales ' |. —'' statistics ` - 107 Male (ages 40—29) soporifics : ‚61975 ta * 
1967-72" о ` Lou oe A TE CER cd te E 
Traralgon, One hospital '125' Е g/t  . 15-24 (Diazepam, aspirin, Bridges- 
Victoria ' с USUS female barbiturates)* Webb, | 
1970-71 wp. Tea Ne 1978 " 
a —————————————— 
CANADA way 2 > А И y . " à 
Yukon - :; Onehospital— 325 (ages 20-29)' i 4/1 , 20-29 84% ingestionof Kehoe . 
1970-71 "^ 'Generalprac- © 7" ` 39 "A pills (hypnotics, .et al, 1975 
aS titioners `> ` '  * minor tranquilli net 
oo  ——_————————-—————————————— 
SwEDEN ' MN : А LE Ms i TE ' 
Malm’ . One hospital : goo 1968 1-1/1 . 20-29 (Barbiturates, - Linne,  , 
1968-70 m " ''. 1:400 1969 "E map _ benzodiazepines)* 1974 


^405 1970." 
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TABLE ITI—rcontinued 
Suicide attempts in different countries: studies published since 1971 
Place Source Annual suicide Sex Major Major method 
and of attempt ratio age (most common Reference 
time data rate/100,000 Female/Male group drug used) 
ISRAEL 
Jerusalem Central 14 (in patients 1:9/1 21-30 — Gershon 
1969-72 registry y et al, 1975 
благо — Allhomiah ы ^^ ^" о ——————————————— 
Sinckrore АП hospitals 55 2/1 20-29 Drugs—57% Chia 
1971 Household de- etal, 1974 
tergents—21% 
oo e T a MEE 
West INDIES 
Trinidad and One hospital 96 Only 15-24 Drugs~56% Burke, 
Tobago women Household 1974 
1972 included poisons—38% 
* Only drug overdoses included. • 


Females still predominate in most countries, 
However, in the Swedish and the Boston studies 
the sex ratios are about equal. The attempters 
are still young, usually under 30, and drug 
overdose is'still the major method of attempt. 
This varies from a low of 44 per cent in Tucson, 
Arizona, in Papago Indians (1971), toa high of 
95 per cent in Bristol, England (1972). 


Conclusion 

The study indicates that the high levels of 
attempts observed in 1970 are being maintained 
in 1975. Moreover, the United States trends 
noted in 1970 were similar to those found in a 
review of the literature covering data from over 
eight Western countries between 1967 and 1971. 
When the international literature was brought 
up to date, no substantial changes in the trends 
observed in 1970 were noted. Suicide attempts 
have increased over the last decade inter- 
nationally; overall rates are well over 100/ 
100,000 and reach as high as 600/100,000 in 
some age/sex subgroups. 

The varying methods of ascertainment as well 
as the degree of completeness of case finding in 
these studies undoubtedly contribute to varia- 
tion in rates. Long-term monitoring over the 
next decade, using more complete and stan- 
dardized case finding techniques, would be 
useful in plotting trends and understanding risk 
factors. 


Whereas the majority of attempters are young 
and female, the majority of completers are older 
and male. However, the risk of death by suicide 
is substantially increased in persons with a 
history of suicide attempts. Over the next decade 
this large population of young, female suicide 
attempters will be entering the age of risk for 
completers, and we may then find an increase in 
completed suicides among women. 

Currently, suicide attempts, especially in 
young women, continue to be, as in 1970, a 
significant public health problem in the United 
States and other parts of the Western world. 


Acknowledgements 

We wish to thank Andrew Slaby, sD., м,р.н.‚ Chief 
Psychiatrist at the Yale-New Haven Hospital Emergency 
Room, for making the Emergency Room records available. 

Lawrence Wexler, м.р.н., was supported by training 
grant number 1-To1-MH-14235-02 from the Center for 
Epidemiologic Studies, National Institute of Mental 
Health, Rockville, Maryland. 


Bibliography А 

Атткеч, К. С. B., Bucrass, D. & Krerman, N. (1969) 
The changing pattern of attempted suicide in 
Edinburgh, 1962-67. British Journal of Preventive and 
Social Medicine, а, 111-15. 

Bawcxorr, J. H., Sxrusumer, A. M., RrvNorps, F., 
Sman, S. & Surrg, J. (1975) Self-poisoning and 
self-injury in Oxford arca: epidemiological 
aspects 1969-1973. British Journal of Preventivs and 
Social Medicine, 29, 170—7. 


LAWRENCE WEXLER, MYRNA M. WEISSMAN AND STANISLAV V. KASL 


BamoesWsm, C. (1973) Attempted suicide by drug 
overdose in a country town. Medical Journal of 
Australia, 2, 782-3. 

Ворке, А. W. (1974) Attempted suicide in Trinidad and 
Tobago. West Indian Medical Journal, 23, 250-5. 
Cura, В. Н. & Tsor, W. Е. (1974) A statistical study of 
attempted suicides in Singapore. Singapore Medical 

Journal, x5, 253-6. 

Conran, R. D. & Kann, M. W. (1974) An epidemiological 
study of suicide and attempted suicide among the 
Papago Indians. American journal of Psychiatry, 13%, 


69-74. 

Conte, Н. R. & Pruromm, К. (1974) Personality and 
background characteristics of suicidal mental patients. 
Journal of Psychiatric Research, 10, 181—8. А 

Durxnem, Е. (1895) Le Suicide. English translation (1957). 
Glencoe: Free Press. 

Evans, J. G. (1967) Deliberate self-poisoning in the 
Oxford area. British Journal of Preventive and Social 
Medicins, 21, 97-107. ` 

Farr, Ra E. L. & Donnan, H. V. (1939) Mental Disor 
in Urban Areas. Chicago: University of Chicago Press. 

Gzxsnon, E. S. & Lrsowrrz, J. Н. (1975) Sociocultural 
and demographic correlates of affective disorders in 
Jerusalem. Journal of Psychiatric Research, 12, 37-50. 

Hanson, С. D. & Basroraw, Н. M. (1974) Reasons for 
hospitalization from a psychiatric emergency service. 
Psychiatric Quarterly, 48, 336-51. 

Кеноє, J. P. & Аввотт, A. P. (1975) Suicide and 
attempted suicide in the Yukon Territory. Canadian 
Psychiatric Association Journal, 20, 15-23. 

Kenney, P., Krerrman, №. & Ovenstone, I. M. (1974) 
The prevalence of suicide and parasuicide (‘attempted 
suicide’) in Edinburgh. British Journal of Psychiatry, 
124, 36-41. 

Kraus, J. (1975) Suicide behaviour in New South Wales, 
British Journal of Psychiatry, 126, 313-18. ` 
Lume, І. (1974) Attempted drug suicide in a Swedish 
"city. Acta Medica Scandinavica, X95, 521—5. i 


185 

Момк, M. & Warsaver, M. E. (1974) Completed and 
attempted suicide in three ethnic groups. American 
Journal of Epidemiology, 100, 333-45. 

Moraan, Н. G., Burns-Cox, C. J., Pocoax, Н. & Porrzs, 
S. (1975) Deliberate self-harm: clinical and socio- 
economic characteristics of 968 patients. British 
Journal of Psychiatry, 127, 564-74. 

—— Pocoax, Н. & Porrue, S. (1975) The urban distribu- 
tion of non-fatal deliberate self-harm. British Journal 
of Psychiatry, 126, 319-28. 

NiskANEN, P., Kosxmen, T. & Leroa, О. (1975) A stdy 
of attempted suicides in urban versus rural area, with 
a follow-up. Acta Psychiatrica Scandinavica, 52, 283-91. 

O'Brrn, Р. J. (1977) Increase in suicide attempts by 
drug ingestion, Boston experience, 1964-1974. 
Archives of General Psychiatry. In press. 

Petersen, D. M. & СнАмвквз, C. D. (1975) Demographic 
characteristics of emergency room admissions of 
acute drug reactions. International Journal of the 
Addictions, xo, 963-75. 

Котн, M. (1972) Human violence as viewed from the 

. psychiatric clinic. American Journal of Psychiatry, 128, 
33-46. 

Srevers, M. L., СумАМмОМ, M. Н. & Вттткек, Т. E. (1975) 
Intentional isoniazid overdosage among south- 
western American Indians, American Journal 
Psychiatry, 132, 423-8. ` 

Sucpson, M. А. (1975) The phenomenology of self- 
mutilation in a general hospital setting. Canadian 

- Psychiatric Association Journal, 20, 429-34. ! 

Wensman, M. M. (1974) The epidemiology of suicide 
attempts, 1960 to 1971. Archives of General. Psychiatry, 
зо, 737-46. 

— (1975) Wrist cutting: relationship between clinical 
observations and epidemiological findings. Archives of 
General Psychiatry, 32, 1166-71. 

—— Payr, E. S., Frenou, N., Marx, H., Fox, К. & 
Prusorr, B. (1973) Suicide attempts in an urban 
community, 1955 and 1970. Social Psychiatry, 8, 82-91. 


Lawrence Wexler, м.р.н., Yale University School of Medicine, Department of Epidemiology and Public 
Health, Go College Street, New Haven, Connecticut 06510 

Myrna M. Weissman, Ph.D., Associate Professor of Psychiatry and Epidemiology, Yale University School of 
Medicine and Connecticut Mental Health Center, Depression Research Unit, 904 Howard Avenue, Suite 2A, 


New Haven, Connecticut 06519 


Stanislav V. Kasl, Ph.D., Professor of Epidemiology, Yale University School of Medicine, Department of 
Epidemiology and Public Health, 408 LEPH, 60 College Street, New Haven, Connecticut 06510, USA 


Requests for reprints should be addressed to Dr Weissman. 


(Received 21 March; revised 16 May 1977) 


Brit. J. Psychiat. (1978), 192, 186-90 


"o 


" The Chronici of Schizophrenia in: North West. India 
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_.The results of a Шодыр sede of ВЕРЕР attending a centre u 
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in North West India are reported. The relevant literature is reviewed. 
The results were compared with two well-known studies, one from the 
United Kingdom and the other from Mauritius. The evidence presented . 
suggests that ће course taken by schizophrenia in a newly-developed 
city and its neighbourhood in this part. of India is ‘similar to the one | 
seen in the Western world. This study does not support the view that, 
chronicity of schizophrenia i in ноп Europe): п non-white populations i is . 
different, at least in an urban setting. 
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Introduction 


In recent years, Stephens and. Astrup (1963 
and 1965), Vaillant (1964), Brown 4 al (1966), 
Holmboe, Noreik and Astrup (1968), Achte 
(1967) and Mandelbrote and -Trick (1970), 
have published notable studies regarding. the 
clinical and the social outcome of schizophrenic 
patients. All these studies appear to indicate 
that one-third recover Clinically, one-third 
show either an episodic course or a tendency 
towards improvement; and'the remaining one- 
third display continued disturbance. In terms of 
social outcome about 50 per cent show good 
social recovery and about $0 per cent remain 
as ‘social invalids’. 

With the exception of Murphy and Raman 
(1971) there seems to be a singular lack of 


reports of well-planned follow-up studies from _ 


Latin America, Africa or South-East , Asia 
(Leon, 1972; German, 1972; Neki, 1973)- 


Murphy and Raman published the results of 


а twelve-year follow-up of schizophrenic patients 
from Mauritius and compared the results with 
the classical study of Brown ¿t al in London. 
Their findings led them to suggest that schizo- 
phrenia or schizophreniform psychoses had a 


` better overall prognosis in Mauritius. They also ` 


felt that the question of chronicity in schizo- 
phrenia in non-European populations needed 
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re-examination. In a subsequent ‘ ‘publication 
Raman and Murphy (1972) showed that’ the 
traditional and well-established indicators of 
prognosis of schizophrenia in the Western world 
were not adequate for the prediction of outcome 
in their sample of Indo-African patients. 

The present authors conducted ,this study in 
an attempt to answer some questions raised by 
Murphy and Raman. In an endeavour to 
achieve better comparison, the present project 
was fashioned along similar lines to those of 
Brown et al. 


Material and Method 

The present study was carried out at the Depart- 
ment of Psychiatry, Postgraduate Institute of Medical 
Education and Research, Chandigarh, India. The 
services provided by the Institute are used by the 
people of ,Chandigarh, Punjab, Haryana and 
Himachal Pradesh. 

As it was very difficult to conduct a follow-up 


„study in far-flung places, the-catchment area for the 


purposé of this study was arbitrarily defined as the 
city of Chandigarh and neighbouring villages within 
2,20-mile radius. Roughly this constituted about 


-50 per çent of the clinic’ s total population.. 


The patient sample consists of cases seen for the 
first time at the unit between 1 January 1966 to 
31 December 1967. Almost all the cases were initially 
seen by one of us (N.N.W.). The diagnosis of schizo- 
phrenia :‘was based on the criteria proposed’ by 


‘fl. к» 


Schneider (1959) and guidelines set by Mayer-Gross, 
Slater and Roth (1960). Patients of doubtful diagnosis 
or under the age of 15 -years or above the age of. 
бо years were excluded from the study; Patierits who 
had mental subnormality or epilepsy in addition’ to 
schizophrenia were also excluded. The follow-up. 


period was from І August 1972 to 28 February 1973. ". 


This gave a minimum duration of follow-up of about 
44 years and a maximum of 6 years or more. 


A total of 174"patients fulfilling the criteria of the - 


study were'seen between 1 January 1966 and 31 
December 1967. At the time of follow-up complete 
jnformation was available for 100 patients: 5 patients, 
although they were ill, refused to be interviewed; for 
6 patients, information was available through corre- 
spondence only, as the patients and their families 
had moved away; 10 patients were found to be dead 
and 3 were reported to be dead; 19 patients- were 
known to have left the catchment area, and for 31. 
patients no information was available. | ‚ 

The clinical interviews at the time of the follow-up 
were conducted by one of us (P.K.) and were duly 
discussed or examined, when indicated, by the senior 
investigator (N.N.W.). Of the 100 cases about whom 
complete information was available, 86 were seen 
with other reliable informants, 5 patients were seen 
alone, and in 9 cases relatives only were seen. Six- 
patients about whom information was available only 
through correspondence and 5 who refused to be 
interviewed were not included in the analysis of 
outcome. li : 

The clinical outcome at the time of follow-up was 
ascertained by similar criteria to those used by 
Brown et al. ў 7 : 


^ 


These axe as follows: 
(i) Chronic disturbance—these patients had remained | 
ill throughout the period of follow-up. They dis- 
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oi TABLE I 
Course of disorder of British, Mauritian and Indian schizophrenics over follow-up period 
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„played definite schizophrenic symptoms without 
any significant periods of remission. : 

` (ii) Episodic disturbance—patients in this category 
had one or more major relapses with clear periods 
of remission. 4 
(iii) Improving—these patients did not have a clear 
relapse or exacerbation during the follow-up period 
but displayed personality difficulties, oddities of 
behaviour -or neurotic symptoms. No- psychotic 
symptoms were discerned at the time of follow-up. 
(iv) No disturbance—patients who had remained free 
of psychotic symptoms for at least four years of the 
follow-up period and did not display any significant 
personality change. 


The social outcome was assessed by considering the 
reaction of the informants to the continued presence 
of the patient in the family setting. Here again, the 
approach was similar to the one used by Brown et al. 

The findings of the mental state examination at the 
time of the initial visit are also presented and com- 
pared with the cases of Murphy and . Raman 
(Table V). : С" 

: Results 


The results are shown in Tables I-V below. 


Discussion 


It is apparent from the results presented that 


' the clinical outcome of our cases was similar to 


that described by Brown et al in London and 
quite different from that reported by Murphy 
and Raman in Mauritius. T'he proportion of 
patients remaining continuously ill throughout 
the follow-up period was much the same in all 
three studies. The striking difference lay in the 
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‘ | : : Murphy and 
Brown et al (1966) and Murphy and Rama’s Sede" Raman 8 ару 
present study’s categories | (1971) categories N = 100 me И; Ex 
(i) Chronic disturbance (i) Continuous total disability 28% `` 21% 32% `` 
Peas A » Continuous partial disability: 11% 
i T: (e.g. alcoholism) 
(ii) Episodic disturbance (ii) Several episodes of : | 
non-functioning 27% 4% 23% 
Single episode of . ‘ 
- EE es non-functioning i . ' 5% 
iii) Improved  : EE Su LM. wu TEM: , = -16% 
ү No disturbance, o No clear episode , .. 9495 5996 . 29%, 


LIGNUM MEN uU cC cO ee LL. L1L1|1|1Q1lQ1 i 1l-1iítt[ll 
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б Taste IT 
Relationship between place of residence and clinical outcome 


Clinical outcome 
ee ee =. 
Residence Chronic Episodic No 
disturbance and improving disturbance Total 


X! = 1:858; df = 2; P = NS 


Taare III 
Relationship between the reaction of informants and the course 


Course 
——— —— THE et «ыы, 
Reaction No е 
Chronic Episodic Improved disturbance Total 

I. Welcome es ix - I 12 8 28 49 

2. Acceptance — .. zs is 10 8 5 — 21 

9. Temporary hospitalization .. 8 3 3 — 14 

4. Permanent hospitalization .. Ig — — — 


Total .. d d sa 32 


* In 3 cases no other informants were available. 


А Тавів IV 
Relationship between course of the disorder and number of visits paid to the clinic 


Number of visits 
in follow-up period 


Chronic 
Nil es s i5 is її 
Up to 20 .. ai is rr II 
More than 20 .. гу aie 10 


Course 
eee‘ 
No 
Episodic Improving disturbance Total 
8 2 9 25 
2 8 29 
12 12 12 46 


ee OU 


Total zs Js vis ae 32 


23 16 29 100 


Ха = 11:50; df = 6; Р = o-1 NS 


proportion recovering from the initial episode 
and remaining well thereafter—35 per cent in 
Brown's study, and 29 per cent in the present 
study, compared with 59 per cent in Mauritius. 

The determination of social outcome in our 
socio-cultural milieu is fraught with difficulties. 
Taking into consideration the attitude of the 
"relatives of patients, it appears that the patients 
are more often accepted than rejected (Table 
IIT). It must be emphasized that the families of 


our patients display a high degree of acceptance 
and tolerance towards the disturbed behaviour 
of the patient despite the fact that health service 
in this region is poorly organized. In addition, 
systems of social security, national health 
insurance and sickness benefit or disability 
pension are non-existent. 

From the data presented it is logical to assume 
that schizophrenia as scen in this urban part 
of the country is similar in course and in clinical 
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ТАВІЕ V ' 
Percentage of certain symptoms shown by Mauritian and 
Indian patients at first admission and initial contact 








respectively 
Mauritian sample 
by outcome 
Indian 
Dis- sample 
Healthy turbed N = 100 
(N = 54) (N = 40) 
- % 76 76 
Hallucination s$ 85 85 55 
Delusions .. а 89 83 74 
Confusion .. s 48 50 — 
Flatness of affect .. 20 15 30 
Inappropriate affect 22 27 9 
Social withdrawal. . 52 40 54 
Depersonalization. . Ig ' 12 — 
Affect fability os 19 32 — 
Manic behaviour .. 10 I — 
Negativism 24 40 40 12 
Psychosomatic com- > 
plaints .. “ 15 15 17 
Drug abuse 19 12 — 
Antisocial behaviour 57 58 — 
Excitement A 57 75 27 
Stereotype.. 7 о 5 
Depression we 13 12 18 
Retardation m — — 58 
Mannerism sa — — 16 
Posturing .. AE — — 14 





and social outcome to that seen elsewhere in the 
world, with the possible exception of the non- 
European (predominantly Indian) population 
of Mauritius. It is not easy to explain the 
similarity in trends with the rest of the world or 
the discrepant trend of Mauritian Indians. 

A reference to Table V does not leave much 
room for entertaining doubts about the diag- 
nosis. No reliable figures for the incidence of 
mental disorders for the region of this study 
are available. Various workers in different parts 
of the country have found rates similar to those 
found all over the world (Elnagar, Maitra and 
Rao, 1971), though admitting that different 
sociocultural groups and communities produce 
a different pattern of mental illness (Datta Roy, 
1962; Sethi et al, 1967 and Teja et al, 1971). 

Treatment provided or sought by the patients 
also did not alter the course. The centre at 
Chandigarh is well-equipped in providing all 
the modern methods of treatment, but there is a 
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singular lack of an after-care programme. On 
analysis, no significant relationship was found 
between the course of the disorder and the 
number of visits to the clinic during the follow- 
up period (Table IV). Surprisingly, those of 
our patients who had the most inadequate 
after-care and treatment during the follow-up 
displayed a similar course to that shown by the 
patients of Brown et al, who had better after-gare 
programmes. It remains a speculation that if 
our patients had better after-care and physical 
methods of treatment available to them in 


addition to cohesive supportive family structures, 


the course would be different and the prognosis 
would be better. 

Differences in methodology can possibly 
explain some of the discrepancies. Our study was 
designed and executed on similar lines to those 


‘proposed by Brown et al. All the cases at some 


stage or other were seen by both of us. Murphy 
and Raman, on the other hand, relied heavily 
on the account of two experienced psychiatric 
nurses. It can be argued that the nurses were 
possibly assessing social more than clinical 
outcome. This highlights the point that clinical 
outcome is distinctly different from social out- 
come. In spite of this, the reasons for different 
rates of outcome in our study and the study of 
Murphy and Raman still remain unexplained. 

In conclusion, the present authors, on the 
basis of their results of a five-year follow-up 
study of schizophrenic patients, believe that the 
course of the disorder in this predominantly 
urban community in North-West India is more 
or less the same as that seen in the Western 
hemisphere. The need for a better treatment 
and after-care programme in the context of a 
supportive family system is stressed. 
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| Psychiatric Decision-Making by Medical Students " 


By RICHARD MAYOU 


Analysis of medical students’ formulations and replies to clinical к 
problems indicates difficulty in deciding оп the nature and organization 
of treatment. A programme describing a problem-solving approach 

''" was devised, and students taught in this way were shown to be signifi- 
cantly more able to formulate organized treatment plans with more | 
precise aims. It is suggested that problem-solving methods are likely 
to be much more effective than conventional teaching of psychiatry.: 


Introduction 

Like other doctors, most psychiatrists claim 
that they learn how to take clinical decisions 
only when they can combine factual knowledge 
with everyday experience. However, the majo- 
rity of psychological and social problems are 
treated by non-specialists who probably lack 
both the systematic knowledge and experience 
to provide the most effective managenient. 
The standard textbooks of psychiatry give little 
guidance, and undergraduate training is usually 
largely based on observing others treating 
hospital patients. What is required is the 
opportunity to learn clinical decisions in the 
way they ‘are made by experienced clinicians, 
that is to say, seeking appropriate information 
and deciding immediate and long-term goals 
that are within the resources available. These 
processes have so far been largely ignored in 
psychiatry, though there is increasing research 
and interest in medical diagnosis. 

Previous work (Mayou, 1977) having demon- 
strated very considerable variation in ways in 
which consultant psychiatrists would treat a 
neurotic problem, it was decided to begin 
further examination of how psychosocial deci- 
sions are made with a study of medical students. 
An initial review of some 50 formulations by 
Oxford medical students during the course of 
their eight week psychiatry attachment revealed 
among a number of common difficulties: 


тї 


(a) Problems in analysing the most significant 
aspects of the history, particularly the inter- 


`- action of personality, stress and illness pro- 


cesses. M^ NC 

(b) Vagueness about precise nature of com- 

ponents in treatment. 

(c) Relatively little regard to the limited 

resources available in general practice and 

indeed even in specialist psychiatry. 

(d) Inability to see treatment as an organized 
- programme to be evaluated and modified at 

each interview. 


It was clear that it is possible for a student to 


prepare a lucid and knowledgeable formulation 


without having any very clear understanding of 
how he himself would gather information and 
select and carry out treatments on his own 
responsibility. There has been increasing interest 
in psychiatry in the problem-orientated medical 
record both for clinical use and in teaching. ‘This 
approach seemed particularly suited to the identi- 
fication of students’ difficulties and for teaching 
them how to assess and set out an effective and 
appropriate plan. It was therefore adopted as a 
basis for the present investigation, which aimed 
to (1) describe the extent to which Oxford . 
medical students formulate practical treatment - 
plans, and (2) initiate a pilot project to teach the 
principles of problem-solving assessment, 
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Problem-Solving at the Beginning of a 
Psychiatric Course 

Analysis was based on written replies to a 
clinical problem. Students were presented with 
а 300-word case history (divided into presenting 
complaint, history, current situation, personal 
history and examination) of recent agoraphobia 
in a married woman of 28. It described clear 
abnormalities of mental state, social situation 
and previous personality. The students were 
given both written and verbal instructions to 
set out: 

(a) The principal problems; | 

(b) What further information they might 

require from what sources; 

(c) Treatments they would consider, giving 

as much detail as possible of dosage, of 

medication, length of interviews, frequency 

of interviews and so on. 


Table I reports the analysis of the answers of 
go students on the first day of their psychiatry 
attachment. The majority were impressively 
good, suggesting commonsense measures which 


TABLE I 
Assessment of а case history of a neurotic problem by 30 
medical students at the beginning of a psychiatry course 





“Problem identification of 
All major problems identified on 2s 75 
Personality difficulties identified .. 5» бї 
Clear description of problems ee $a 75 
Knowledge of psychiatric syndromes s 54 

Further information desired 
From patient i e e e 18 
From other informant oe .. e 92 

Actions 
Physical examination .. £s ia 96 

. Reassurance about physical state .. E 98 
Tranquillizers Е ne T #% 29 
Antidepreasants ee ve oe a 50 
Behaviour therapy .. "I .. 39 
Practical measures .. m Р i .8 
Psvchotherapy: individual .. sa ‚© 30 

joint i2 - «s 45 
Involvement of others in treatment ES 7 

| Organization of, therapy | 
Lack of any organization .. ass is 21 
Clearly organized .. ps ss x 18 
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seemed appropriate and often displaying quite 
sophisticated knowledge of drug dosage, etc. 
Problems were usually well identified, but there 
was an obvious and expected lack of knowledge 
of psychiatric syndromes and of the range and 
nature of treatments. Specific themes in the 
replies were: 


(a) Little emphasis on the need to obtain 
further information from the patient or from 
another informant. : 


(2 A very strong emphasis on physical 
examination and medical investigations, 
though this was usually explained as being 
reassuring to the patient. 

(3) Little comment on the previous per- 
sonality and the way in which current 
problems could be seen as a worsening of 
long-term difficulties. 


(4) A tendency to suggest long-term time- 
consuming procedures such as individual 
counselling and joint interviews or behaviour 
therapy over prolonged periods of time. 


(5) Little attention to practical advice 
: (housing, work, play-schools for children etc). 


Four replies showed a very poor ability to 
identify the difficulties or to put forward any 
plan, but on the other hand another four 
students stood out as proposing a clear organized 
and seemingly appropriate plan in which: they 
sought extra information, proposed immediate 
symptomatic measures as well as more funda- 
mental treatment and stated that they would 
review plans and progress at follow-up. 


Problem-Solving at the End of 
Psychiatry Course 

At the end of eight weeks’ psychiatry teaching, 
students were set the same case history. Table 
II summarizes the changes in their responses. 
'The definitions of problems and of actions was 
now considerably more sophisticated, there 
was increased awareness of the need to seek 
specific extra information and the treatment 
programmes were much more organized. A 
third of students suggested more treatment, but 
in approximately a quarter of the use of 
resources proposed for extensive psychotherapy 
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Taste П 
Changes in formulation by students at end of 8 week 
psychiatry teaching 


s 0 





More Less Same 





% % % 
Problem identification | 
Number identified .. .. 39 5 57 
Clarity of description о 52 
Further information 
Patient a -— .. 35 о 65 
Other informants .. .. 3I o 69 _ 
Actions 
Medical examination e 0 O  IO0 
Medical investigations 5 18 77 
Number of actions .. .. 35 о 65 
Clarity of actions .. . 56 о 44 
Organization of therapy .. 56 5 39 
Involvement of others ^ .. 21 о 79 
Individual counselling .. 29 о 71 
Marital counselling .. e «17 o 83 
Group therapy „> ES о 93 
Antidepressants se wo 4 89 
Behaviour therapy .. .. 18 17 76 





or behaviour therapy or even both, appeared 
very difficult to justify. While the students now 
displayed considerable knowledge of psychiatric 
syndromes and treatments, they had learned 
rather less about the selection and organization 
of treatment. It was also evident that terms such 
as counselling, psychotherapy, joint interviews, 
were used freely with rather little evidence that 
students could have specified the content and 
goals of such procedures. Practical procedures 
and referral to other services were rarely 
mentioned. ` 


Teaching Problem-Solving 
Confirmation that medical students make less 
progress in learning decision-making skills than 
in acquiring factual knowledge or clinical 
skills suggested that specific instructions would 
be valuable. The neglect of such teaching meant 
that new methods had to be devised. 


Methods 

As Oxford student teaching is based оп an 
eight-week attachment to individual firms, and 
the whole group of students meet as a group once 
a week, it was difficult to teach problem-solving, 
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and it was based largely on written instructions 
and examples. Handouts were prepared de- 
scribing assessment, choice, of treatment and 
simple therapy. Decision-making was seen as a 
series of steps: (1) obtaining adequate informa- 
tion about the areas illustrated in Fig 1 from 
the patient and from other informants; (2) 
setting out treatment as an organized flexible 
plan- with immediate and longer-term goals; 
(3) agreeing the plan with the patient (ahd 
where appropriate, relatives). There was special 
emphasis on brief therapy that would be possible 
in general practice and on the need to have 
specific aims for further interviews rather than 
generalizations such as ‘counselling’ or ‘social 
work help’. Treatments were classified as 
psychological, physical and environmental and 
described a number of basic strategies. ; 

The problem-solving approach was intro- 
duced in a seminar. During the course, illus- 
trative clinical problems were provided, each 
page providing further information and ques- 
tions. It was emphasized that there, was no 
single correct answer to these problems, and 
the alternatives were discussed, stressing pro- 
cedures most suitable in general practice care. 
These case examples were designed to illustrate 
both common problems (the acutely disturbed 
patient, assessment after overdose, school re- 
fusal, etc) and also types of treatment (use of tran- 
quillizers, joint interviews, role of compulsory 
orders, etc) as well as their principal aim to make 
explicit the nature of the clinical decisions. 

Control groups of students were given general 
instruction in writing formulations and in 
orthodox clinical diagnosis. The scripts were 
scored blind on three-point scales: 





Fic 1.—Diagram used to illustrate the aetiology of 
psychological and social‘ symptoms. ` 
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Results 

As shown in Table ПІ {е was no difference 
between the groups in their identification of 
problems, but even with small numbers it is 
clear that the problem-solving groups were 
significantly (P < 0-05) more able to formulate 
an organized plan of treatment (seeking further 
information, setting out immediate and long- 
tepm goals and envisaging, revising and checking 
these over a limited number of sessions). These 
students were also more able (P < 0:05) to 
define aims and content of treatment strategies 
such as joint counselling, psychotherapy and 
behaviour therapy. 


TABLE ПІ 


Assessment by group of 20 students after eight weeks 
problem-solving or standard teaching 








Problem- 
solving Standard 
+ hing 

Problem i 

Poor .. Ss 4 5 

Moderate .. ee 2 2 

Good .. g +e 14 19 
Clarity of problems 

Poor .. ee ot о o 

Moderate .. fe 5 ; 6 

Good .. T T 15 14 
Further information | 

Ni .. ss es 2 2 

Some .. oe .. 4 6 

Considerable a 14 12 
Clarity ише actions 

Poor .. es о - о 

Moderate .. is 6 10 

Good .. AS M 14. 10 
Organization of actions 

Poor .. 9 y о 4 

Moderate .. us 5 6 

Good .. s aa 15 I0 
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Discussion 

It is evident that medical students have 
difficulty in decision-making even though they 
show considerable factual knowledge and im- 
pressive clinical skill with patients. The problem- 
solving approach appears to be a good format 
for the identification of these difficulties and a 
basis for teaching. Whilst it would be unrealistic 
to expect that medical students should master 
procedures about which experienced psychia- 
trists might disagree, the demonstration that 
specific teaching has effects on the assessment 
of a neurotic problem is encouraging. 

Further developments which could be evalua- 
ted in a more sophisticated manner will depend - 
not only on improving teaching methods but 
more fundamentally on refining our knowledge 
of decision-making by experts. It will also 
depend upon identifying the types of problems 
and of decisions that our students are most 
likely to. be confronted with in hospital or 
general practice and in directing teaching to 
these areas. There can be little doubt that 
textbooks and orthodox teaching are inadequate 
in providing appropriate knowledge and ex- 
perience. 

In a previous paper (Mayou, 1977) it was 
suggested that the considerable variation in 
the ways which psychiatrists say they would 
treat a neurotic problem (similar to that pre- 
sented to the medical students) has implications 
for training and the provision and use of 
resources in specialist psychiatry. There must 
be similar conclusions in considering the 
management of psychosocial problems in all 
other areas in medicine and most especially 
in. general practice. 
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| Child Observation and.Assessment Centres: — . 


Psychiatrist’ and Social Workers’ Difficulties 


By JEAN HARRIS 


SUMMARY Two child observation and assessment centres run by a 
Social Services Department have quickly filled up with older children 
who stay indefinitely. Many of these children have physical as well as 
emotional problems and have been admitted as family emergencies 
in an unplanned way. The paper discusses how, if at all, the psychiatrist 
called in for advice by social workers can help. This is thought to be a 


. Widespread problem. 


During 1974 and 1975 two observation and 
assessment centres were opened in Bedfordshire. 
"They are sited within seven miles of each other. 
One (20 beds) was originally designed to serve 
the Borough of Luton and the other (30 beds) 
to serve the rest of Bedfordshire, but now they 
are both, together with an older established 
remand home for adolescent boys, staffed and 
administered by the County Department of 
Social Services. This Department requested 
psychiatric support, and in 1974 I accepted a 
consultative role for the centres, being joined 
a year later by Mr Graham Mills, a senior 
social worker. 

Table I shows that out of a total of 50 
children admitted for short-term assessment 
29 have resided there longer than three months, 
even though the larger of the two institutions 
opened only 20 months ago. Of the longer- 
stay residents, 9 boys and r2 girls are currently 
over the age of 14 years, thus strikingly re- 
versing the well-documented excess of boys 
which characterizes admission to care or 
attendance at juvenile courts (Cornish and 
Clarke, 1975; Moss, 1975). > x e 
· Table II shows that 34 girls and 27 boys out 
of the first 100 were already above the age of 
14 years on entry to the assessment centre, 
and by this criterion alone were likely to prove 
difficult to place. It is also of note that once 
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TABLE І 


Residents in the two centres on 28 February 1977 
i ешш че oe f д}. 











Boys | Girls 
Total resident population .. 30 20 
Resident more than one year .. 3 I 
Resident 6 months-1 year — .. 6 
Resident 3 months-6 months . . 8 6 
Resident less than g months .. , 19 8 
Total resident over three months 17 12 





again girls were in the majority. Although 
comparatively few children are above 16 years 
old on admission to the centre, we are finding 
that a proportion (six in one centre) pass their 
I6th birthday without discharge. Such figures 
indicate the difficulty in following the plan: 
behind the : establishment .of these centres, , 
namely that they should meet short-term, 
emergency and crisis needs of children and. 
young people under the age of 18 years, 
provide assessment, and move them to. other. 
more- appropriate places. x 8008 
As I understand, it was intended that children ` 
would be admitted for observation when dis- 
torted ог. broken family relationships made 
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CHILD OBSERVATION AND ASSESSMENT CENTRES 


ТАВІЕ II 
Numbers of children at different ages on admission (larger centre) 


Age in years on admision `$ 4 5 6 7 8 


Girls © s 2 


‘necessary’ the removal of the child from the 
home. ‘Necessity’ is generally defined by an 
area social worker, usually backed by a trained 
senior, in consultation with a residential co- 
ordinator whose task theoretically is to provide 
information about the availability of beds; but 
who, since resources are limited, in practice 
acts as a rationer, controller and arranger of 
admission to residential care. Many admissions 
are requested as emergencies, and pressure of 
work results in ad hoc decisions with little time 
for additional evaluation or consultation. In 
my opinion, emergency reception into care is 
like compulsory hospital admission of psychia- 
tric patients, particularly as it used to be before 
the 1959 Mental Health Act. In both situations 
the need for understanding of the crisis, or for 
longer-term planning on behalf of the child or 
the patient, may be set aside in deference to the 
demand, by family or community, for immediate 
action by nominated ‘experts’, and legal sanc- 
tions facilitate this. 

There is rarely time to consider consultation 
with family practitioners, health visitors, educa- 
tion psychological services, education welfare 
services or psychiatric clinics. Families in crisis 
insist that only the immediate removal of the 
child will be of value to them. Residential staff, 
in. contrast to those who work with planned 
admissions (for example in community schools 
or long-stay children’s homes) feel that under 
these circumstances their immediate duty is to 
respond positively to the needs of the child 
separated from his family, despite the probable 
ensuing difficulties. : 

. Colleagues in the Social Services Department 
with whom I have discussed this dilemma: are 
themselves critical of these hurried decisions, 


but point out that the post-Seebohm dissipation 


9 10 II 12 IS I4 15 16 17 





of specialist skills in social work and their legal 
obligations under the 1969 Act make anything 
else difficult. Children and young people are 


defined by the community as ‘at risk’, ‘in moral * 


danger’, or ‘beyond control’, and emergency 
action is demanded. Magistrates request interim 
care orders for ‘reports’, and each of these situa- 
tions has in common that the child is placed in 
a residential setting before any plans can be 
made on his behalf. Thus assessment begins 
after rather than before or even during the 
process of separation of a child from his family. 

After the child has been admitted, co- 
ordinated work does become possible and often 
is of high quality. Inter-disciplinary case 
conferences now involve relevant professionals: 
from education, health and social services; and 
now it may be possible for the psychiatrist, 
preferably presented to the institution as a 
member of a clinic team, to find an appropriate 
and useful role. Our wish has been to present a 
model of team work as the tool of assessment. 
This has presented unexpected difficulties. Re- 
currently I have been expected to inspect and 
interview a child in isolation rather than to 
listen to the staff who live with him, to take part 
in inter-disciplinary meetings, or to meet him 
in the company of his family and of appropriate 
representatives of field and residential staff. This 
seems to be a traditional view of child psy- 
chiatry held even in new centres; it is based on 


' alleged pre-1969 Remand Home practices, and, 


since child psychiatrists are few in number, on 
the expectations of a majority of colleagues who 
have had no contact with our specialty and no 
training in work with family and professional 
systems. 

Change is difficult to achieve, not only 
because of the inertia of institutions or because 
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of ill-understood and little criticized traditions, 
but also because of as yet ill-defined problems 
beyond the scope. of any individual assessment 
centre.. First, there are problems related to 
hurried decisions taken under pressure. Second, 
there are the increasing numbers of older 
adolescents, for whom longer-term provision is 
not available, and who are filling up the centres. 
The increasing selectivity of community schools 
is relevarit, as is the apparently increasing and 
ill-understood incidence of шшш behaviour 
in adolescent girls., 

Thus the role of the onis nie. team and of 
the residential staff becomes increasingly con- 


- fused. Staff and rootless adolescents feel anxious 


and angry. Length of stay. becomes indefinite 
and the psychiatric team, while still working out 
assessment procedures, may acquire an un- 
sought role in the evaluation of complex and 
perhaps increasingly pathological large-group 
interactions. The staff feel that they are not 
doing the job for which they were appointed 
and that they are becoming both inefficient and 
undervalued. The intra-departmental support 
system, itself under strain, also presents prob- 
lems; since the administrative hierarchy is 
linked with residential staff by the same co- 
ordinator who also has responsibility for the 
placing of children and adolescents, sometimes 
irrespective of the wishes of the residential staff 
(Mills, 1974). Staff stress in comparable situa- 
tions has been documented (Mills, 1974; 
Balbernie, 1966; Beedell, 1970). 

The children are more likely to abscond, and 
there are frequent acts.of aggression against 
staff, each other and themselves. The staff may 
feel that the institution is becoming notorious 
within its locality, and their depression, with 
feelings of guilt and unworthiness, increases. 
The psychiatric team members are regarded 
with hostility because, although they see the 
difficulties of their colleagues, they can escape 
to other work situations; and because they are 
likely to become disturbed and angry about the 
additional stress placed on already vulnerable 
children and adolescents. They will have 
difficulty in coping with the staff's recurrent 
demand that violent children and adolescents 
should be ‘cured’ or removed elsewhere. They 
are seen as unhelpful if they do not cure or 
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remove anyone, and are likely to be unpopular 
when they attempt to open up discussion of 
obvious difficulties; though usually at least some 
staff members see this as part of the consultative 
role. Under these circumstances it is possible to 
lose sight of-the assessment procedure, and this 


in any case becomes distorted рек staff 


communication is impaired. 

Published work on consultation is limited in 
quantity and often highly personal, and usually 
relates to the care of adolescents and children 
in long-stay situations designated as thera- 
peutic or educational (Dockar-Drysdale, 1973; 
Vanderpol, 1976; Whiteley, Briggs and Turner, 
1973). Other recent work (Clark, 1976) 
describes the use of systems theory as applied to 
the adult therapeutic community. Again, under 
such circumstances admissions are planned and 
the community consents to the admission of 
new members. Only within the prison service, 
the Special Hospitals, a diminishing number of 
psychiatric hospitals, and child observation ànd 
assessment centres, do admissions occur because 
the community is able to insist on this, and there 
also are legal sanctions. The staff of such institu- 
tions have a unique function as essential 


recipients and containers of ‘difficult’ behaviour. 


The children in our two reception centres 
presenta variety of problems. Recent admissions, 
for example, include a 15-year-old girl who 
developed major epilepsy following encephalitis 
contracted when she was 3 years old. Currently 
her fits are controlled by medication; but the 
family, which is Italian, presents additional 
cultural, linguistic and relationship difficulties, 
and when the girl began to truant and to throw 
temper tantrums, which the family had diffi- 
culty in distinguishing from fits, the parents 
demanded reception into care. Two boys, one 


aged 13 and one aged 16 years, test in the SSN ^ 


range and are well known to the services for the 
mentally handicapped. Each has been rejected 
by his family and presents severe behavioural 
difficulties, and each has been in care for more 
than one year. A 14-year-old boy demonstrated 
the onset of motor-neurone disease while in 
care, and a 7-year-old girl from a socially 


isolated Indian family presented vitamin defi- - 


ciency along with marked impoverishment of 
linguistic and social skills. Two 15-year-old girls 
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‘have been in care because members of their 
‘family have been charged with incest. (one may 
‘question the ethics of a decision that removes the 
child rather than the adult from the home in 
.these circumstances). Another 15-year-old girl, 
‘who is pregnant, has been in contact with 
rubella during. the first trimester. A non- 
English speaking Polish boy with marked autistic 
features came into care after having been beaten 
by his stepfather. This unorthodox mixture of 
problems is a legitimate cause of anxiety both 
to the trained minority and the untrained 
majority of residential staff, who need skill if they 
are to know when to ask for professional help. 


Discussion 

It will be seen that consultant psychiatric 
services are of value, but that the concept of 
‘psychiatric support’ is less than adequate to so 
complex a situation. National Health Service 
patients usually apply the term ‘consultant’ to a 
being whom they wish to see in a clear-cut role 
as able to.take charge of their ailments, and they 
find this a restful concept, particularly in 
emergency. More complex discussion of concepts 
such as ‘consultation’ or ‘clinical responsibility’ 
takes place only among professional groups. In 
an establishment funded and staffed by the 
Department of Social Services these traditional 
concepts, though ill-defined, are clearly in- 
appropriate; and the need rather is for an inter- 
disciplinary team in which primacy (Row- 
bottom and Bromley, 1976) rests with social 
workers. Given such a team, a psychiatric clinic 
such as ours may be able to offer skills in family 
interviewing, in the use of systems theory, and 
in small and large group interaction within the 
institution.. 

But it is evident that many others can con- 
' tribute equally. Educational and clinical psy- 
chologists (particularly perhaps those interested 
in behaviour therapy) could make effective 
interventions, as could educationists specializing 
in oracy and literacy and in the education of 
maladjusted and socialy deprived children. 
Sociologists also have a contribution to make; 
and close links with a paediatric service, 
: including paediatric neurology, are essential. 
There is a pressing need for a strengthened co- 
ordinated consulting service within the Depart- 
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ment of Social Services, and it is to be regretted 
that the current financial climate is unfavourable 
to its development. Despite this, in Bedfordshire, 
the team of residential coordinators has been 
doubled, and a placement panel consisting of 
heads of centres and senior field and residential 
workers is being established. It will attempt to 
evaluate all requests for reception into care of 
those under 18. 

The Court report (Court, 1976) defines 
national deficiencies in services for children, 
and these two centres illustrate, often with 
dramatic effect, immediate and continuing 
problems in current practice. Our local ex- 
perience is presented in the hope of more - 
effective monitoring of and critical comment on 
this complex, ill-understood and yet incrgasingly 
requested type of inter-disciplinary work. 


Acknowledgements 

My thanks are due to Mr David Clifton, Director of 
Bedfordshire Social Services, for permussion to usc the 
figures quoted in this article, and to Mr Clifton, Miss 
Winnie Wilson, Deputy Director of Social Services, 
Mr Stan Ivett now Assistant Director (Operations) 
Northern District, Mr Ian Monaghan, now Principal 
Officer (Residential and Day Care) Northern District, Mr 
Graham Mills, Senior Social Worker and to the resi- 
dential staff of the Brambles and Houghton Lodge 
Assessment Centres for fruitful and continuing discussions. 


References 

BarsERNIE, Ricerarp (1966) Residential Work with Children. 
Pergamon. i 

BEEDELL, CHRISTOPHER (1970) Residential Life with Children, 
pp 148-9. Routledge & Kegan Paul. 

CLARE, А. W. (1976) А system approach to the thera- 
peutic community and the delivery of mental health 
services. In The Changing Mental Health Scene (eds 
R С. Hirschowitz and B. Levy). New York: Spec- 
trum Publications Inc (John Wiley & Sons). 

Cornisa, D. B. & Сглрке, К. С. V. (1975) Residential 
Treatment and its Efect on Delinquency. Home Office 
Research Studies No. 32. HMSO. 

Court, DoNALD et al (1976) Fit for the Future. The Report 
of the Court Committee on Child Health Services. 
HMSO 6684. 

Dookar-DrysDaLE, BARBARA (1973) Consultation in Child 
Care. Papers on Residential Work. Vol 4. (Series ed. 
R. J. Tod.) Longman. 

Murs, С. І. (1974) Staff stress in residential care. 
Unpublished Thesis, Leicester University. 

Moss, Perr (1975) Residential care of children, a 
general view. In Vartsties Residential Experience 
(eds Jack Tizard, Ian Sinclair and R. V. G. Clarke), 
pp 20-21. Routledge & Kegan Paul. 


JEAN HARRIS pos | ' 199 
Rowsorrou, R. & Вроміну, С. (1976) Brunel Institute МАМрЕВРОІ, MAURICE (1976) Mental health consultation 


of Organization and Social Studies, Working Paper in schools: the clinician-consultant transition. In The 
H/St. Future Organization in Child Guidance and Allied Changing Mental Health Scene (eds R. G. Hirschowitz 
Work. BIOSS. Brunel University, Uxbridge, Middle- and B. Levy). New York: Spectrum Publications Inc 
sex. ' (John Wiley & Sons). 


sd - WnurreLEv, S., Barcos, D. & Turner, М. (1973) Dealing: 
with Deviants. London: Hogarth Press. 


jean Mary Harris, M.B., M.R.C.Psych., Consultant Psychiatrist, Child and Family Psychiatric Service, 
Dunstable Health Centre, Priory Gardens, Dunstable, Bedfordshire | 


(Received 8 June; revised 24 August 1977) 


Brit. ў. Psychiat. (1978), 132, 200—201 


М eeting 





PSYCHOTROPIC DRUGS IN PREGNANCY, 
Ж INFANCY, CHILDHOOD 


The British Association for Psychopharmacology 
held a symposium under this heading on 10 and 11 
November 1977, in London. Dr D. H. M. Woollam 
(Dept of Anatomy, Cambridge University) spoke on 
Tests of Teratogenicity on Psychotropic Drugs. 
He said the idea that drugs could harm the human 
embryo only emerged with the thalidomide tragedy, 
and the safeguards now imposed by the Committee 
on Safety of Medicines ignored the available evidence 
on congenital malformations in mammals and would 
not prevent a similar tragedy with some new drug. 
Testing on mouse, rat, or rabbit, with their different 
metabolic patterns and life spans was very different 
from expensive testing on primates and irrelevant to 
human clinical use. The possibility of testing drugs 
on men only, or menopausal women, or women who 
were due to have an abortion in a week or so where 
the products of conception could be examined, had 
not been properly explored. If rodents were to be 
used at least two generations of descendants of 
treated animals had to be studied. Resorbed foetuses 
indicated maternal damage, not foetal, since even 
gravely deformed animals were born alive. Serious 
testing, as opposed to political whitewashing, really 
necded a central independent Institute of Toxicology. 
But one could be over-concerned about the problems: 
insulin and penicillin were not free of risk and alcohol 
had a terrible record for human damage, including 
foetal, yet people were happy to go on using such 
well-established drugs. 

Professor H. Schneiden (Dept of Pharma- 
cology, Manchester University) spoke on The 
Effects of Psychotropic Drugs on Spermatozoa 
and Spermatogenesis. In contrast to studies on 
the female, very little had been done on the male, 
and it was not known whether fertilization by 
damaged sperm modified the resulting offspring, 
though it appeared that psychotropic drugs could 
diminish testosterone production, decrease testicular 
size, and reduce fertility and libido. Monoamine 
` oxidase inhibitors (pargyline, tranylcypromine) had 
been shown to reduce androgen secretion in rats, 
and if chronically used, testicular and seminal 


vesicle weights declined. Spermatogenesis from the 
Sertoli cells was under the control of follicle- 
stimulating hormone, but prolactin might also 
play a part, and it was well known that pheno- 
thiazines and some tricyclics caused hyperprolac- 
tinism by hypothalamic action. It was not clear 
whether the drugs caused clinical problems in man. 
There was an enormously variable sperm count in 
the normal individual, so that sperm counts were 
no guide. . 

Dr Jean Ginsburg (Royal Free Hospital, 
London) in The Placenta and Psychotropic 
Drugs emphasized that the placenta was an organ 
with unique histological structure and its own 
metabolism, not just a modified membrane. There 
were marked species differences (e.g. between rat 
and man), and marked differences in placental 
ability to handle drugs. In the rat imipramine ran 
higher in foetal blood than in maternal, whereas 
desmethylimipramine was always lower, and ami- 
triptyline appeared not to enter the foetal circulation. 
Like the liver, the placenta contained mixed function 
oxidases and cytochrome P-450, capable of drug 
metabolism. The binding of drugs by foetal and by 
maternal plasma proteins might differ. More could 
be done in monitoring the foetus during pregnancy, 
and in late study of the behaviour and intelligence of 
children born to women taking psychotropic drugs. 

Dr R. L. Savage (Dept of Pharmacological 
Sciences, Newcastle University) spoke on The 
Excretion of Psychotropic Drugs in Breast 
Milk. Harmful doses were rare, and only lithium 
and diazepam were sometimes known to affect the 
newborn. Milk was a little more acid than plasma, 
which favoured the entry of basic drugs, but on the 
other hand, protein-binding in the plasma held 
them back. Milk rich in fat, depending on time of 
day, might retain lipid-soluble drug in consequence. 
She quoted measurements of some drugs in breast 
milk which indicated the daily neonatal dose in 
relation to maternal dose: phenobarbitone 2 mg for 
120 mg daily, phenytoin 2:5 mg for 300 mg daily, 
dothiepin 70 ug for 75 mg, chlorpromazine 20 ug 
for 1,200 mg, diazepam 55-90 ug for 30 mg daily. 
These were one-tenth or less of the active doses for 
babies. There was, however, some risk of accumula- 
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tion of РЭМ because of their long half- 
lives, and some babies had shown ‘lethargy, and 
bursts of fast frontal activity in the EEG where 
mothers were taking high doses. Hypotonia and 
hypothermia had been reported in babies whose 
mothers were on high lithium intakes. Babies ‘might 
have blood levels of o: 3-0:5 mmol/litre lithium 
quite commonly without harm. Alcohol, like lithium, 
was present in much, the same concentrations- in 
milk as in blood, and a 200 ml feed :might give: the 
baby 36 mg ethanol. . is аА 

- Dr A. К. Boobis (Royal Postgraduate, Medical 


School, London) discussed The Metabolism of: 


Psychotropic Drugs in Infancy and Childhood. 
The newborn liver had -all the. enzyme systems 


necessary for drug metabolism, but some drugs ad- 


longer half-lives at first, and this quickened with '&ge. 
Phenytoin half-life was about the same in newborn 
as adült, but that of amylobarbitone was twice .as 


long in the newborn. Enzyme induction. in the infant | 


liver seemed poor, .however, for reasons unknown. |: 
, Dr. J. Stephenson , (Institute. of Psychiatry, 
London), spoke on Pharmacological Aspects of 
Enuresis. Pharmacological studies had revealéd that 


there were alpha adrenoceptors, especially in the 
bladder neck, producing. constriction, .and “beta . 


receptors, especially in the rest of the bladder, 
producing relaxation. This sympathetic system was 
innervated by the. hypogastric nerves,, which also 
had an inhibiting action оп the parasympathetic 
system in the pelvic ganglia, _.. 

Enuresis was a complex phenomenon to Which 
environmental, social, developmental and psychiatric 
factors contributed. Enuretic children had been 
found to void more often and in smaller volumes 
than non-enuretic, but with,considerable overlap. 
The action of imipramine was complex. It increased 
the volume and reduced the frequency of voiding, 


іп’ the conscious cat. Its ‘anticholinergic ‘effect was ` 


probably irrelevant since propantheline was of no 
use in enuresis. Its local anaesthetic action seemed 


equally insignificant, and a central -nervous effect, , 


was most likely. It was suggested that there was a 
sensitive learning period from two, to dour years 
inhibited by anxiety. 

- In The Management of Epilepsy in Infancy 
and Childhood, Dr N. O’Donohoe (Dublin) 
said that drug monitoring had reduced the number 
of drugs used in. epilepsy, Therapeutic ranges- had 
been observed for some anticonvulsants, but the 
only one with high reliability was that for phenytoin, 
namely 10-20 pg/ml For phenobarbitone the range 


was.15-25 pg/ml, ethosuximide 40-80 pg/ml, and ` 


carbamazepine 6-8 ug/ml, but these ranges were 


still speculative: the response of the patient was the 


20r 
most important criterion. | 

The со усл had den the Di 
carbamazepine, benzodiazepines, and sodium val- 
proate. Seventy-five per cent of children with: status 
epilepticus were under three years of age, and 
“diazepam was the drug of choice. Clonazepam was 
useful for petit mal. 


Sodium valproate seemed to work by prolonging 
.GABA effect in the brain and so had a different 


action from any previously known anticonvulsant. Я 


-' The drug was non-sedative, a great advantage in 
_ children going to school. The drug worked best in. 


the, generalized epilepsies and in petit mal, and 


-especially in, the риш fits pod Py. 


television! , 

- Dr R. J. Purvis (Child Development ‘Unit, 
Dorchester) spoke.on The Management, ‘of the 
Hyperkinetic Child. It. was unknown whether 
hyperkinesis. (minimal brain dysfunction in USA) 
was a functional disorder or. had an organic basis. 


“CNS stimulants were most effective, especially 


methyl-phenidate 5 mg once or twice daily,-increased 
by 5 mg-weekly as required. There was wide indi- 
vidual variation in response, but the usual effective 
dose was. 10 mg-b.d. All parameters of the condition 
were improved, particularly hyperactivity and the 
ability to tolerate distraction, One child in: ten 
would also have- epilepsy, which'must be controlled. 
first. Chlordiazepoxide was an occasional alternative 
if methyl-phenidate was not tolerated. - 

Dr.E. A. Frommer (St Thomas’ 5 Hospital, 


London) said in The Management of Depression 


in Childhood that there was nearly always a recog- 
nizable stress preceding the onset of symptoms. 


However, children seldom complained of depression. E 
per se. A common type of childhood depression was - 


anxiety-depression and in schoolchildren the condi- 
tion often led їо ће comment: ‘Could do better if 
he tried". Somatic symptoms were frequent, and might 
even lead to unnecessary laparotomy. Antidepressants 
were the treatment of choice, and the principles the 
same as in adults. The point at which symptoms 
resolved was characterized by the side-effects be- 
coming more marked, and treatment was then stopped.. 


: Sédative tricyclics, such as trimipramine, were tried 


first. When phobic symptoms predominated, . then 
MAOI were best, but tricyclics were still useful, 
though epilepsy had to be excluded.. Tricyclics 
(especially clomipramine). were useful in psychotic 
depression from the age of 11 years onwards; Manic- 
depressive illness was very rare, although .moad 


swings were not,rare and. might occur during the. 


course of uncomplicated depressive illness in children. 
Short-term use of lithium (for a few weeks at a Ere) 
might pe helpful for mood swings. ey Tas 
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A History of Clinical Psychology. By Jom M. 
Reman. New York: John Wiley and Son. 1976. 
Pp 420. £11.50. à 

Current views concerning what Clinical Psy- 
chology is about are in a state of confusion. Thus any 
effort to write about its history is both admirable and 
suicidal. For what is this activity we are trying to 
write the history of? It does not take too long to 
realize that minor changes in the definition used 
produce major shifts in what is to be considered as 
legitimate primary material. For example, inclusion 
of the mesmeric tradition or moral treatment or 
phrenology. will depend on whether or not clinical 
psychology is defined as tantamount to ‘psychological 
manipulation’, 

Dr Reisman’s definition comes very close to this. 
He casts his net as wide as possible: ‘clinical psy- 
chology is a branch of psychology devoted to the 
search for, and the application of psychological 
principles and techniques that contribute to the 
understanding of individuals and that may be used 
to promote effective functioning’ (p 1). In view of 
this one might expect his net to catch all sorts of 
exotic psychological bests. Somehow it does not. 

. Instead he seems to be under the control ofa selecting 
mechanism often difficult to identify. At a more 
practical level the obvious principle is geographical 
in nature: indeed, a more appropriate title for his 
work should have been ‘The history of American 
clinical psychology’. : 

And this seems to be the main weakness (or 
strength) of this book. There is a clear over-repre- 
sentation of native material, which cannot: be 
explained totally on the basis of the relative contri- 
bution of the USA to clinical psychology. Thus, for 
the European reader this book is only useful in 
direct proportion to his interest in developments 
across the waters, He will find that his own country 
(whatever it is) is only sketchily mentioned. For 
example, the complex relationship between psy- 
chiatry, clinical psychology and philosophy in France, 
as illustrated by the fluctuating contents of the Revue 
-Phulosophique in the 1890s is not even mentioned. 
Likewise no light is thrown upon the clinical relevance 
of Wundt's successful organization in Germany, 
which produced PhDs like a sausage machine. 
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Many of these graduates, in the event, returned to 
their countries of origin and got ‘clinical psychology’ 
going. A similar timidity is displayed by the author 
when it comes to the British side of things. No 
effort is made to understand the way in which institu- 
tional differences between the UK and the USA did, 
during the first few decades of this century, bring 
into being breeds of ‘clinical psychologists’ as 
different as chalk from cheese. 

This disregard for the structural aspects of the 
problem explains why anyone who resorts to this 
book to try to understand say, present-day de- 
marcation disputes, or the Trethowan Report, will 
be disappointed. After all, that is what one should 
expect from a historical account of clinical psychology, 
and not as this book produces, oft told tales such as 
Freud's theories or James's views. This one can get 
from any history of psychology. However, the fact 
that in four hundred pages of print Dr Reisman has 
partially failed in his self-imposed task of telling us 
something about that elusive thing called clinical 
psychology does not necessarily cast aspersions upon 
his historiographic capabilities, for these he has and 
in plenty. It only reflects the general difficulties found 
in conceptualizing this subject adequately. 

It is possible, however, that we are demanding 
from this work the kind of thing that it never set out 
to do. Dr Reisman’s book is an honest, straight- 
forward effort in biographical writing. Information is 
produced by the ton and anyone wanting to know, 
for example what Watson was feeling like during the 
fall of 1902 will not be disappointed. Indeed, if he 
likes this sort of thing he will enjoy the often bizarre 
style of the narrative. Thus (of Watson in Chicago 
University) ‘There, in a citadel of philosophers, he 
sulked and fumed about his inability to grasp 
philosophy. For the life of him, he could not under- 
stand what in blazes George Mead and John Dewey 
were talking about’ (p 133) or, referring to Fre- 
derick S. Perls—of Gestalt Therapy fame) he ‘had a 
full grey beard, a corpulent physique, and a look of 
inexhaustible patience and kindliness wreathed in 
cigarette smoke’ (p 392). 

At a more serious level, the importance of this book 
is a negative one. It constitutes a good example of 
the general difficulties found in writing a book on the 
history of clinical psychology and, what is more 
important, of the danger of its becoming just another 
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general history of psychology. Likewise, it illustrates 
the enormous need for a more contextual approach 
to the subject whereby, for example, the evolution 
of the mental health helping system could be made 
to feature as the protagonist. After all, the gradual 
professionalization of doings such as clinical psy- 
chology, social work, occupational therapy and, 
more recently, community nursing obeys reasons that 
have nothing to do with any ‘scientific discoveries’ in 
the traditional sense. According to this new approach 
a proper history of clinical psychology should not 
only chronicle the evolution, say, of psychometry or 
child guidance, but, more importantly, should 
endeavour to explain why, at a given moment in 
time society decides to consider these sort of activities 
as relevant to its functioning and goes out of its way 
to pay for them. Alas, this sort of explaining Dr 
Reisman’s book does not do. 


. G. E. Berrios 


SUBNORMALITY 


Research to Practice in Mental Retardation. 
Volume 1. Care and Intervention. Edited by 
Perer Mrrrier. Lancaster: MTP Press. 1977. 
Pp 472. 417.50. 

This sizeable book is the first of three reporting 
some of the proceedings of the Fourth Congress of 
the International Association for the Scientific 
Study of Mental Deficiency. The second volume 
deals with psychological, educational and social 
aspects and the third is concerned with related bio- 
logical and medical problems. The first volume is 
under the able editorship of Professor Mittler, who 
has contributed so much to immediate practical work 
in the field of mental handicap. He is fortunate in 
having Mrs de Jong as his technical assistant. The 
editorial task must have been especially onerous— 
Since it was necessary to omit many papers from the 
proceedings for reasons of space. The titles of some 
of these given in the list at the end of the volume are 
tantalizing. Thus, Hamerton delivered a paper on 
chromosome rearrangements in the aetiology of 
mental retardation, and Heber made a contribution 
on the role of early intervention with disadvantaged 
children. 

Professor Wortis, a leading American psychiatrist 
with a special interest in mental handicap, gives one 
of the five papers published under the head of 
psychiatric services. In this he ably reviews the 
current attitudes to the relationship between mental 
handicap and psychiatry. This volume illustrates 
his thesis that educational and rehabilitative interests 
tend to dominate the field of mental retardation and 
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to separate it from psychiatry. He mentions that only 
6 per cent of the membership of the American Asso- 
ciation on Mental Deficiency is made up of psychia- 
trists and only 1 per cent of board-certified psychia- 
trists can be found on the staffs of state institutions 
for the retarded. It is difficult to be sure from this 
volume of the profession of the contributors, since 
they are not listed in this way, though it is possible 
in most cases to deduce this from their position and 
place of work. It is significant that the editors a 
psychologist and that the President of the Association 
is a psychologist likewise, Professor Alan Clarke of 
Hull. His presidential address is given pride of place 
in this book. He and a number of other psychological 
colleagues have made a very significant contribution 
to the field of mental handicap, especially in drawing 
attention to unused potential. 

Wortis reminds us that in the United States as in 
Britain two major roles in regard to the mentally 
retarded are filled by the psychiatrist. Institutions 
for the mentally retarded, like those for the mentally 
Ш, have long been under the jurisdiction of the 
psychiatrist. In addition, since mental handicap is 
often associated with mental disorder, the help of the 
psychiatrist is often required. In this volume, 
Alexander Shapiro, who fills both of these roles, 
makes a contribution on the mentally retarded 
offender. 

As Wortis points out, this century has seen an 
enormous expansion of the area of responsibility 
assumed by psychiatry, largely under the influence 
of psychoanalysis. The large number of contributions 
in this volume by non-psychiatrists signals a healthy 
interest by other professions and a reaction against 
dominance of the field of psychiatry, a reaction shared 
by the National Society for Mentally Handicapped 
Children in this country and its equivalent, The 
National Association for Retarded Citizens in the 
USA. This volume includes 2 number of contribu- 
tions expressing parental and community concern, 
One by Childress deals with the vexed question of 
experimentation, especially non-therapeutic, on 
human subjects, This theme has become topical in 
regard to institutions for the mentally handicapped. 
The Congress also heard communications on general 
problems of community adaptation of the mentally 
handicapped, in particular Mercer’s from the de- 
partment of sociology of the University of California. 
Wortis sums up the general thinking on the diversifi- 
cation of roles in the field of mental disorder by 
quoting Popov of Moscow, who explained to him that 
in his country if a man doesn’t get on with his wife | 
it is regarded as a misfortune, whereas in America it 
is looked upon as a disease. 

А Brian Н. KIRMAN 


Brit. 7. Psychiat. (1978), 132, 205-209 
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PRENATAL HORMONES AND IQ: 
NEED FOR SIBLING CONTROLS 


Dear Sm, 


In her article on ‘Prenatal Progesterone and Educa- 
tional Attainment’ (Journal, November 1976; 129, 
pp 438-42), Dr Dalton concluded that progesterone 
administered to pregnant women to reduce toxaemic 
symptoms *. . . not only prevents the development of 
toxaemia, and eliminates the diminished intelligence 
in the child [associated with toxaemic pregnancies] 
but actually enhances the intelligence . . .'. In her 
comparison of progesterone, normal control and 
toxaemic control groups of children, Dalton found 
significant differences among the groups (as young 
adults) in the number of “О” level passes (Р < 0*02) 
and ‘A’ level passes (P < 0-05) received. In the 
light of Barker and Edwards’ (1967) finding that 
children from toxaemic pregnancies may have 
impaired intellectual abilities, significant differences 
among the three groups are hardly surprising. Any 
claim that prenatal exposure to progesterone actually 
‘enhances’ intelligence must therefore be based on a 
comparison between the progesterone and normal 
control groups. Barker and Edwards concluded that 
©... data relating small differences in performance to 
obstetric events can be interpreted only against a 
control population matched for similar hereditary, 
prenatal and postnatal determinants. "Therefore, 
unless the differences are large, sibs provide the only 
possible controls.’ Even kwashiorkor as a cause of 
lowered IQ required sib controls (Birch et al, 1971). 

Money and Lewis (1966), Baker and Ehrhardt 
(1974) and McGuire and Omenn (1975) have used 
sibling controls (10, 27 and 22 respectively) in their 
examinations of the effects of foetal androgens on 
intellectual development of patients with the adreno- 
genital syndrome. These investigations have demon- 
strated that although foetally androgenized patients 
had IQ scores significantly elevated above the 
expected population mean, their scores were not 
Significantly different from those of their unaffected 
siblings. " 

In addition, Reinisch (1976) has compered the 
IQ scores of subjects prenatally exposed to various 
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proportions of synthetic progestins and/or oestrogen 
with those of their untreated siblings. Although the 
mean IQ scores of the subjects were again signifi- 
cantly higher than the expected population mean, 
IQ appeared to be independent of dosage and treat- 
ment for the three specific hormone treatments, 
Reinisch concluded *. . . that the best predictor for 
the later intelligence of treated subjects was the 
intelligence of the subjects’ untreated siblings? 

The studies cited demonstrate the importance of 
sibling control groups in order to control for genetic 
contributors to intellectual abilities. Although they 
suggest that prenatal exposure to androgens is not 
directly related to intellectual development, Reinisch 
has pointed out the possibility that hormones may 
affect achievement indirectly through effects on 
personality. Given Dalton’s omission of sibling con- 
trols, any conclusion that prenatal exposure to 
progesterone actually enhances educational attain- 


ment is somewhat premature, and may even be 


dangerous. At least one hormone administered 
prenatally to prevent threatened abortion, DES 
(diethylstilbestrol), has been associated with vaginal 
cancer in female offspring many years later (Herbst 
et al, 1971). 


Susan Resnick 
Department of Psychology, InviNG I. GOTTESMAN 
Unwersity of Minnesota, 
Elliott Hall, 
75 East River Road, 


Minneapolis, Minnesota 55455 
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TRIAL OF ‘PIRACETAM?’ IN CHRONIC 
SCHIZOPHRENIA 
Dear Sir, 


A double-blind cross-over trial of Piracetam (2 = 
pyrrolidone acetamide) v placebo has recently been 
completed on sixteen male and eleven female chronic 
schizophrenic in-patients aged 20 to 65 years, most of 
whom were severely disabled despite medication and 
sustained efforts et rehabilitation. The trial was 
stimulated by work suggesting that Piracetam 
improves interhemispheric transfer of visual informa- 
tion across the corpus callosum (Buresova and Bures, 
1976) and reports of impairment of transfer of 
information across the corpus callosum in chronic 
schizophrenia (Rosenthal and Bigelow, 1972; Beau- 
mont and Dimond, 1973). The drug has been used 
in a variety of psychiatric conditions on the continent, 
especially in chronic organic states where memory is 
impaired (Abuzzahab «t al, 1973; Dencker and 
Lindberg, 1977). The dosage was 1,600 mg of 
Piracetam three times a day for four weeks, in 
addition to the long-term psychotropic medication 
the patients were already receiving. Assessment of 
response ‘was by Wing’s Symptom and Behaviour 
Rating Scales. 

The drug failed to produce any significant change 
in either symptoms or behaviour in this group of 
patients. There was no apparent effect on blood 
chemistry, nor were any side-effects detected. A 
detailed report is available on request. 


I. С. Pryce , 
И ; : |! . CHARLES GRAY 
Whitchurch Hospital, " 
Whitchurch, Cardiff CF4 7 ХВ 
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SPECIALIST NURSES 
Dear Sr, 


It was with dismay and concern that I read 
Professor Goldberg’s frivolous review of Nursing in 
Behavioural Psychotherapy: An Advanced Clinical Role for 
Nurses (Journal, September 1977, 131, p 320). It is 
unfortunate that so eminent a professor should treat 
an important development as a joke. Not only is it 
reactionary and prejudiced but it does not attempt 
to make a constructive critical appraisal of well 
researched work in which nurses and patients are so 
closely involved. The attitude adopted by Professor 
Goldberg takes no cognisance of a successful attempt 
to help sick people more quickly than might other- 
wise be the case. This extension of the nurse’s role is 
but one of a series of advances being made by nurses 
in the clinical field and should be treated with the 
courtesy it deserves. 

EILEEN SKELLERN 
Chief Nursing Officer, 
The Beihlem Royal Hospital, 
and The Maudsley Hospital, 
Denmark Hill, 
London SE5 8AZ 


Dear Sm, ‹ 


It is a pity that Professor Goldberg should utilize 
his obviously fertile imagination to do gross injustice 
to what is an important development for nurses, as 
well as a potentially important therapeutic advance 
for psychiatric treatment in this country. 

- Psychiatric nurse therapists do not wish to ‘fly the. 
aeroplane’ but merely to ease the burden of the-pilot 
by providing specialist intervention for patients who 
might, through lack of time or other resources, go 
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untreated. We do not claim to replace the therapeutic 
team but to strengthen it. Р 

Those who give serious consideration to this 
important book will find much of interest and many 
ideas which, I hope, will become very widespread in 
British psychiatry, namely, goal definition, targeting 
of problem areas, therapeutic investment versus 
benefits achieved, and objective measurement at all 
stages throughout treatment. 

In the unlikely event that the reviewer finds his 
own aeroplane hijacked by a lorry driver, I am 
sure he will be able to pursue a rewarding career in 
the literary field. I have no such pretensions. I would 
just like to be able to provide.a demonstrably worth- 
while service to the adult neurotic population. 


Martin B. Brown 


Pastures Hospital, Nurse Therapist 


Mickleover, 
Derby РЕз 5р0, 


Dear Sm, 


I am sorry that Miss Skellern should think my 
review was a joke, and I realize it will only make 
matters worse when I say that it was deadly serious. 
In the short space allowed me for my review I wished’ 
to make two points in as vivid a way as possible: first, 
to question what the basic educational requirements 
should be for a practitioner of behavioural therapy, 
and second to ask what the relationship should be 
between the nurse therapist and other professionals— 
notably clinical psychologists and doctors. 

Although Miss Skellern may call me reactionary, 
it seems to me to be reasonable that practitioners of 
behavioural therapy should have qualifications in 
psychology, just as psychiatrists should have qualifi- 
cations in medicine and airline pilots should know 
a little about general physics and engineering. At a 
time when our society is producing many graduates 
in psychology, it seems a pity that some of these 
could not be offered the sort of specialist training 
Dr Marks has described. 

Mr Brown assures me that nurse therapists do not 
wish to ‘fly the aeroplane’, but this point is far from 
clear, since the course claims to provide an: inde- 
pendent role for nurse therapists and the relation- 
ship of the nurse therapists to other members of the 
therapeutic team is left critically unclear. If the 
nurse therapists are to work alongside established 
clinical psychologists and under their general super-: 
vision let this be clearly stated: it has not been stated 
во far. Mr Brown goes on to say that nurse therapists 
will have an effect on British psychiatry: but again, 
the relationship between a nurse therapist and a. 
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psychiatrist is not made clear. If nurse therapists are 
to work on their own in the community, or if they 
are to work in a primary care setting, let it be made 
clear who is to pay them and to whom they are 
responsible. Mr Brown adds the image of the hi- 
jacker to my simile: I would only say that until these 
issues are resolved, it is the nurse therapist who will 
seem to others to have hi-jacked the aeroplane. 


Рефаптетї of Psychiatry, Davin GOLDBERG 
The University Hospital of South Manchester, 

West Didsbury, 

Manchester M20 &LR 


WHATS IN А NAME? 
ATTEMPTED SUICIDE 
Dear Sir, 


Psychiatrists, aware of the growth in the number 
of patients who take overdoses of drugs, usually 
accept the view put forward by Stengel (1964) 
that those who kill themselves and those who do 
not succeed in killing themselves represent two 
different but overlapping populations. Those who 
survive the overdose and other methods of potential 
self-destruction provide many problems; a minor one 
is how to name the act carried out by such individuals, 

There have been a number of suggestions concern- 
ing nomenclature. Attempted suicide is applicable only 
to a small percentage; undoubtedly there are a few 
who intended to kill themselves and fortuitous dis- 
covery has prevented death. For these, the term is 
appropriate. For the majority it is recognized that 
the intention to die is not in the forefront of the 
individual’s motives. A number of alternative terms 
have been suggested for this behaviour. Parasuicide 
(Kreitman et al, 1969) is commonly used but it 
retains the connotation of a partial suicide—suicide 
related behaviour. Pseudocide (Lennard Jones and 
Asher, 1959) self-evidently and ‘Self-poisoning’ (Kessel, 
1965) have developed pejorative meanings with the 
implication of ‘merely’ an overdose and not an act of 
someone in distress. Ramon and his colleagues (1975) 
have drawn attention to the differing attitudes of 
nurses and doctors towards such individuals. 

There is need to coin a new term which can be 
precisely defined without the disadvantages associated 
with the present names. I would like to propose the 
name Propetia which I introduced at the Annual 
Congress of the International Association of Suicide 
Prevention in 1975. The word derives from the Greek 
zpomerela meaning rashness, headlong haste and 
containing the idea of falling into something or 
rushing into it in a reckless manner without previous 
assessment of the risks. It is thus different from the 
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risks accepted for example by miners, mountain 
climbers end racing drivers; they take risks but 
recognize them and guard against them. 

The word would label that behaviour in which an 
individual haphazardly took a number of tablets or 
physically injured himself without any real fore- 
thought concerning the implications of the act in 
terms of risk to life. 

Thus treatment of the attempted suicide might 
well be psychiatric, but it is probable that the 
management of the propetic individual would be 
more likely to include social and environmental 
relief by various agencies, not excluding the family. 


C. P. SEAGER 
Whiteley Wood Clinic, 
Woofindin Road, 
Sheffield Sto 3TL 
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Dear 8m, 

Thank you for asking me to write in reply to 
Dr Seager's letter. I ventured the term 'self-poisoning? 
as preferable to ‘attempted suicide’ because it 
allowed those first coming into contact with the 
people concerned to pursue a course of action without 
needing to consider the patient's intention which is 
often, at the time of first intervention, still obscure. 
There still seems merit in this. Norman Kreitman 
with ‘parasuicide’ and now Phil Seager with ‘pro- 
реба’ wish to reintroduce concepts of motivation 
into the nomenclature. This is unhelpful in the 
Accident and Emergency Department or the general 
hospital ward where the circumstances surrounding 
the tablet taking may not yet have been established. 
Moreover, the psychiatrist must pursue his own 
inquiries without having had the issue pre-judged by 
terminology. 

The nice nuances of Dr Seager’s ‘pejorative’ were 
not lost on me, but the implication of ‘merely an 
“overdose” ? cannot be drawn from my writings; and 
аз to the implication of sell-poisoning not being ‘an 
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act of someone in distress! may Y perhaps quote from 
а paragraph headed ‘Distress’ from my article which 
Dr Seager himself cites: ‘Is there a unifying basis to 
self-poisoning? Is there some feature that informs 
them all? The answer has already been hinted at. 
Distress drives people to self-poisoning acts: distress 
and despair, unhappiness and desperation.’ 

You will see that І still believe we should use а 
term that is independent of conclusions concerning 
motivation. Of course within psychiatric circles we 
ever need to discuss each of the multiple motivations 
for self-poisoning. Will new vocabulary help? J doubt 
It. 


KESSEL 
Department of Psychiatry, nee 
The University Hospital of South Manchester, 
West Didsbury, 


Manchester M20 ВІР. 


Dear Sm, 

Any honest parent entering his offspring for a 
baby show would have to admit that he brings a 
prejudiced eye to bear on the other competitors. 
It could well be that having proposed a term of our 
own to replace ‘attempted suicide’ my colleagues and 
I are biased against alternatives, but even with 
strenuous efforts to be impartial we have to conclude * 
that Dr Seager’s term ‘propetia’ will not do. 

A distinction is proposed within the generality of 
self-poisoning and self-injury patients, but no defini- 
tion is offered of the primary group to whom that 
differentiation is to apply. However, even if we 
allow this to pass, problems remain. 

First, the distinction between the ‘real’ attempters 
and the rest is to be based on intention to die. The 
efforts of the last decade or so towards the use of . 
criteria other than intent arose precisely because of 
the notorious difficulties of categorizing intentions 
with any degree of precision; those difficulties are 
no less now than formerly. 

But it seems that to complicate things further, 
Dr Seager is also introducing an additional criterion 
based on notions such as recklessness, rashness, or 
impulsivity. This at once confounds the classification 
principle; what becomes of someone who resolves to 
die but makes up his mind briskly, or of the not-so- 
infrequent patient who plans quite carefully to take 
a non-lethal overdose? 

Thirdly, while the characteristics to which Dr 
Seager points are certainly common, it can scarcely 
be claimed that they have been defined in his letter. 
What, for example, is the maximum time which a 
patient is allowed to take while thinking about his 
overdose and yet still be considered to be ‘impulsive’? 
Just how ‘reckless’ must he be, and against what 
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probabilistic data on outcome is recklessness to be 
assessed ? 

No, we still feel that with a few minor and specific 
exceptions self-poisoning cases are better considered 
as a single group, and we prefer the concept of 
parasuicide. At a second stage, description of intent 
can and perhaps must be tried. It now seems to us 
that intention is likely to be multidimensional rather 
than categorical, but in any event it is too complex 
and intangible to serve in a definition, however 
important in clinical assessment or in research. 

As for who should be involved in treatment, that, 
as they say, 1s a whole new ball-game. 


Norman KREITMAN | 


MRC Unit for Epidemiological Studies in Psychiatry, 
Universily Department of Psychiatry, 

Royal Edinburgh Hospital, 

Morningside Park, 

Edinburgh ЕНто 5HF 


Dear SR, 


That 'attempted suicide' is an unsatisfactory label 
has long been evident but, as parasuicide has come 
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into such general use, I doubt the helpfulness of 
coining a new term. Pseudocide is a term that is 
best limited to deliberately faked suicide (1), as 
e.g. in Philadelphia where there is a bridge on which 
piles of clothes and suicide notes are found with such 
frequency that they have been given the nickname 
‘Philadelphia divorce’, 

Riawarp Fox 
Severalls Hospital, 
Colchester, 
Essex CO 4 5HG 
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A CORRECTION 

In the article by John Bancroft and Pamela 
Marsack published in the October 1977 issue (131, 
394-9) there is a priater's error on page $95, and 
paragraph, right-hand column. The first sentence 
should read ‘These 6go persons have been responsible 
for g22 incidents during the two-year period, i.e. 
232 repeats.” 
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NOTICE TO CONTRIBUTORS ? 


The British Journal of Psychiatry is published monthly under the auspices of the Royal College of Psychiatrists, 
The Journal publishes original work in all fields of psychiatry. Communications on gencral editorial matters, 
including manuscripts for publication, printed matter and books for review, should be sent to The Editor, 
The Royal College of Psychiatrists, 1 7 Belgrave Square, London SW1X &РС. 


submitted for publication elsewhere. The Journal does not hold itself responsible for statements made by 
contributors. Unless so stated, material in the Journal does not necessarily reflect the views of the Editor or of 
the Royal College of Psychiatrists. 


Articles published become the property of the Journal and can be published elsewhere in full or part only 
with the Editor’s written permission. 


Manuscripts Three high quality copies (one of which should be the original typescript) should be submitted, 


icles must be typed on one side of the paper only with double spacing and wide margins, and the pages 
must be numbered. d 


The title should be brief and to the point. A sub-title may be used to amplify the main title. The names of 
the authors should appear on the title page; their names, degrees, and affiliations should be given at the end of 
the paper. 


А summary should be given at the beginning of the article. It should be brief and factual and not normally 
more than 120 words. 


References should be listed alphabetically at the end of the paper, the titles of journals being given in full. 
For the reference list, authors should follow the style of the Journal and study the illustrations set out below. 
Titles of books and of journals will be printed in italics and should therefore be underlined in the typescript. 


KxNpzLL, К. E. (1974) The stability of psychiatric diagnoses. British Journal of Psychiatry, 124, 352-8. 
Rurrzn, M., TIZARD, J. & Wurrmorg, К. (1970) Education, Health and Behaviour, p 14. London: Longman. 


Scorr, P. D. (1964) Definition, classification, prognosis and treatment. In Pathology and Treatment of Sexual 
Deviation (ed. I. Rosen). Oxford University Press. 


DunxuziM, E. (1897) Le Suicide. Paris. Translated 1952 as Suicide: A Study in Sociology, by J. A. Spaulding 
and C. Simpson, pp 191-206. London: Routledge and Kegan Paul, 


In the text, references should be made by giving in brackets the name of the author and the year of 
publication, e.g. (Smith, 1971); or ‘Smith (1971) showed that...’ 

Symbols and Abbreviations Follow *Units, Symbols and Abbreviations, a Guide for Biological and 
Medical Editors and Authors’ (1971, The Royal Society of Medicine, 1 Wimpole Street, London WiM 8AE). 
Terms or abbreviations which might not be understood by the average reader should be explained. 


Tables and Figures Each table and figure must be on a separate sheet and its desired position in the 
text should be indicated (Table II here). Figures should be original drawings or glossy photos (not photocopies) ; 
the author's name and the title of the paper should be written in pencil on the back. Tables and figures should 
be self-explanatory, with adequate headings and footnotes. Units of measure must always be clearly indicated. 


Editing Manuscripts accepted for publication are subject to copy-editing and to editorial changes 
required for conformity with Journal style. 


Proofs A proof will be sent to the senior author of an article. Corrections other than printer's errors 
may be disallowed or charged to the authors. Reprints prepared at the same time as the Journal should be 
ordered for all authors from the printers when the proof is returned to the Editor. 


General advice to authors /n the assessment of papers submitted to the Journal, great importance is attached 
to conciseness and clarity. Authors should study ‘General Notes on the Preparation of Scientific Papers’, published 
by the Royal Society (6 Carlton House Terrace, London SW1Y БАС), 1974 edition. They should check the 


accuracy of all references in their manuscript and ensure that dates and spellings correspond in the text and 
reference list. 
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. Ativa 


(lorazepam, Wyeth) 
stands out in the treatment of anxiety 


Unlike most other benzodiazepines, ativan has a 
direct one-step metabolism and is converted 
almost entirely to one inactive metabolite. ATIVAN 
thus ensures a more rapid and predictable 
anxiolytic response from your patients with fewer 
unwanted effects. 


Ativan — rapid and predictable anxiolytic response 


Wyeth Атман is presented as yellow tablets containing 2.5 mg lorazepam. (A blue ablong tablet and an injectable 
| { { form are algo available.) Further information is available on request to the Company. 


Wyeth Laboratories John Wyeth & Brother Lig. Taplow, Maidenhead, Berks, "trade marks 


ST. ANDREW'S HOSPITAL, NORTHAMPTON 
` PRIVATE PSYCHIATRIC CARE—A COMPREHENSIVE FACILITY 


St. Andrew's aims to provide the best in psychiatric care in a comfortable and relaxed 
environment. Staffed by eight full-time Consultant Psychiatrists, three Clinical Psychologists and 
with a full complement of skilled nursing and rehabilitation staff, the hospital offers a broad range 
of psychiatric treatments. Care is provided on a short, medium and long term basis and the 
following specific units are available: 


SHORT TERM ACUTE TREATMENT PSYCHOGERIATRIC 

ALCOHOL TREATMENT BRAIN DAMAGE AND EPILEPSY INVESTIGATION 
BEHAVIOUR MODIFICATION PSYCHOTHERAPY 

DAY HOSPITAL MENTAL HANDICAP 


Out-patient facilities are available at the hospital, at 148 and 152 Harley Street, London W.1., 
Oxford and Bedford. 


St. Andrew's is an Independent Hospital and subscribers to the main Private Contributory 
Schemes may claim benefits within the terms of these schemes. 


Further details and brochures may be obtained from the Medical Director, 
St. Andrew's Hospital, Northampton. 
Telephone 0604 21311. 
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Years ahead 
with clinical experience 
and controlled research studies 


Modecate 


(fluphenazine decanoate) 


internationally accepted as the standard depot treatment for schizophrenia 


Full prescribing information is available from: 
"Technical Department, E.R. Squibb & Sons Lid., Regal House, Twickenham, ТУІ 3QT SQUIBB 


i 
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Some antidepressants 
enable your patients 


to take life 


more easily 





In depression the risk of suicide is increased. 
Many antidepressant drugs increase this risk considerably. 
Fluanxol is effective, non-sedating and quick-acting in the 
treatment of depression. In addition clinical reports 
show that in overdosage it lacks the acute toxicity of 
other antidepressants — up to 3 months’ 
supply of tablets have 


Fluanxol 0:005 
controls the depression and reduces the risk of fatality. 


Lundbeck Limited, Lundbeck House, Hastings Street, Luton LU1 5BE. Telephone Luton 411482 Telex 825325 Jede 
— 


The Retreat, York 


for Psychiatric Illnesses 











Founded in 1792 by the Quaker, William Tuke, who established the tradition of concern 
for patients as individuals. The Retreat is a 250 bedded private registered nursing home 
surrounded by extensive grounds on the outskirts of the historic City of York. It is easily 
reached by rail and motorways. 







Care and treatment is offered for most types of psychiatric illness on the short or long 
term in a sympathetic and friendly atmosphere. Patients suffering from neuroses, 
psychoses, alcoholism and dementia are treated in surroundings suitable for their indivi- 
dual needs. : 











The Nursing Home is a registered charity and is able to offer inclusive care in shared 
accommodation from £12.65 per day or in single rooms at slightly increased charge. The 
Nursing Home is recognised by the main private patient schemes. 






For further details apply to The Medical Director, The Retreat, York YO1 5BN 
(Telephone 0904-54551). 
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‘The addition of Disipal to phenothiazine therapy enables optimum therapeutic respons tobe achieved 
Without unacceptable side effects. Disipal also elevates the patient's mood, thos relieving the depression so 
often associated with major tranquilizer therapy. ma 


Drug of choice DOE 
Following athree month double blind crossover trial, the authors concluded that,“orphienadrine is the drug 
ofchoice in the treatment of drug-induced extrapyramidal reactions and depression?! - 


Increased response NE S 
Fürthermore, the authors postulate that "the introduction of orphenadrine in the treatment of a patient whose 
gesponse to phenothiazines is not maintained, might well result in farther benefit”! « 


For patients on major tranquillizer therapy 
. + Wet 
Disip 
x controls extra-pyramidal reactions 
ж elevates patient mood. 





i Capstick No} Tox Med. Res; 1976,4 (6), 435, Disipal, orphenadrine hydrochloride BP, isa registered ride тыг. 


at M за 
С Brocades Great блага 
Biocades House: Pyrord Road, West Byfieet, Weybtidge, Sume KTH BRA 
Telephone Byfieet 455382791 Telex: 917301 
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 Sparine.... 


senile patients to grow old 
without growing troublesome 








Many patients become confused, agitated and 
difhcult to manage as they grow older. They 

often become unco-operative and aggressive 
towards those who wish to care for them and 

place a considerable extra burden on nursing staff. 
SPARINE (promazine hydrochloride В.Р) reduces 
agitation without causing over-sedation and helps 
to make them more co-operative, alert and active, 


Sparine calms and controls 
elderly, agitated patients 


Full prescribing information is available on request Wyeth 
Wyeth Laboratories, Taplow, Maidenhead, Berks. 
“trade marks Sp. 37. 
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‘icehurst House 
Wadhurst, Sussex TN5 7JA 


First-class medical and nursing care are 
available at Ticehurst House E the 
treatment of both short stay and longer 
term psychiatric patients. 
ALCOHOLISM 

Comprehensive resources also exist to 

| help those with alcohol-related disorders 
|in the Newington Unit at Ticehurst 

| under a new Director. . 


| 
| 
i 






















ERES 


Further information is 
available from the Matron. 
Telephone: 0580 200391 


A Nestor j 
Nursing Home $ 





















BOWDEN HOUSE CLINIC 


Harrow-on-the- Hill, Middlesex 
Tel: 01-864 0221 
Only 20-25 Mins, from London 
via Westway Extension 


Founded in 1911 by Dr. H. Crichton- Miller 


A non-profu making Charity outside the National 
Health Service 














A private clinic (all patients having single rooms) for 
the treatment of patients suffering from neuroses, 
early psychoses, psychosomatic disorders, drug 
addiction and alcoholism. 







Treatment is supervised by experienced psychiatrists 
whase services are inclusive in the patients’ fees 







A full physical examination and pathological investi- 
gations are made in the first week. 





Facilities are also available to Consultants wishing to 
treat their own patients independently. 






Apply for details: Administrative Secretary 
Applications for admission to the Matron 






BRITISH JOURNAL OF PSYCHI 


Even when the classification 
Is not crystal clear“ ~< 


Whether the patient is agitated or Within three to four days, anxiety 
lethargic, depression is nearly always is relieved and the outlook starts 
dramatic. The present can't be to look more rosy. The patient 
coped with – and the future is something discovers that she can communicate and 


to be feared co-operate once more. As early as the 


For patients like this, Evadyne second week, the symptoms of 
combines a profound anti-depressant depression are relieved and the 
effect with a rapid anxiolytic action way anead seems clearer. 


Provides a whole new outlook on the management of depression 


Ayerst Laborat 


sgh, Hants GU14 7QH. Telephone: Farnborough 511981 (dy 





University of Bristol 


Departments of Mental Health and 
Extra-Mural Studies 


PSYCHOTHERAPY 
WORKSHOP 
14th-19th May, 1978 


This workshop is intended for psycho- 
logists, psychiatrists, social workers, and 
general practitioners who have a few 
years’ experience of psychotherapy and 
possibly (but not necessarily) some 
training. 

£85.00 resident membership. 

Further particulars and application forms 
from: The Assistant Director, Department 
of Extra-Mural Studies, University of 
Bristol; 32 Tyndall's Park Road, Bristol 
858 1HR. 

(Tel. Bristol 24161 ext. 649). 








WATERFORD HOSPITAL 
St. John's Newfoundland Canada 


Applications are invited from suitably qualified persons for the post of 
Staff Psychiatrist (full time) at the above Pyschiatric Hospital. 

This hospital provides a service for the Province of Newfoundland and 
Labrador, and is the only one wholly concerned with Psychiatry. There 
are, however, a number of psychiatric units in general hospitals through- 
out the province. The Waterford is affiliated with Memorial University, 
St. John's and is involved in the residency training program of the 
Department of Pyschiatry of the University. 

There are 400 beds for acute and chronic cases, and a newly built 
section has recently become partly operational, which when fully 
occupied will increase the total in patient occupancy to 500. The hospital 
opérstes an extensive Community Care program and houses the 
Province's Forensic Unit. 

Candidates must have the MRC Psych. Special experience in 
alcoholism, adolescent psychiatry or subnormality would be an 
advantage, but not essential. 

Starting salary is from $28,500 to $34,500 depending on experience 
and whether fully or provisionally registrable in Newfoundland. There is a 
pension scheme and a number of fringe benefits. Short stay contracts will 
be considered of 1 to 2 years should the applicant so wish. Assistance in 
relocation is available. 

Applications should include a curriculum vitae and the names of three 
relerecs and be addressed to: 

ТИЕ MEDICAL DIRECTOR, 
Waterford Hospital, 

Waterford Bridge Kond 

St. John’s, Newfoutidiand, 

. Comida 
AIC ST. 
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ШЕЕ ҮП 
INSTITUTE 
of 


| PSYCHIAT AY 
Post Doctoral Fellowships 
The Missouri institute of Psychiatry in St. Louis announces а 
major éxpansion of its Psychiatric Post-Doctoral Fellowship 
Program. A university based, multidisciplinary, psychiatric, 
educational and research center, the Missouri Institute of 
Psychiatry is also affiliated with several State Department of 
Mental Health and community hospitals, Qualified faculty and all 
fellows receive academic appointments in the Department of 
Psychiatry, University of Missouri-Columbia, School of Medicine. 
The Post-Doctoral Program offers 2.3 years of post residency 
clinical experience and research oriented training in the areas of 
Psychobiology and Mental Health Information Systems. A 
fellowship in Administrative Psychiatry is also available. Clinical 
and basic science research training is under the guidance of 
internationally recognized experts in psychopharmacology, 
biochernistry, neurophysiology and computer applications, 
backed by outstanding fibrary facilities. Salaries-- $27,000. Fo? 
further infprmation, interested physicians who have completed a 
Residency or equivalent in Psychiatry or Neurology should write: 
5400 Arsenal Street 


i 
St. Louis, Missouri 63139 un 


The University of Missouri is an equal opportunity employment 
institution. 


John Barton, M.D. 
Department of Psychiatry 
University of Missouri-Columbia 
School of Medicine 

Missouri institute of Psychiatry 


PSYCHIATRIST 


Physician with Psychiatric Speciality 
qualifications required for пем  12.-bed 
community mental health facility serving a 
population of 35,000 people with in-patient and 
out-patient programs in modern 1 16-bed district 
hospital with 24 active medical staff members. 


6 sessions per week at $140 per session at 
mental health facility, balance in active private 
practice downtown under B.C. Medical Plan. 


Nelson is a pleasantly located community on 


Kootenay Lake in  south-eastern British 
Columbia, Canada, well served with sport, 
recreational and community facilities. 


Direct enquiries to: 

R. H. Procter, Administrator, 
Kootenay Lake District Hospital, 
3 View Street, 

Nelson, B. C., Canada 

VIL 2VI 
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Epidemiological Approaches in Child Psychiatry 
edited by P. J. Graham 
December 1977, x+402pp., £10.00/$19.50 0.12.294550.6 


The papers contained in this volume—originally presented at a meeting held at the Ciba 
Foundation attended by workers from many different countries—-provide an up-to-date * _ 
account of work currently being undertaken in the epidemiology of child psychiatry. 
Behaviour and emotional problems are so prevalent that they form a major contribution 
to the total number of handicapping disorders in children. An understanding of how they 
occur, how common they are and what the best methods are for delivering services is an 
essential part of any comprehensive health care system. This book provides information 
not only for those working in the research field but also for those psychiatrists, 
psychologists, social workers and health planners who wish to inform themselves of the 
latest developments. The work includes an account of recent and otherwise 
uhpublished findings in relation to urban/rural differences in rates of disorder, strategies 
for prevention, as well as ethological studies looking at the ways in which the mothers 
with different earlier experiences handle their children. 


Academic Press 


London New York San Francisco 

A Subsidiary of Harcourt Brace Jovanovich, Publishers 
24-28 Oval Road, London NW1, England 

111 Fifth Avenue, New York, NY 100003, USA 


4th EDITION OF THE READING LIST IN PSYCHIATRY 


The 4th edition of the READING LIST is now available on application 
to the printers. Please complete the order form below. 


To: HEADLEY BROTHERS LTD, ASHFORD, KENT TN24 8HH 


Please post 0000000... copies of the 4th Edition of the Reading 
List in Psychiatry (40p per copy including postage) for which I enclose 
a cheque/postal order payable to Headley Brothers Ltd. 


IN GING bcs ETE EE 


Address ..... 
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Prothiaden 


Presentation Prothiaden is dothiepin hydrochloride, an antidepressant of the 
tricyclic group. 

Prothiaden is available as sugar-coated tablets each containing 75mg of dothiepin 
hydrochloride. The tablets are red in colour and bear the overprintP 75 in white 
fis also available in hard gelatin capsules each containing 25mg of dothiepin 


Uses Prothiaden is indicated in ME 
associated with depressive illness. 


Dosage ond Administration Prothiaden should be given in a dosage of 75 to 150mg* 
daily The following dosage schemes are suggested: 
Mild to moderate depression, 25mg three times daily o 
Moderate to severe depression, 150mg daily in divided СОРТ 

at night, (If the latter regimen is adopted, it is preferable to use a smaller dose for the 
first few days). 

“In certain circumstances, ie. in hospital use. Prothiaden has been given at dosages 
upto Promo daily. No dietary restrictions are necessary during treatment with 
Prothiaden. 


Contra-indications. Warnings. etc Prothiaden has anticholinergic properties; 
therefore, it may precipitate urinary retention in susceptible individuals and its use 
should be avoided in patients with existing or potential urinary retention. Patients 
with closed-angle glaucoma should not be given Prothiaden and the occurrence of 
a painful red eye in a patient receiving the drug may indicate acute clused-engle 
glaucoma: this requires urgent treatment. In patients with chronic simple glaucoma, 
the risk of Prothiaden causing a rise in intraocular pressure is relatively small 
provided adequate anti-glaucoma therapy is being used. Caution is advised when 
treating epileptic patients and those with cardiovascular disorders. From studies in 
animals, it was concluded that Prothiaden had no teratogenic effects in the species 
tested. Nevertheless, as with any relatively new drug.the use of Prothiaden during 
pregnancy should be avoided if possible. 


Use with other drugs: Prothiaden should not be given concurrently with MAO 
inhibitors: nor should it be given within 14 days of ceasing treatment with an МАО 
inhibitor Prothiaden may alter the pharmacological effects of some concurrently 
administered drugs: CNS depressants, including alcohol and narcotic analgesics, 















will be potentiated, as will the effects of adrenaline and noradrenaline (it should be 
borne íi mind that some locat anaesthetic preparations contain these 
syenpathomimetics). The hypotensive effect of certain antihypertensive agents 


{e.g bethanidine. debrisaquine, guanethidine) may be reduced. 


enerally the side-effects associated with Prothiaden have been mild 
and ОТТОП by reduced dosage. The following have been reported “dryness of 
mouth, constipation. disturbed accommodation, lassitude, dizziness. orthostatic 
hypotension, palpitations, somnolence, tremor headache. 










Overdosage: The symptoms of overdosage with Prothiaden ray include sedation.dry 
mouth, blurring of vision, tachycardia, tremor sweating, nausea, vomiting, confusion, 
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Review Article 


Community Psychiatry 


By DOUGLAS BENNETT 


Introduction 

Community psychiatry is not solely the out- 
come of the collective wisdom of psychiatrists 
and professionals working in mental health. It 
is one facet of the response of government and 
of the people to changes in society and changing 
views on the position of the individual in that 
society, be he well adjusted, deviant, disad- 
vantaged or mentally ill. The view most 
obviously relevant to the future care of the 
mentally ill was expressed in the Webbs’ 
minority report to the Royal Commission on 
the Poor Law. They insisted on the State’s 
responsibility to secure a national minimum 
of civilized life open to all citizens of both 
sexes and all classes. Their idea received further 
impetus when the shared dangers and experi- 
ences of the Second World War drew people 
in our society closer together. By the end of that 
war it was widely accepted that it was the 
proper function of government to ward off 
stress, not only among the poor but among all 
classes. of society. This was realized when 
Beveridge’s. plan led, after the war, to a series 
of enactments establishing what we know as 
the Welfare State. Its egalitarian philosophy of 
‘bread for all before cake for anybody’ and the 
establishment of the National Health Service 
had a considerable effect on the care of the 
mentally ill. Other social changes have influ- 
enced the care of the mentally ill less directly: 
earlier marriage, changes in family size, the 
raising of the school-leaving age, shorter 
working hours and longer life expectancy. 
Psychiatry, too, has changed. It is now accepted 
that society itself plays a part in the genesis of 
mental illness. This has led to questioning of the 
distinction between sanity and insanity; and, 
more recently, to questioning by existentialist 


philosophers of the value of psychiatry. Even 
those physical treatments which have been 
subsequently discredited, as well as those which 
did ameliorate the symptoms of mental illness, 
played their part in dispelling public and pro- 
fessional doubts about the value of psychiatric 
treatment. 

Contemplating these changes, it is impossible 
to estimate the particular contribution of any 
one of them to the alteration in services for the 
psychiatrically disordered. Their effects are 
illustrated when the differences between com- 
munity psychiatry in Britain and the United 
States are related to their contrasting systems 
of health and welfare provision. In Britain the 
general practitioner, the first medical contact 
for most psychiatric patients, treats a large 
proportion of the minor psychiatric disorders. 
He only refers to the psychiatrist about one in 
twenty of the patients whom he recognizes as 
suffering from a psychiatric disorder (Shepherd 
et al, 1966), Thus the non-psychotic disorders 
have only been partly assimilated into specialized 
psychiatry. Although these conditions are 
treated in the community, psychiatrists rarely 
see them and do not usually discuss their care 
in terms of community psychiatry (Cooper, 
1966). In the United States community psy- 
chiatry has focused on the care of neurotic 
patients. This probably reflects a dearth of 


' family doctors, the absence of a National Health 


Service or the economic supports of a com- 
prehensive welfare system. But these factors 
alone do not explain the pattern of community 
care. While the nature of treatment offered 
varies according to whether it is publicly or 
privately financed, the overall organization of 
service must reflect other aspects of the social 
system (Goldberg, 1971). Financial considera- 
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tions do not explain why, in Britain, the word 
‘community’ refers to the care of psychotic 
patients other than in the mental hospital, 
while in the United States it is thought not 
only to represent the preference for locally, 
rather than federally, funded care but is 
equated with ideas of community organization 
and plans for radical social change (Cumming, 
E., 1968). 

In Britain there is a growing concern about 
primary community psychiatry as practised 
by general practitioners, in terms of its relation 
both to the specialized psychiatric services and 
to the training which general practitioners 
require if they are to give the psychiatric care 
which is needed (Morrice, 1976). It is thought 
that the high prevalence of minor psychiatric 
disorders points to a need for better primary 
care rather than for more specialist psychia- 
trists (Brook and Cooper, 1975). For adult 
patients there are advantages in generalist 
care; it provides continuity, its approach to 
mental illness is holistic, it avoids unnecessary 
‘labelling’ and stigma, it bridges the specialties 
and so prevents fragmentation of care. Finally, 
it protects the patient from the excesses or 
narrow-mindedness of specialized technocracy 
(Titmuss, 1965; WHO, 1973). 


The Mental Hospital and Community 
Psychiatry 

Whatever the reasons, community psychiatry 
in Britain is concerned principally with chronic- 
ally ill or disabled psychotic patients who cannot 
perform adequately in a major life role. The 
story of community psychiatry for the psychotic 
patient begins with changes in the mental 
hospital. The establishment of public asylums 
became compulsory in 1845 and over the next 
hundred. years their expansion was uninter- 
rupted (Isaacs, 1977). But in the 1920's, patients 
with GPI requiring medical and laboratory 
facilities were admitted to general hospitals 
without certification, while later experiments 
with 'trial leave" for mental hospital patients 
. Showed that psychiatric patients could safely 
be treated without legal restraint. The Mental 
Treatment Act of 1930 not only made voluntary 
treatment possible for many more patients, but 
provided funds for the establishment of out- 
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patient clinics. The Mental Health Act 1959 
made it possible for the mentally disordered to 
be admitted 'informally', except where there 
was a positive refusal on a patient's part. As 
a result the number of ‘certified’ patients fell 
dramatically in a few years and the number 
of admissions to mental hospitals rose. Hospital 
patients who were not compulsorily detained 
had a say in the timing of their own discharge. 
Psychiatrists, faced with rising admission rates, 
anxious to reduce overcrowding, conscious of 
a lack of staff, did not oppose patients’ requests 
for discharge. Readmission rates increased and 
psychiatrists rationalized this development by 
suggesting that periods of life in society, even 
if interspersed with hospital residence, were 
more beneficial than a long hospital stay. 
From the middle 1950’s the new pharmaco- 
therapies played their part too. However, they 
had less effect on patients in hospitals where 
therapeutic optimism and organizational change 
had preceded their use (Odegaard, 1964). 

'The Royal Commission on the Law relating 
to Mental Illness and Mental Deficiency set 
the seal on these changes in 1957 when it 
recommended a change in emphasis from 
hospital care to community care. It said that ‘in 
relation to almost all forms of mental disorder, 
there is increasing medical emphasis on. forms 
of treatment and training and social services 
which can be given without bringing patients 
into hospitals as in-patients, or which make it pos- 
sible to discharge them from hospital sooner than 
was usual in the past' (Koyal Commission, 1957). 


Community psychiatry as an extension of the hospital 
Before this, mental hospitals had begun to 
extend their clinical services into the com- 
munity, first with out-patient facilities and 
later with day hospitals and domiciliary visits 
by psychiatrists (Freeman, 1962). The services 
were medically orientated and the. specialist 
staff were based on the mental hospital. The 
contact with local authorities was often limited 
to a discussion on the admission of severely. 
disturbed patients with Duly Authorized Officers 
or requests for the supervision of discharged 
cases or help in finding employment (May and 
Gregory, 1963). Such services were most often 
found in County Boroughs, where the hospital 
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physician superintendent was able to re-establish 
a co-operative relationship with the staff in the 
borough mental health service, of which he had 
been a member before it had been divested of 
responsibility for its mental hospital by the 
National Health Service Act in 1948. The 
hospital’s catchment area was coterminous 
with the borough boundary. This pattern of 
services in Croydon, Nottingham, Portsmouth, 
Plymouth and York was admired and copied 
(Macmillan, 1956; Carse et al, 1958). These 
‘extended’ or ‘transplanted’ hospital services 
sought to show that by integrating the resources 
of the hospital and the local authority serving 
the same population they could provide effective 
and continuous care for the mentally ill patients 
of the* district (May, 1965). However, when 
Brown et al (1966) studied the clinical condition 
and outcome of care over a period of five years 
for a group of patients with schizophrenia 
admitted to such a service in 1956, they found 
that the results were no better than those of a 
traditional mental hospital service. Although 
the patients in the County Borough service had 
more contact with community services, this did 
not reduce clinical morbidity or strengthen 
family cohesion. This was not surprising, for 
there was no real change in practice. Services 
were still influenced by medical and institu- 
tional ideologies; staff and patient roles and 
attitudes were unchanged. Some hostels, too, 
were criticized as being little more than trans- 
planted hospital wards whose institutional 
practices were little changed (Apté, 1967). It 
would be as wrong to suggest that former 
patients were not helped by these services as 
that patients were not helped by mental 
hospitals. But it is questionable how much 
better they were. For like the mental hospital 
these provisions afforded only specialized, segre- 
gated care for the mentally ill, who often 
retained their sick role. 


A Comprehensive Psychiatric Service 

At the same time as the mental hospitals 
were extending their clinical services outside 
their walls, other changes were taking place. 
The Mental Health Act removed legal barriers 
to the treatment of the mentally ill patient 
under order in general hospitals, and opened 
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the way to the provision of psychiatric services 
in a medical context. In 1960 the Chief Medical 
Officer, Sir George Godber, suggested that ЧЁ 
the opportunity for bringing psychiatry fully 
into the general pattern of medicine which now 
presents itself is grasped, the new attitudes 
created both within the profession and the 
public mind will do more for mental health 
than any other single measure’ (DHSS, 1960). 
The Ministry of Health encouraged the further 
development of psychiatric out-patient, day- 
patient and in-patient services in general 
hospitals, but still thought that a substantial 
part of hospital psychiatry would be under- 
taken in the traditional mental hospital. Later 
it decided (DHSS, 1971) that improvements in 
treatment and care made it possible to replace 
the large separate mental hospitals with a 
service based on District General Hospital 
psychiatric units. These hospital facilities, 
together with the family doctor and social 
services would provide comprehensive psy- 
chiatric care to a defined district. There was a 
growing recognition that the mental hospital 
had catered largely for the psychotic, and that 
such patients accounted only for a small pro- 
portion of those suffering from psychiatric 
morbidity. Thus there has been an increasing 
awareness of the needs of the elderly mentally 
infirm, the emotionally disturbed adolescent, 
the drug addict, the chronic alcoholic and the 
psychopathic offender, as well as of the needs 
of those who are socially adrift in society 
without employment, home or family ties and 
who constitute a burden on the economy and 
the public conscience (Hill, 1969). While some 
needed hospital services and a few required 
hospital admission, the majority could be 
helped by community services. 

Changes were taking place, too, in social 
work. In 1951, there were only eight full-time 
psychiatric social workers employed by all 
local health authorities and these had only 
increased to twenty-six by 1959 (Titmuss, 1963). 
While, in 1958, local authorities had some sort 
of service for the supervision of the mentally 
retarded and the care of old people, none seemed. , 
to make any provision for the psychotic dis- 
charged from hospital (Harris, 1958). Even in 
1962, of a hundred patients with schizophrenia 
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discharged from mental hospitals in the London 
area, only four were visited by a social worker 
in the follow-up year (Parkes et al, 1962). 
Since that time there has been a vast expansion 
in the training and recruitment of social 
workers. Social work has been reorganized and 
social workers, who had been divided into a 
number of groups concerned either with mental 
health, probation, child care, the physically ill 
or the aged, have recognized that human need 
could not be categorized in such an arbitrary 
fashion. They decided to give up their former 
specialist associations and training and, with 
the exception of the probation officers, to inte- 
grate these into one profession with a generic 
training which would provide a unified family 
service (Command 3703, 1968). When this was 
ratified by the Government in the Social Services 
Act of 1970, social workers took charge of their 
own Social Service Departments under the local 
authorities (Bennett and Wing, L., 1972). 
These social services, not always well received 
by psychidtrists, together with District General 
Hospital psychiatric units, as well as extra- 
mural activities developed by mental hospitals, 
provide the foundations for a locally based and 
comprehensive service — (Brothwood, 1973; 
DHSS, 1974; Command 6233, 1975). The 
policy has been widely discussed and its feasi- 
bility questioned by those who fear that it 
could lead to a two-tier service, and that 
suitably trained staff will not be avilable in 
sufficient numbers to deal with all new problems 
with which psychiatrists and social workers 
are being asked to cope (Cawley and McLach- 
lan, 1973; Birley, 1973; Russell, 1973). Little 
concern is expressed that the service is still 
centred on the hospital; in part because com- 
munity social services, hard pressed by the 
needs of children and other clients, have only 
made limited provision for the mentally dis- 
ordered. They, too, lack resources. Thus in 
March 1974, 31 local authorities had no 
residential accommodation for the mentally 
ill, and 63 had no day facilities (Command 6233, 
1975). There are particular fears about the 
. transition period when the care of the patients is 
being moved to the general hospital units. 
There are reasonable doubts, too, about the 
capacity of these units to cope with patients who 
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are demented, difficult, dangerous or chronic. 
Certainly at the present time, while, the patient 
with psychoneurosis has a one in three chance 
of being admitted to a general hospital, the 
chances of a patient with dementia are only 
one in ten (Isaacs, 1977). Since 75 per cent of 
adult psychiatric admissions still go to the 
mental hospital, these hospitals must remain 
the convenient and time-saving work location 
for most staff for some time to come. 

Belief in the value for the mentally ill of 
maintaining their normal home and community 
ties had led some psychiatrists to equate pro- 
gress in community care with the prevention of 
hospital admission rather than with the amelio- 
ration of psychiatric illness (de la Torre, 1973). 
This rightly led to critical questioning *of the 
Government's planned reduction of psychiatric 
hospital beds which seemed to be based on an 
acceptance of rather doubtful data from a few 
services (Tooth and Brooke, 1961; Baker, 1959; 
Oldham, 1969). The assumptions underlying 
the community approach have not yet been 
fully tested; but neither have those underlying 
the established mental hospital approach. So 
it is reasonable to question with Wing, and 
Hailey (1972) whether ‘the disadvantages 
apparently inherent in the mental hospital 
system will not be inherent in any system which 
replaces it’. There is always a danger that this 
Government policy, which is an overall national 
strategy, may be applied too rigidly and take too 
little account of local and regional differences. 
There is little evidence that the advantages of 
piecemeal change within the overall strategy, 
properly monitored and evaluated, have been 
considered (Cumming, J., 1974). Yet there are 
still large areas of ignorance and uncertainty in 
such radical planning and hence a continuing 
need for limited experiment. In spite of these 
criticisms, change continues. There is increasing 
emphasis on day treatment and care. Social 
service facilities are being built up, staff re- 
cruited and trained and the balance of resources 
shifted from health services to social services. 


A Polarization of Views on Community 
Psychiatry 
These profound alterations in the care of the 
mentally ill not only influence the allocation of 
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resources but also alter the existing roles, 
responsibilities and training of the professional 
groups involved. As it has become more 
apparent that this change will inevitably take 
place, the debate about its nature and extent 
has become more emotional. The issues have 
been oversimplified or distorted, and important 
facts have been overlooked or suppressed or 
phrased in dichotomous terms (NIMH, 1976). 
Thus community care has been seen, not as 
complementary to hospital psychiatry, but as its 
opposite. Such polarized views do ‘not mean 
that each problem only has two facets, but 
simply that public action can best be mobilized, 
a denominator most easily struck, when there 
are only two sides. The most common formula 
is the “for and against” statement’ (Davis, 
1949). An account of a meeting of the Associa- 
tion of Psychiatrists in Training (APIT), on 
‘Community Psychiatry: Vision or Mirage? 
vividly represents the emotional climate and 
oversimplifications of the current debate (Clare, 
1972). Hawks (1975), as he considers the 
current absence of evidence for the effectiveness 
of community-based services, expresses less 
emotionally this polarization of views in the 
particular assumptions about community care 
which he chooses to examine. For example, it is 
assumed that the community is therapeutic and 
really cares, although no source is quoted for 
this assumption. As a result the possibility that 
the community could care is not discussed. 
Vague general abstractions such as ‘mental 
illness’, ‘mental patient’, and ‘hospital’ are 
freely used in discussion. It is rarely suggested 
that, in the rational treatment of an individual, 
the nature of his illness, his particular com- 
munity environment or that of the hospital or 
ward where he is treated should be considered. 

In the United States, the argument has been 
complicated by the belief of some psychiatrists 
that they were competent to determine and 
achieve a form of community organization 
which would provide mental health and prevent 
mental illness (Levenson and Brown, 1968; 
Yolles, 1969). Such views, not replicated in 
Britain, drew pungent criticism from others 
(Dunham, 1965; Mechanic, 1966; Kubie, 
1968). But in both Britain and the United 
States, the most public, most general and most 
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oversimplified clash has been between the 
supposed horrors of mental hospital life for 
the mentally ill on the one hand, and the 
supposed horrors which they face in the com- 
munity on the other. English newspapers have 
reported how deceased patients were exhumed 
at Farleigh Hospital to substantiate charges of 
neglect, while at Whittingham Hospital patients 
were said to have been tormented, cheated of 
food, sometimes denied water and robbed 
(Wilson, 1972). These stories are countered in 
New York by accusations that many of the 
owners of the city’s proprietary homes caused 
‘callous humiliation and fear among released 
patients. In those buildings . . . the patients 
sit side by side in absolute silence. Their eyes 
are glazed, their minds turned inwards’ (Schu- 
mach, 1974). The anxieties aroused by the 
possibility of change in the locus of psychiatric 
care are less frequently mentioned. Yet mental 
hospital staff have anxieties about their future 
careers (Stotland and Kobler, 1965), politicians 
fear that the closure of mental hospitals might 
affect the equilibrium and happiness of their 
constituents (Greenblatt and Glazier, 1975), 
and urban residents are scared that property 
values will fall if patients are rehoused in their 
locality (Wolpert, 1975). Professional fears 
about status seem to underly anxieties about 
confidential information being passed to social 
workers (Jones, 1969). One report has even 
asserted that the Social Services Act has 
removed any hope of providing unified services 
relating to mental health (Tripartite Committee, 
1972). The same report dichotomizes good com- 
munication between doctors, nurses and former 
Duly Authorized Officers from bad communica- 
tions with social workers ; overlooking evidence to 
the contrary (Miles et al, 1961; Lawson, 1966). 


More Moderate Views 


Bachrach believes that in the United States 
there has been some tempering of these pola- 
rized stances (NIMH, 1976). In the United 
Kingdom, with the growing recognition that the 
mental hospital is still the predominant provider 
of psychiatric in-patient care, there is а de- > 
creasing tendency to indulge in polemics 
(Isaacs, 1977). There is an increasing willingness 
to consider the need for a continuum of services 
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which are comprehensive rather than alter- 
native to each other. Wing (1975) sums up the 
situation when he says that ‘the quality of life 
lived by the patient is the final criterion by 
which services must be judged. A good hospital 
is better than a poor hostel or a poor family 
environment. A good family environment is 
betjer than a poor hospital or a poor hostel . . . 
Universal denunciation of any one type of 
setting is likely to be harmful, since it is clearly 
not based on rational principles of assessment, 
treatment or care. If services to patients are 
to be improved, rational discussion is essential. 
The deficiencies which exist in most services 
have to be recognized and the absence of 
resources admitted. It has to be accepted that 
the hospital is part of the community and 
retains an important place in a district-based 
psychiatric service (Command 3703, 1968). 
Few community psychiatric services have been 
evaluated. But we do know that, if they have 
not proved more helpful to the patient than 
the mental hospital they have not been less 
helpful. It has to be admitted that in some 
instances families have suffered distress and 
inconvenience in the absence of adequately 
thought out support from psychiatric and 
social services (Brown et al, 1966; Sainsbury, 
1973). Such deficiencies can be used as an 
argument for better community services or for 
a return to mental hospital care. Yet the same 
obstacles, in terms of manpower and shortage 
of economic resources, which hinder the deve- 
lopment of a district service, impede the 
improvement and adequate staffing of mental 
hospitals. Mental hospitals, too, have certain 
disadvantages for patients. For once a person 
has been admitted he is subjected to social 
influences which have little to do with his 
psychiatric complaint. His discharge is related 
less to his mental state than the number of 
visitors he receives, the patient and staff inter- 
action and the staff-patient ratio (Langsley 
et al, 1973). Once having been admitted a 
person is more likely to be readmitted regardless 
of his presenting symptoms, if the family and 
' social resources are inadequate (Erikson, 1957; 
1962). It is not illogical, therefore, to try to 
tackle a person's difficulties in the first instance 
in the place where they occur, rather than 
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expose him to risks of stigma, thé patient role 
and institutionalization. Hospital admission 
will be necessary for some, but it should not 
be the first resort. It can be argued that the 
present plans have other merits. First, they 
establish the principle of district responsibility, 
which means that in a geographical area it is 
possible ro identify who is responsible for provid- 
ing services to the patient. The services are acces- 
sible to the local population and their varied, 
flexible and often non-segregated care is usually 
more acceptable to patients and their families. 


Social Psychiatry in Community 
Psychiatry 

Whatever the champions of mental hospital 
care or community care may say, both methods 
seem to have advantages and disadvantages in 
seeking to help the patient and ameliorate his 
pathology. If any progress is to be made, we 
have to be able to employ the available facilities 
and services to decrease or contain disease, 
disability or distress for the patient, his family 
and the community at large. Care and treat- 
ment undertaken at home is not necessarily 
preferable to that undertaken in hospital. 
Instead, each environment must be assessed and 
its merits judged according to the effect it is 
likely to have on a particular individual's 
clinical condition and behaviour, while bearing 
in mind the effect that he, in his turn, will have 
on those with whom he lives and works. This 
requires an understanding of the interaction of 
social and clinical events, which is the content 
of social psychiatry; as well as other informa- 
tion from psychology and the other behavioural 
sciences (Wing, 1971). 

Then, according to Sabshin (1966), it is 
possible to reformulate community psychiatry 
as a use of the techniques, methods and theories 
of social psychiatry, as well as those of the other 
behavioural sciences, to investigate and treat 
the mental health needs of a functionally or 
geographically defined population over a signi- 
ficant period of time. According to this formu- 
lation, community psychiatry is concerned with 
the mental health needs not only of the indi- 
vidual patient but of the district population; 
not only of those who are defined as sick, but 
those who may be contributing to that sickness 
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and whose ‘health or well-being may, in turn, 
be put at risk. This approach affords a way of 
working with patients which takes account of 
their clinical condition, the expectations and 
stresses to which they are exposed, and the 
social supports on which they may count. Tt 
provides no dogmatic statement about where 
the patients should be treated or by whom. 
What matters is how they are treated. 


Community Psychiatric Treatment 


The nature of community psychiatric treat- 
ment is poorly understood. Thus the pressing, 
but separate, treatment needs of neurotic and 
psychotic patients have been all but obscured 
in yet another polarized debate which contrasts 
the sfipposedly limited ‘first-aid’ treatment by 
reassurance and the prescription of medication 
for ‘community’ patients with the benefits of 
‘skilled’ psychotherapy for neurotics (Cawley 
and McLachlan, 1973). A reasonable concern 
for the treatment needs of neurotic patients is 
presented in a way which distorts and devalues 
community psychiatric treatment. The differ- 
ences between the two situations are overlooked. 
In community psychiatric treatment, the psy- 
chiatrist is a member of a team and has to 
share responsibility, over time, for the care of 
patients whom he does not select—except by 
residence in a defined district--who may be co- 
operative and treatable, but may just as likely 
be poorly endowed and unable to co-operate in, 
or respond to, treatment. In psychotherapy the 
psychiatrist more often works in private with 
‘patients selected for their suitability and desire 
for treatment; patients who are ‘his’ alone. 
Community psychiatrists, too, are at fault. 
Preoccupied with the logistics of providing 
service alternatives to the mental hospital and 
of mobilizing adequate resources for this, they 
have failed to describe adequately the aims and 
methods of a community approach. 

If community psychiatric treatment is to be 
effective, it must be grounded in the applica- 
tion of those theories and findings of social 
psychiatry which show the clinician how social 
factors cause, precipitate, exacerbate, minimize 
or prevent manifestations of psychiatric illness 
and how, in turn, psychiatric illness affects 
.society. There is much useful and relevant 
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‘information about the social determinants of 
-the patient's present mental state and the course 
‘of the disease in schizophrenia, whether the 
‘patient is residing in hospital (Wing, 1962; 
Wing and Brown, 1970) or in the family 


(Brown, 1959; Brown et al, 1962, 1972; Vaughn 


-and Leff, 1976). Other studies have explored 


the effects of schizophrenia and other forms 
of mental illness and mental retardation in 
the family (Tizard and Grad, 1961; Rutter, 
1966; Grad and Sainsbury, 1968; Hoenig and 
Hamilton, 1969; Hirsch and Leff, 1975) as 
well as the social determinants of the family's 
ability to cope with its disabled member 
(Susser, 1965). There is new knowledge of the 
social precipitants of psychotic disorders (Brown 
and Birley, 1970) as well as of those social 
factors which render some patients more or less 
vulnerable (Brown et al, 1975). These influences 
and effects are more readily appreciated and 
more easily evaluated in a day hospital, a 
realistic work setting or in conjoint family 
meetings than in a ward or clini¢ (Bennett, 
1972, 1975; Bennett et al, 1976). 

'The next stage is the formulation of indivi- 
dually centred methods of treatment involving 
environmental changes which emphasize 
method rather than technique. It is possible 
to be eclectic in the use of soundly based 
psychological, sociological and social psychiatric 
knowledge, provided that the effects of this 
intervention are vigorously evaluated (Shep- 
herd, G., 1977). To do this requires staff with 
the skill to observe the patient’s functioning 
in various social situations and to relate these 
observations to the patient’s mental state and 
adaptive ability. In doing this they must be 
sensitive to their own feelings as well as those 
of their colleagues and appreciate how these 
feelings influence their own actions, as well as 
the response of patients and their families 
(Bennett et al, 1976). 

Since many psychiatrists and other staff still 
fail to think of the hospital as part of the com- 
munity, it must be emphasized that this ‘com- 
munity approach’ must be followed for patients, 
whether they are living in the hospital or ош, 
side it. For what happens to the patient in his 
family and in society will determine whether 
he needs hospital care. Similarly, how he adapts 
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at home and at work will be determined, in 
part, by what has been done for him in hospital. 
This is true for all psychiatric patients, but it 
applies with greater force for those severely 
disabled patients who may lack families, homes 
or jobs. For them the obstacle to a reasonably 
comfortable and happy life is their desocializa- 
tion and their loss of adaptive capacity because 
of èllness or disability. If they are to function 
in society, desocialization must be prevented or 
reversed and adaptive capacity maintained or 
developed (Bennett, 1975). This cannot be 
achieved by the oversimple expedient of avoid- 
ing or shortening hospital admission. Socializa- 
tion is largely a matter of meeting society’s 
expectations in the performance of the roles of 
adult life; a capacity which may be lost as 
easily in the patient’s own home as in a mental 
hospital. Nor is such socialized behaviour 
acquired, once for all, in childhood or re- 
acquired in rehabilitation. Life does not stand 
still; roles are constantly changing and a person 
has to struggle continuously to maintain his 
position in society. In this struggle he is aided 
by family and friends. 

In rehabilitation, a psychiatrically disabled 
person can be helped to acquire the social and 
instrumental skills, the emotional control and 
the motivation needed for the performance of 
roles in society (Wing, 1963; Mechanic, 1975; 
Bennett, 1975). But once this has been done the 
former patient has to find and perform ‘real’ 
roles in society, wich the support of other people, 
if he is not to become desocialized again. All 
patients can be rehabilitated to a greater or 
lesser extent and helped to make better use of 
their skills in spite of their handicaps; but not 
all can be resettled in the community. Those 
who cannot be resettled remain in hospital as 
long-stay patients. With improvements in 
treatment and rehabilitation the numbers of 
‘new’ long-stay patients are only a fraction—less 
than a quarter—of the ‘old’ long-stay who 
previously accumulated in mental hospitals 
(Hailey, 1973, 1974). Over half of these ‘new’ 
long-stay patients suffer from senile dementia. 


Support and Shelter 


It is often suggested that such long-stay 
patients and many with similar disabilities who 
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are coping poorly in the community really 
require ‘asylum’ (Annotation, 1973; Cawley, 
1973). According to the Oxford English Dictionary, 
an asylum is ‘a benevolent institution affording 
some kind of shelter and support to the afflicted’. 
Mental hospitals are not only hospitals but 
hotels, reformatories, dustbins, and asylums 
(Watson, 1969). As asylums they provide not 
only treatment and rehabilitation but also 
shelter and support (Edwalds, 1964). Now 
shelter is a roof over one’s head and the means 
of paying for it. Support is the human assistance 
which sustains and maintains people in their 
roles, encouraging them to success and pro- 
tecting them from failure. People get support 
from various groups to which they belong and 
from a network of kin and friends. Lofig-stay 
hospital patients and severely disabled com- 
munity patients not only have difficulty in 
making close relationships with others; their 
behaviour has often alienated them from their 
families and friends. They are not able to 
make new relationships easily or use the avail- 
able supportive services effectively. The pre- 
sence of former chronic and still disabled 
patients in society, who are living impoverished 
lives in degrading conditions, is often the out- 
come of their discharge from hospital by doctors 
who, satisfied with their clinical condition, 
have overlooked these social difficulties (Tid- 
marsh et al, 1972). It is then suggested that 
mental hospitals should be retained to provide 
asylum, or that more specialist psychiatric 
hostels should be built. Support can be in- 
fantilizing, can increase dependency, can limit 
self-expression and constrict individual develop- 
ment. It often took this form in the mental 
hospital. So when support and shelter are 
needed it is better, where possible, that they 
should be separated and not combined in some 
‘total institution’, however benevolent, in the 
community or elsewhere (Goffman, 1961). 
While it recommends the separation of housing 
and support, the recent White Paper (Command 
6233, 1975) fails to recognize the need for well- 
organized and aggressive supporting services if 
disabled community patients are not to be lost 
to care or end up in difficulty (Mechanic, 1975). 
It only recommends ‘limited support’ or 
‘minimal support’, from social services alone. 
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Many seriously disabled patients, if properly 
prepared, can live in bedsitting rooms or flats 
provided by the Housing Department and can 
there develop their own life styles. In day 
centres, at work or elsewhere they can often 
build up a limited supportive network of friends 
and acquaintances (Birley, 1974). These patients 
also need psychiatric support. 

Psychiatric services traditionally provide con- 
sultation, but support is not always forth- 
coming. Psychiatrists and other hospital staff 
like to feel that they have done their job and 
that their former patient is now discharged. 
They cling to the myth, recently challenged by 
Bergmann (1977), that community care will 
reduce the number of their psychiatric patients. 
New fnethods of community treatment do 
contain disease and disability and help to 
reduce distress, but they do not eliminate the 
need for care or support from the psychiatric 
services themselves. While the needs of the ‘new’ 
and ‘old’ long-stay hospital patients have been 
identified, little attention has been given to the 
needs of the 'seriously disabled community 
psychiatric patients’. Their care requires little in 
the way of buildings; only the willingness of 
the social services and the specialist psychiatric 
team to work together in meeting their parti- 
cular needs, enough time to do this, and an 
ability to co-ordinate these activities with those 
of other services which make up the com- 
munity support system (Turner, 1977). Hospital 
services have sought to meet patients’ need for 
psychiatric support by employing district psy- 
chiatric nurses. This is a step in the right direc- 
tion. But it has its limitations; for while the 
nurse has an important part to play in the 
community services, the independent district 
psychiatric nurse cannot offer continuity of care. 
Continuity breaks down if it depends on one 
person, whether a psychiatrist, psychiatric social 
worker or community nurse, both because of 
the mobility of professional workers and because 
a single repository of personal help is often 
absent when that help is most urgently needed 
(Watson et al, 1970). But continuing personal 
care can be provided on a ward at any time; 
during the day, in the evening, and for the whole 
weekend. Of course this demands a geogra- 
phically accessible hospital, but more im- 
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portantly, staff who will make the service 
available at any time. The nurses are in the 
front rank of such a service because the organi- 
zation of their duties enables them to be 
available throughout the whole twenty-four 
hours. As members of a team they can call on 
the services of other team members (Watson 
et al, 1970). It is often better for former patients 
to come to the ward than to be visited in their 
homes, thus lessening their social isolation. 
They can also receive help with their laundry 
or bathing as well as the occasional meal and 
their medication. Patients who fail to attend 
may have to be sought out, but those who need 
this are very few in number. Present in-patients, 
seeing that they can put their trust in such a 
supportive service are more willing to risk 
discharge from hospital. 

Secondly, there is an urgent need on the 
part of both social and psychiatric services to 
preserve the patient's family and social supports 
which are only too easily lost or diminished as a 
result of hospital admission. These assets, 
invaluable to the patient, are often invisible to 
hospital psychiatrists. If lost, they have to be 
replaced by continuing ‘asylum’ or other 
expensive forms of professional assistance. It is 
an essential part of community psychiatry to 
work with the family and others who are our 
partners in caring for, and supporting, the 
community psychiatric patient (Vickers, 1967; 
Bennett et al, 1976). 


Organization 

There is a need to organize and co-ordinate 
the network of people and resources available 
from health, social services, voluntary agencies 
and families. In Mechanic's view this requires 
a shift from the traditional bureaucratic hospital 
procedures to more ‘organic’ organizational 
concepts. It requires the abandonment of rigid 
professional role structures and responsibilities. 
Instead, professionals *must be on the scene their 
ears to the ground, away from the usual insula- 
tion, security and lack of realism of the pro- 
fessional office’ (Mechanic, 1975). Care can 
only be integrated if the professional staff are . 
prepared to work in this way and themselves 
become the facilitators, co-ordinators and inte- 
grators of the system. One cannot transplant 
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or adapt the classical models of organization 
to the provision of services at the community 
level. The goals are too many, too varied and 
too intangible; the techniques are not clearly 
specified or are uncertain, the environment is 
unpredictable and changeable. There is a good 
case for the use of an ‘organic’ system of 
management in hospital, but its employment is 
essential in community psychiatry (Bennett et al, 
1976). 

Finally, there is the need to instil and maintain 
the commitment and motivation of staff. 
Mechanic (1975) discusses this difficulty at 
length and concludes that the only possible 

‘solution is to allow participating staff to make 
changes from time to time so that they are 
more committed to, and enthusiastic about, a 
service in which they have some stake. 


Conclusion 


Community psychiatry has many facets. It 
stems from society's response to social changes 
which have altered the position of the individual 
in society. In Britain it began as an attempt to 
provide treatment for psychiatric patients out- 
side the mental hospital. Now the term is used 
to cover a national plan to provide district-based, 
hospital-centred, services in which general 
hospital units and statutory or voluntary social 
services. complement each other. Emotional 
and rational discussion of the logistics and the 
merits and demerits of this scheme has diverted 
psychiatrists’ attention from more important 
clinical and organizational considerations. Com- 
munity psychiatry should aim to employ the 
available resources and develop others to 
contain disease, disability and distress for the 
patient, his family and the community at large. 
It can only do this if psychiatric and social 
service provisions are co-ordinated and managed 
on ‘organic’ organizational lines. Professional 
staff have to understand that, whatever the 
genetic, biological or psychodynamic charac- 
teristics of psychiatric disorder, they can be 
exacerbated or contained by the manner in 
which patients are defined and managed, as 
well as by the social climate of treatment 
(Mechanic, 1975). What can be achieved does 
not depend solely on manpower and capital 
investment. A service can employ adequate 
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numbers of trained. staff, but if-they do not 
consult and co-operate in the assessment of the 
patient’s clinical and social situation or in the 
formulation of goals for treatment, rehabilita- 
tion or support of the individual and his family, 
their expensive skills will be wasted. 
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Chronic Schizophrenic Patients in the Community 


By A. J. CHEADLE, H. L. FREEMAN and J. KORER 


SUMMARY A sample of 190 patients, diagnosed as schizophrenic 
by the same psychiatrist, have been surveyed in an urban community 
and their clinical and social status assessed. Compared to the local 
population as a whole, a significantly greater proportion of the men 
had never married, and although the women had married at approxi- 
mately the same rate as those in the general population, 25 per cent of 
them had been divorced by the time of the interview. Assessments of 
the subjects? clinical condition by the Present State Examination were 
analysed into four groups of syndromes. Only 27 patients showed 
schizophrenic or paranoid symptoms, whereas neurotic symptoms 
were not only prevalent but seemed to cause most of the reported 
personal problems. Twenty-eight patients were free of symptoms at 
the time of interview. The great majority of the sample (72 per cent) 
were being maintained on long-acting neuroleptics. These data will 
form the baseline to assess a monitoring system, designed to keep 
the local psychiatric services in touch with schizophrenic patients who 


might otherwise drop out of treatment. 


Introduction 


Over the last twenty years many people 
suffering from severe psychiatric disorders have 
left the large psychiatric hospitals to live for 
long periods in the general community. This 
change was made possible to a large extent by 
the introduction of the major neuroleptic 
drugs, though social and administrative pro- 
cesses, such as the Mental Health Act, were 
also important. Over the course of time, 
community services have grown in response to 
this change, and various agencies have become 
involved—Social Service Departments, volun- 
tary organizations, general practitioners, com- 
munity psychiatric nurses, out-patient clinics 
and day care of various kinds. However, the 
system is generally incomplete, and co-ordina- 
tion between different facilities rarely as effective 
as is required (Freeman, 1976). 

The schizophrenic patient in the community 
can pose special problems. Though most are 
dependent on neuroleptics to maintain a state 
of reasonable mental health, they are generally 


221 


required to manage their own treatment, either 
by taking tablets or by attending out-patient 
clinics for injections, apart from the help of 
relatives. At the beginning of relapse, when 
insight deteriorates, the patient who is left to 
his own devices will often stop any treatment, 
whereas on rational therapeutic grounds treat- 
ment should probably be stepped up or changed. 
This means that relatives may bear the brunt of 
a major relapse, unless they can call professional 
services in for advice at the right time and the 
services respond quickly and appropriately. 
Many families learn to manage unaided, in 
the absence of available services, but the price 
can be high (Wing and. Creer, 1974). Obviously 
it would be extremely difficult to find the 
resources to keep all schizophrenics in the 
community under continuous surveillance, and 
some might think it an undesirable invasion of 
their privacy in any case. If services are to be | 
improved, however, they must first be studied to 
find out exactly what they do. Their clients must 
also be studied to determine what help they re- 
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ceive, what they need and what is the effect of pre- 
sent intervention by medical and social services. 

We are reporting here on the first phase of a 
project which aims to evaluate a system for the 
continuous monitoring of services for people in 
the community suffering from schizophrenia. 
The present phase provides baseline data on a 
sample of individuals diagnosed as schizophrenic 
and living outside hospital during 1974. These 
data were obtained for the purpose of dividing 
the sample into an experimental and a control 
group and of providing initial information on 
the patients for later comparison. A monitoring 
system is being tested to see if it will prevent 
patents dropping out of treatment; and in the 
final phase the two groups will be compared to 
see whether the arrangement has produced any 
benefit in clinical condition or has otherwise 
altered their experiences during the period of 
study. The monitoring system will then have 
been in existence for a year, and the amount of 
data should be adequate after this length of 
time to provide conclusions about it. 


Method 


We were fortunate in having at our disposal 
the services of the Salford Case Register, and 
this provides data from 1968 on all persons who 
have been in contact with any psychiatric 
service and who are resident in the former 
County Borough of Salford (Fryers, Freeman, 
and Mountney, 1970); the register has now 
been extended to cover the present Metro- 
politan Borough. We chose as our sampling 
frame all those people who: (a) were diagnosed 
as schizophrenic on criteria of symptoms, 
assessed from case notes and clinical knowledge 
of the patients; (b) were in contact with a 
psychiatric service during 1974; and (c) were not 
long-stay hospital patients (1.e. over 12 months). 
As the study was launched in June 1975, this 
meant that any diagnosis was liable to be more 
settled than it would have been for new cases. 
We also felt that the time was short enough for 
those who had recovered not to feel that they 
were having their past raked up. 

We excluded all those over 65 years of age, 
on the ground that they would have problems 
over and above that of schizophrenia. This left 
us with 282 persons to trace and interview. We 
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then bad to exclude 32 who had moved out of 
the area after their last episode of illness and 
who were therefore getting any treatment from 
services other than those of Salford. Fourteen 
could not be traced, as their last known address 
had been demolished. The diagnoses were 
checked by H.L.F. according to current British 
criteria, and another 13 individuals were then 
dropped because their diagnoses were either 
doubtful or mulüple. Nineteen refused to be 
interviewed, either openly on the doorstep or 
tacitly by making an appointment for some 
later date and then not answering the docr 
after several visits. Fourteen had died between 
1974 and the time of interview, which was 
between February and July 1976. The final 
sample, therefore, numbered 190. Thes® were 
all under the care of only two consultants, 
which considerably lessens any variance due to 
different methods of treatment and admission 
policies; the two consultants had been working 
closely together for a number of years. 


Interviewing 


The patients were interviewed in their own 
homes (except for a small number who had 
been admitted to hospital and five who preferred 
to be interviewed at а day hospital). A.J.C. 
was trained to use the Present State Examination 
(Wing et al, 1974), and this was used to elicit 
the patients’ clinical condition. J.K. adminis- 
tered a questionnaire based on the work of 
McCowen and Wilder (1975) in order to assess 
the social situation as well as the patients! view 
of the illness and how it affected their way cf life. 
J-K. also interviewed the relatives, where there 
were any, and elicited their attitudes to the 
patient and any problems they had connected 
with him. If the relatives or the patients were 
not at work this could usually be done in a 
single session. On average, two calls had to be 
made before we got an interview, but the 
maximum was seven; 63 patients let us in there 
and then. Where multiple calls had to be made, 
this was usually because the address in the notes 
was not the latest, or because the patients were 
out at work. H.L.F. was responsible for clinical 
advice throughout the research. 

The Fresent State Examination (PSE) elicits 
the presence or absence of 140 symptoms, 
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which can thén be grouped into syndromes by 
using the test manual (ор. cit.). We felt that it 
would be an over-simplification to use some 
global rating of clinical condition, such as the 
total number of syndromes suffered. These 
could range from the floridly psychotic to the 
mildly neurotic and could by no means be 
treated with equal weight. For this reason we 
divided the 35 syndromes into four groups and 
then considered each group separately in all 
the analyses. 

The groups of syndromes were derived from 
the syndrome profiles of seven CATEGO classes 
in the PSE manual. Any grouping is somewhat 
arbitrary, as syndromes are not mutually 
exclusive to any one class. Even when we took 

* H 

syndromes which appeared in more than 50 per 
cent of the cases in the International Pilot 
Study of Schizophrenia (WHO, 1975), some 
were still not exclusive to one group, and we had 
to group them according to where they were 
most prevalent. For instance, Simple Depression 
and General Anxiety appear in more than 50 per 
cent of the cases in the profiles for CATEGO 
classes: Schizophrenia, Paranoid, Depression, 
Neurosis and Anxiety. We ended up with four 
groups, which we have called Schizophrenic 
and Paranoid (S&P); Manic and other Psy- 
choses (M&O); a borderline group of psychotic 
syndromes which were difficult to classify (P) 
and a group of neurotic syndromes (N). 

It was possible to give each patient a score for 
each syndrome that was present and a total for 
each group. Once again, it is spurious to use 
these sample totals as though they were para- 
metric variables. Someone with a score of 4 is 
not necessarily twice as ill as someone with a 
score of 2. The most we can say is that they are 
more ill. For this reason, the. group totals for 
each patient were ranked, No. 1 being the most 
ill; this being done, other variables could be 
tested against their clinical condition, using the 
Kruskal-Wallis one-way analysis of variance. 


Results 


These results describe the sample patients 
and their way of life in four ways. Firstly, 
demographically, in terms of age, status and 
with whom they were living. Secondly, socially, 
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any. Thirdly, subjectively, in the way they saw 
their. illness and the effect this was having on 
their life (this aspect is dealt with more fully in 
a separate paper, see Korer, 1977). Fourthly, 
clinically, in the number and type of symptoms 
from which they were suffering. 

There were 91 men and 99 women in the 
sample. The average age of the men was 42:9 
(SD 12-3) and of the women 48-3 (SD 8-9). 
The distribution of ages between the sexes was 
significantly different by the Kolomogorov- 
Smirnov test (D == -23, Р < +025); 52 per cent 
of the men were aged under 45, but only 
35 per cent of the women. 

When we look at the number who have ever 
married, i.e. married, divorced, separated, and 
widowed, we find that there were significantly 
more men who had never. married ( y? = 24:4, 
габ Р < :001). 

Only 16 men were living with their family of 
marriage (one single cohabitee was included in 
this classification), whereas 40 women were (3 
divorcees still had children with them). There 
was little difference in the numbers living alone 
(16 men and 14 women), but 39 men and only 
19 women were living with their parents. 
The remainder (N = 46) were living with 
siblings, friends, their grown-up children or in 
group homes. One was in prison and 11 had 
been admitted to hospital since the drawing of 
the sample. The larger number of men living 
with their parents and the smaller number 
living with their family of marriage was 
significant (x? = 17:7, 3 df, Р < +001). 

The sample came from all parts of Salford, 
but, as is often the case, they were not distri- 
buted proportionately throughout the Borough 
in relation to general population. This non- 


Tase I 
Marital status of the sample at the time of interview 








Men Women Total 
Married .. 15 37 52 
Divorced .. 4 17 21 
Separated .. 5 8 13 
Widowed .. 4 6 10 
Single £x 63 31 94 





9t 99 190 


in terms of type of accommodation and work, if ————————————————————————————— 
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uniform distribution is not as easy to interpret 
as information from some past studies has been, 
since the biggest concentrations were in areas 
where the housing is comparatively new. How- 
ever, it can generally be assumed that these 
people have been rehoused from the previously 
worst areas, which have now been demolished. 
It is difficult to get information on population 
derfsity, because of the changes in local authority 
boundaries, but we have the impression that 
the sample tends to cluster in the more densely 
populated areas. This impression is not sur- 
prising when it is realised that the polling 
districts where our sample formed the highest 
proportion of the population were predomi- 
nantly composed of high-rise flats. 

Seventy-seven of the sample lived in post-war 
council housing (42 in high-rise flats, 23 in 
middle-rise and 12 in new housing estates). 
Eighty-five lived in pre-war housing, with the 
bulk of these (57) living in the ubiquitous 
terraces; of the rest, twenty lived in semi- 
detached housing and eight in council flats. 
The remainder (28) lived in a selection of 
accommodation, ranging from a bed-sitter (2) 
to what might be described as suburban 
villas (9). 

Forty-nine were working at the time they 
were interviewed (24 men and 25 women). 
One might have expected that the married men 
would have a disproportionate share of the work 
and that married women would tend to be un- 
employed, but this is not borne out by the data, 
and the distribution according to marital 
status of those working is almost exactly what 
would be expected by chance (ү? = 0:73, 3 df, 
not sig.). Only 28 of those not working found it 
a serious problem, and this was usually because 
they needed more money. 

Social isolation was a problem for 48, and this 
was by no means confined to those living alone. 
One man living in a household of 12 (the most 
overcrowded in the sample) complained that he 
felt socially isolated, partly because he was not 
working and had not got the money to go out. 
As a group, the socially isolated were no more 

.unemployed than the rest of the sample 
(x? = 0:39, 1 df, not sig.). They did not appear 
to go out less often either (xy? = 0°43, 1 df, 
not sig.) but a significantly greater number of 
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them said that they wanted more*to do—28 of 
the socially isolated said that they wanted more 
to do and 19 said that they did not, whereas of 
the remainder of the sample 22 said that they 
wanted more and 111 said that they did not 
(x? = 29:9, 1 df, Р < -oor). 

Other significant factors with this group were 
that they felt they were 'loners' as children and 
that they did not find it easy to make friends. 
Whether they were living alone or not did not 
seem to be related to this finding, as only six 
were doing so. Social isolation was not asso- 
ciated particularly with either sex or marital 
status ( x? = 3*4, 3 df, not sig.). The length of 
time that patients had been resident at their 
present address was not significant, contrary to 
expectation; the mean was I2 years for the 
socially isolated and то years for the rest. 
Although 120 of the sample said that they found 
it easy to make friends, only 64 of them had 
actuallv had one that they could go to with their 
problems. 

Only 157 of the PSEs were satisfactory for 
research purposes, and the remainder of the 
results have to be based on these. The other 33 
were discarded, on the grounds laid down in 
the manual. Sometimes patients could not or 
would not answer the questions. Sometimes 
there was good reason to believe that they were 
being evasive, with glib yeses or noes. Sometimes 
the relative would choose to answer questions, 
and on one occasion there was a language 
difficulty. 

The overall symptomatology of the sample 
can be seen in Table II, where the syndromes 
are listed in order of prevalence. 

Twenty-eight of the sample were free of 
symptoms at the time of interview, and 50 had 
their symptoms confined to the neurotic group. 
The combinations of symptoms suffered by the 
sample can be seen in Table IIT; these groups 
are not mutually exclusive, and most patients 
showed mixed pictures. Thus, 27 showed some 
schizophrenic or paranoid symptoms, 70 showed 
some symptoms of manic or other psychotic 
syndromes, 31 showed some borderline psychotic 
symptoms and 124 showed neurotic symptoms. 

Using the Kruskal-Wallis one-way analysis of 
variance, it is possible to test the ranked data on 
clinical condition against other variables. Pure- 
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/4 Notable improvement in mood and behaviour 
Highly selective dopaminergic blocking action 

Few patients need antiparkinsonism drugs 

Not an esterified formulation so immediately available in active form 
Overcomes daily dosage confrontation with convenient weekly injectior* 
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broad spectrum antidepressant 


Lentizol raises brain levels of both noradrenaline and 5H7, disturbances of which are known 
to bea major factor in depressive illness. As there is mo way of knowing which amine is 
depleted", it makes sense to use a broad-spectrum antidepressant initially. Lentizol is now 
regarded as a first choice antidepressant for general use?, being preferable to those 
antidepressants which primarily influence only one of these biogenic amines. 


! Merskey M. Medica: interface, Jung 1978, 23 2. Ashton. J Я Update, 11977), 14, 883 Lentizot capsules васп costarmaronrigtyine fyérochtonde SO mg or 25 mg, c а susterned | 
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a better chance of success from the start 
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` Tase П 


Syndromes elicited at interview in order of prevalence 
* and according to Project group 











Patients 
in 
Project Syndrome sample 
group with 
syndrome 
N Worrying E i .. 89 
N Social unease .. UN .. 69 
N Tension .. - ©. 59 
N Simple depression 2 .. 57] 
М Special features of depression .. 49 
N Lack of energy .. 48 
N Loss of interest and concentration 42 
M&O Slowness. Ps e 88 
M&O Affective flattening АН .. 30 
М. Irritability s 30 
N Other symptoms of depression . . 29 
M&O Non-specific psychosis .. .. 98 
N General anxiety .. ia . 23 
N Ideas of reference a 23 
P Sexual and fantastic delusions . 18 
S&P Nuclear syndrome d 2.15 
N Situational anxiety РЕ 15 
M&O Residual syndrome jd e) 10 
M&O Hypomania ie 9 
S&P Delusions of reference .. 8 
N Obsessional neurosis 8 
N Hypochondriasis is 7 
S&P Auditory hallucinations 7 
S&P Visual hallucinations 6 
S&P Delusions of persecution 6 
P Hysteria . 6 
Р Organic impairment 6 
P Depersonalization 4 
S&P Olfactory hallucinations 4 
M&O  Grandiose delusions 4 
M&O Incoherent speech 2 
M&O  Catatonic syndrome о 
Р Subcultural delusions о 
М  zNeurotic 
М & О «Manic and other psychoses 
Р == Psychotic 
S&P =Schizophrenic and paranoid 


ly for illustration purposes we quote the average 
ranks of groups, which can be compared to 
each other and the median of 79. There was 
no difference between the sexes in this respect 
on any of the four syndrome groups. The 
32-41 age group was significantly worse in the 
Psychotic (P) group (average rank 58:0, 
Median = 79, Kruskal-Wallis Н = 17-0, 
P << -oo1) and the 16-41 age group were 











Taste IH 
The combinations ef groups of syndromes suffered by 
the sam 
No. S&P M&O P N 
i i | * 
26 * * 
28 Я ы 
* * 
: а ] * * Ф 
7 * * + 
* * 
1 * * * 
2 ж * 
5 * * * 
2 * 
1 ж 
157 27 79 с gl 124 





* The asterisks denote the presence of symptoms in that 
group of syndromes. 


worse in the Neurotic (N) group (average 
rank = 67:0, Н = 9:0, Р < соз). Who, if 
anybody, the patients lived with did ‘not appear 
to be associated with their clinical condition. 
Those who said that they went out in the evening 
less than once a week were significantly more 
neurotic (average rank = 68:0, Н == 9:0,Р < 
:02) and those who said that they went out five 
times or more often were worse in the Psychotic 
(P) group (average rank = 65-0, Н = 6:7, P < 
*05). 

Whether the patient was working or not 
seemed to be the social characteristic having the 
strongest association with clinical condition. It is 
not surprising that those who were working were 
least Ш. In the. Schizophrenic and Paranoid 
(S&P) group of syndromes, those who were 
working had an average rank of 88 and those 
who were not had one of 75 (Н = 5-6, P < :02). 
In the Manic and Other Psychoses (M&O) 
group, the average rank was 92 for those working 
and 73 for those not (Н = 7:0, P < 02). 
In the Neurotic (N). group, the average rank 
for those working was 100 and of the rest 70 
(Н = 13:9, P < -oo1). There was no significant 
difference in the Psychotic (P) group syndromes. 


Those who felt that they were socially isolated . 


did not appear to be any more psychotic than 
the rest, but they were significantly more neurotic 
(average rank = 55, Н = 15:3, Р < -oo1). 
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Thirty-four of our sample were not on any 
treatment for psychiatric disorder and they were 
not significantly different from the rest of the 
sample as far as their clinical condition was 
concerned. The bulk of those on treatment (137 
or 72 per cent) were receiving depot pheno- 
thiazines, and 86 were getting these at the 
psychiatric unit of the District General Hospital; 
others (16) went to the out-patient department 
at the psychiatric hospital. The community 
psychiatric nurses visited 18 for injections, and 
17 attended clinics conducted by nurses at 
health centres. Nineteen were being treated by 
their general practitioners with oral medication 
only, at the time of interview. 


Discussion 


We have been studying a sample of people 
who have been diagnosed as schizophrenic, but 
who are able to spend the bulk of their time out 
of hospital. During the year prior to the study, 
144 had not spent any time in hospital, 9 had 
spent an average of 119 days as day-patients, and 
38 had spent an average of 72 as in-patients. 
When we consider that they have all been in 
contact with some psychiatric service for an 
average of 12 years and that the majority have 
been maintained on depot phenothiazines, it is 
clear that their handicaps are still moderately 
severe, and that these cannot be attributed to 
any recent effects of an institution. Clearly, as 
a group, they have been subject to a marked 
degree of chronic psychiatric illness. 

Most of our men (69 per cent) had never 
married ; this is more than twice as many as for 
the population of Salford within the same age 
range (31 per cent, Census 1971). The women 
in the sample show the same trend, but by no 
means to the same degree; 32 per cent had 
never married, whereas the figure for the female 
population of Salford over 15 years of age is 
23 per cent. However, 25 per cent of the women 
had been divorced, compared to the 2 per cent 
of the population. Perhaps it really is the male 
who takes the initiative in the matter of popping 
the question, and the man suffering from schizo- 
-phrenia lacks this initiative. The women, on the 
other hand, get the question asked for them, but 
this does not mean that the marriage will be 
successful. 
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The predominance of younger men in the 
sample is difficult to explain, and we thought at 
first that it was due to sampling error. However, 
the same kind of distribution applies to the 
population from which the sample was drawn 
(39 per cent of the men are under 45 and 22 per 
cent of the women). This is even borne out in 
the International Pilot Study of Schizophrenia 
(WHO, 1975); unfortunately, their age range 
only goes up to 44, but 81 per cent of the men 
in that total sample of 552 were under 35 and 
only 67 per cent of the 650 women. 

Social isolation was a problem for a quarter 
of the sample; this was a purely subjective 
evaluation on the part of the patient and must 
be taken at face value. These people felt that 
they were cut off from others and they they 
could not mix on an equal footing. It could 
also be said that they had a certain amount 
of insight and were able to appreciate that their 
lives were lacking in this respect. Many of those 
who did not complain of social isolation did in 
fact appear to be subjected to it, by the stan- 
dards of the observers. They lived alone, did 
not go out and had no friends, but did not seem 
to consider this to be a problem. Perhaps, indeed, 
it is not a problem to those subjects with the 
more schizophrenic handicaps, since it has been 
suggested that such patients are unable to 
screen the stimuli with which they are bom- 
barded and sort out those which are relevant 
(Venables, 1968). If this is the case, one way of 
overcoming the problem would be to stay in a 
relatively tranquil environment and avoid any 
over-arousal. It would be interesting to see how 
those who do feel isolated would respond if the 
‘problem’ were remedied. 

The clinical condition of the sample was 
surprising, as there were 41 per cent without 
any visible signs of psychosis at the time of 
interview. It is likely that this must be largely 
attributed to medication; only 8 of these 78 
were not taking some form of neuroleptic. The 
consensus of information about the prognosis of 
schizophrenia and about the effectiveness of 
neuroleptics strongly suggests that an untreated 
group would give a very different picture. 
However, most of the patients on treatment 
were responsible for getting their medication 
themselves, as only 18 had it taken to them by 
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community ®игвез. The attitude towards treat- 
ment was mostly positive. At the two extremes, 
we got comments like, ‘Oh, I couldn’t go 
without my jab’ to ‘I’m going to give it up; it 
makes me worse.’ However, the majority came 
in between and said either that they felt better 
for it and were afraid of breaking down if they 
stopped treatment, or that the doctor said that 
they had got to have it and so they had it. 
Seventy-five per cent knew what the treatment 
was for, in vague terms (‘nerves’, ‘to calm me 
down’), but there were still the occasional 
patients who believed that they were having 
some physical condition cured (‘indigestion’, 
‘rheumatism’, ‘change of life’). 

It is surprising also to find that it is almost 
exclusively the neurotic problems which are 
found to be associated with social handicaps, 
e.g. isolation, unemployment. It is those who 
are least neurotic who are working, and one 
would like to think that the work may help 
them to overcome certain aspects of their illness. 
The socially isolated were more neurotic than 
the others, as were those who tended to stay at 
home in the evenings. The most prominent 
syndrome was ‘worrying’, and Leff (1976) 
reports a similar finding from the International 
Pilot Study of Schizophrenia (op. cit.). It was 
the patients with a predominance of neurotic 
symptoms and especially ‘worrying’ who gave 
the impression that they felt their handicaps 
the most. Neuroleptics seem to control much of 
the psychotic symptoms, but satisfactory 
methods of dealing with these patients’ neurotic 
problems still remain to be developed. However, 
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the very low level of psychotic disturbance in 
this large group of people with a diagnosis of 
schizophrenia is something of a tribute to the 
efficacy of medication and particularly to that 
of the long-acting neuroleptics. 
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The Predictability of Speech in Schizophrenic Patients 


By D. R. RUTTER, J. WISHNER, HANKA KOPYTYNSKA 
and MARY BUTTON 


SUMMARY Previous research has suggested that schizophrenic 
speech is less predictable than normal speech. Two experiments 
designed to test the suggestion are reported, both of them based on 
Cloze Procedure. In the first, raters were asked to predict ten passages 
of schizophrenic speech and ten passages of normal speech under 
fourth-word deletion. No difference between the two types of passage 
was found. In the second, a modified form of presentation was intro- 
duced which prevented raters making use of the text which follows a 
blank. Once again, no difference was revealed between the schizo- 
phrenic and normal passages, and this was true for both the new and 
traditional forms of presentation, and for both fourth-word and fifth- 
word deletion patterns. The investigation is discussed in the light of 
previous findings, and a number of suggestions concerning method- 


ology and forms of analysis are made for future research. 


Introduction 


Several writers have suggested that schizo- 
phrenic speech may be less predictable than 
normal speech. Most of the research has made 
use of Cloze Procedure (Taylor, 1953), in 
which an uninterrupted passage from each 
speaker is first recorded, and a transcript is 
prepared in which abbreviations are expanded 
into their full form, and ‘ers’ and ‘ums’, stutters, 
and punctuation are omitted. Every fifth word 
is then deleted and replaced by a blank, and 
raters are asked to guess the missing werds. 
The proportion of blanks correctly filled, the 
Cloze Score, is calculated and may be taken as 
an index of predictability: the higher the score 
the more predictable the passage. 

The predictability of schizophrenic speech 
was first investigated with Cloze Procedure by 
Salzinger, Portnoy and Feldman (1964). They 
found that for twelve of thirteen matched pairs 

_of schizophrenic and normal speakers the 
schizophrenic passage was the less predictable, 
though the difference was less marked in the 
first half of the 200-word passages than in the 
second, Silverman (1972) confirmed that the 


speech of ‘actively schizophrenic’ patients was 
less predictable than that of a control group of 
‘other’ patients, but Cheek and Amarel (1968) 
could find no difference between ‘chronic, 
regressed schizophrenics’ and matched alcoholic 
patients. Similarly, Rutter, Wishner and 
Callaghan (1975) found no clear difference 
between schizophrenic and normal speech, 
though they did find that schizophrenic raters 
were less able than normals to predict both 
types of speech. Silverman’s finding was parti- 
cularly marked when every fourth rather than 
every fifth word was deleted, while Salzinger 
et al (1970), using a rather different procedure, 
had reported that, if anything, the difference 
between schizophrenic and normal speech 
diminished with decreased context. In the only 
other published studies, Hart and Payne (1973) 
reported that the speech of ‘overinclusive’ 
psychiatric patients was less predictable than 
that of 'non-over-inclusive! patients, while 
Rutter, Draffan and Davies (1977), in a study 
of twenty recently admitted schizophrenic 
patients, could find no relation between the 
predictability of their speech and their scores 
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on the Bannister-Fransella test of schizophrenic 
thought disorder. 

The purpose of this paper is to present two 
attempts to extend and clarify previous findings. 
In the first experiment, schizophrenic and 
normal passages were compared under fourth- 
word deletion. In the second, a modified form 
of presentation was introduced which prevented 
raters making use of the text which follows a 
given blank, and both fourth- and fifth-word 
deletion were incorporated. 


Hypothesis Experiment 1 

The first experiment tested the hypothesis 
that schizophrenic speech would be less pre- 
dictable than normal speech. 


Method 

Material. Uninterrupted speech samples of 
203 words were collected from ten non-paranoid 
schizophrenic patients recently admitted to 
local psychiatric hospitals and from ten psy- 
chiatrically normal patients recently admitted 
to the rehabilitation unit of a local orthopaedic 
hospital. Consecutive schizophrenic* admissions 
aged 18-60 were approached by one of the 
experimenters if they had been given a clear 
diagnosis by the admitting doctor and were 
physically fit to take part. All were receiving 
medication. Orthopaedic patients were selected 
in the same way, with the additional constraints 
that they should have no history of overt 
psychiatric breakdown, and that the groups 
should be comparable for sex, age, social class, 
and educational attainments. Each patient was 
asked, as part of a short tape-recorded interview 
to describe as fully as possible the reasons for 
his admission to hospital. The interviewer, who 
was the third author, took care not to interrupt 
and to provide no reinforcement. The material 
was transcribed, and typescripts of each passage 
were prepared for Cloze procedure under 
fourth-word deletion. 


Raters and procedure. Six science under- 
graduates, none of whom was reading Psy- 
chology or had taken part in any similar 


* Schizophrenia is generally defined more narrowly in 
Britain than in the USA (Cooper et al, 1972). 


/ 


experiment, acted. as raters. Each was asked 
to ‘Cloze’ all twenty passages, which were 
described as continuous speech samples from 
‘hospital patients’ in an ‘interview’, and the 
order was randomized for each rater. The 
procedure was self-paced with no time limit, but 
it was stressed that every blank must be filled. 


Results ° 


Cloze Scores were calculated separately for 
the first and second parts of each passage, and 
the factors, ‘Material’ (Schizophrenic/Normal), 
and ‘Parts’ (Part I/Part II), were examined by 
analysis of variance, with repeated measures on 
the second factor (Winer, 1970, page 302). 
Means and a summary of the analysis are given 
in Table I. No significant difference was found 
between schizophrenic and normal speech 
(Е = 1:6; df 1, 18; Р > +20). Moreover, the 
first and second halves of both types of passage 
were equally predictable, and the similarity 
between schizophrenic and normal speech was 
consistent across the two halves. Thus the 
hypothesis received no support, and in addition 
neither Salzinger's suggestion that schizophrenic 
speech becomes increasingly difficult to predict 
as the passage continues, nor Silverman's 
suggestion that fourth-word deletion produces 
a particularly marked difference between 
schizophrenic and normal speech were sup- 
ported. 

The pattern of findings is strikingly different 
from many previous results, but there is an 
important methodological detail which may 
help to explain the discrepancy. In traditional 
Cloze Procedure, the rater is able to make use 
of information from anywhere in the passage 
to help him guess each blank. As well as 
drawing on the context which precedes a blank, 
he can use any of the text which follows it, 


Тавік І 
Experiment 1: Mean Cloze scores 

















Part I Part II 
Mean SD Mean SD 
Schizophrenic — 45:3 80 491 1587 
Normal 50:4 75 53:3 11.0 
ANOVA significant effects: None 
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since the whole passage is visible. The raters 
in this experiment were students, and it may 
be that they were more adept than the raters in 
at least some previous studies at making use of 
following context, and so were able to com- 
pensate for what were perhaps genuine diffi- 
culties in predicting schizophrenic speech. To 
test this possibility, a modified form of presenta- 
tio, which prevented raters using all but 
preceding context, was devised and was in- 
corporated in a second experiment. 


і t 
Hypotheses Paperimenta 


The second experiment tested the hypotheses 
that: 


(1) Schizophrenic speech would be less pre- 
dictable than normal speech. 


(2) The difference between schizophrenic and 
normal speech would be greater when the 
text following a blank was obscured than 
when the whole passage was visible. 


(3) The difference between schizophrenic and 
normal speech would be greater under 
fourth-word deletion than fifth-word deletion. 


Method 


Materials and raters. The material consisted of 
the passages used in the first experiment, and 
the raters were 20 science undergraduates, 
none of whom was reading Psychology or had 
taken part in any similar experiment. The 
passages were typed in such a way that each 
line consisted of three words followed by a 
blank (fourth-word deletion) or four words 
followed by a blank (fifth-word deletion). 


Procedure. Each rater was randomly assigned 
to either the *Whole Context? condition or the 
“Preceding Context’ condition. In the ‘Whole 
Context condition the material was presented 
in the traditional way, and the whole passage 
was visible. In the ‘Preceding Context’ condi- 
tion, the passage was covered with a card and 
one line was revealed at a time so that the 
. rater could see everything which preceded a 
blank but none of the text which followed it. 
Each line was revealed only after the preceding 
blank had been filled. Raters in both condi- 
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tions were supervized by опе off the experi- 
menters and were asked to ‘Cloze’ four different 
passages: one schizophrenic passage under 
fourth-word deletion (D,) and one under 
fifth-word deletion (D;); and one normal 
passage under D, and one under Ds. They 
were told only that the passages were taken 
from ‘hospital patients’ in an ‘interview’, and 
they were presented with their four passages 
in random order. Thus the design was such that 
each of the 20 passages was ‘Clozed’ once in the 
"Whole Context’ condition under D, and once 
under D,, and once in the ‘Preceding Context 
condition under D, and once under Ds. 


Results 


Cloze Scores were calculated separately for 
the first and second 100 words of each passage, 
and the factors, ‘Context condition’ (Whole/ 
Preceding), ‘Material’ (Schizophrenic/Normal), 
‘Deletion Pattern’ (D,/D;), and ‘Parts’ (Part I/ 
Part II) were examined by analysis of variance 
with repeated measures on the last three factors 
(Winer, 1970, page 349). Means and a summary 
of the analysis are given in Table IJ. None of 
the three hypotheses was supported: there was 
no significant difference between schizophrenic 
and normal speech (F = 2-3; df 1, 18; P > -10), 
and no interaction between either Material and 
Context condition (Е = 0-4; df 1, 18; P > сто) 
or Material and Deletion pattern (Е = о-о; 
df т, 18; P > +10). The only significant effects 
indicated that the Preceding Context condition 
produced very much lower scores than the 
Whole Context condition uniformly for both 
types of mateiral; and, for schizophrenic 
material, the second 100 words was more 
predictable than the first 100, while the opposite 
was true for normal material, a finding which 
was especially marked under fifth-word deletion. 

The main purpose of this experiment was to 
test whether the results of the first experiment 
could have been due to the raters’ skill at using 
following context. The suggestion received no 
support, since under the new form of presenta- 
tion, just as in the traditional procedure, no 
difference was found between schizophrenic and 
normal speech. The effect of the new condition 
was simply to produce a very difficult task, 
irrespective of the type of material. It is interest- 


N 








" 


D. R. RUTTER, J. WISHNER, HANKA KOPYTYNSKA AND MARY BUTTON 231 














` Tase П 
b Experiment 2: Mean Cloze scores 
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ing tO note, in addition, that Silverman's 
suggestion that fourth-word deletion produces 
a particularly marked difference between schizo- 
phrenic and normal speech once again received 
no support, while Salzinger's suggestion that 
schizophrenic speech becomes progressively less 
predictable as the passage continues was actually 
reversed. 
Discussion 

The literature abounds with inconsistent 
findings: while some writers suggest that schizo- 
phrenic speech is less predictable than normal 
speech, this and several previous investigations 
have found no difference. The most likely inter- 
pretation is that methodological factors are 
responsible; but if so, the phenomenon lacks 
robustness and can be of little intrinsic interest. 
Two particular points of detail deserve com- 
ment. The first is that no standard procedure 
for collecting speech samples has been adopted, 
with the result that writers have used a wide 
variety of topics, experimenters and settings. 
Until such variables are manipulated syste- 
matically, we shall not know their possible 
effects, and the interpretation of findings will 
continue to be hazardous. The second point 
concerns the selection and description of 
speakers. Sample sizes have typically been 
small, selection criteria have seldom been made 
explicit, and many different types of control 
group have been used. Diagnostic criteria, in 
particular, are likely to vary across experi- 
ments, and the possible difference between this 
investigation and American work has already 
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Е = 181:4; df 1, 18; P < +оо: 
F = — 5:8; d£ 1, 18; P < -05 
5:6; df 1, 18; P < +05 


been noted. While the difference was inconse- 
quential here, in that it would have exaggerated 
rather than diminished any difference between 
the schizophrenic and normal samples, diag- 
nostic variations may sometimes .make inter- 
pretation difficult. ; 

Despite the discrepancies in the existing 
literature, future research may yet identify 
some group of schizophrenic patients who do 
reliably produce speech which is less predictable 
than’ normal speech. The important question 
then would be what it was about their speech 
which made it difficult to predict, and in 
particular whether semantic or structural pro- 
perties were implicated. One way of appraching 
this question would be to examine the errors 
which raters made during Cloze Procedure. 
Two preliminary analyses of this sort were 
conducted on the present data, and, although 
neither revealed any difference between schizo- 
phrenic and normal material (as was to be 
expected since Cloze Procedure had revealed 
no differences in predictability), both pro- 
cedures will be outlined since they may be 
useful in future research. 

The first analysis examines the type of error 
the rater makes at any given blank. Each error 
is classified as either a semantic error or struc- 
tural error. A semantic error is one in which 
the rater correctly identifies the part of speech, 
but chooses the wrong instance of that part of ` 
speech. For example, he chooses a noun, but 
the wrong noun. Á structural error is one in 
which the rater records the wrong part of 
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speech. For example, he might record a noun 
when an adjective or verb had been used. The 
analysis is based on the assumption that semantic 
errors signify semantic abnormality in the 
passage and structural errors signify syntactic 
or grammatical abnormality. 

The second analysis examines the class of 
word on which the rater makes an error. Each 
deleted word is classified according to Fries’ 
system (Fries, 1952) as a ‘content’ word or a 
‘function’ word. Broadly, content words are 
nouns, verbs, adverbs and adjectives, and 
function words are all the remaining parts of 
speech. The analysis is based on the assumption 
that the more content words on which errors 
are made the greater the semantic abnormality 
in the passage, and the more function words 
on which errors are made the greater the 
syntactic or grammatical abnormality. The 
procedure, like the first analysis, is simple to 
apply and will, it is hoped, elicit valuable data. 
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Phenomenology of Obsessive-Compulsive Neurosis 


By R. S. STERN and J. P. COBB 


SUMMARY Forty-five patients with obsessive-compulsive neurosis 


were given a specially devised structured interview with the aim of 
elucidating aspects of the phenomenology. Four main kinds of ritual 
were found to predominate: cleaning, avoiding, repeating and checking. 
A surprisingly large number of patients had little or no resistance to 
carrying out their rituals. The recognition of senselessness of a ritual 
was a more important criterion than that of resistance, but patients 
with predominantly repeating rituals did demonstrate resistance. It is 
„ proposed that a redefinition of obsessive-compulsive neurosis with 
less emphasis on resistance as a necessary condition may be 


appropriate. 


Introduction 


‘In a would-be definite inquiry that I have 
been making into obsessional illness, І have been 
struck. by the variety of problems and the 
difficulty of stating them’ (Lewis, 1935). 
Despite this tentative note in the introduction 
to Lewis’s classical study, the conclusions drawn 
from the unsystematic retrospective survey of 
case notes of 50 patients have not subsequently 
been challenged. Textbooks (Mayer-Gross, 
Slater and Roth, 1969; Beech, 1974) and 
research papers (Akhtar et al, 1975) continue 
to reiterate Lewis's claim that there are two 
essential components of obsessional rumination 
and rituals, the first being compulsion and the 
second resistance, while the recognition that 
such obsessions are seen as senseless (Schneider, 
1925) is considered to be of subsidiary im- 
portance. 

Subdivision of the phenomena involved in 
obsessional neurosis has traditionally been made 
into form and content. Janet (1903) classified 
forms into ideas or images; impulses; phobias; 
thinking or ruminations. Filth, harm, sex or 
religion (Lewis, 1935); disgust (Strauss, 1948); 
aggression (Stengel, 1951); meticulousness and 
a sense of incompleteness (Janet, 1903) have 
all been emphasized as important contents of 
rumination. Though these subdivisions have 
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been given importance in the psychoanalytic 
literature (Fenichel, 1945) and by others who 
have speculated about the psychopathology of 
obsessional neurosis (Strauss, 1948), they have 
been of little pragmatic value to clinicians 
(Walker, 1973; Capstick and Seldrup, 1973; 
Akhtar et al, 1975). Jaspers (1913-63) divided 
contents into indifferent (normal) and alien 
(abnormal), and classifications based on this 
have been developed recently (Capstick and 
Seldrup, 1973; Walker, 1973), but this work is 
highly subjective. 

The development of effective behavioural 
treatment for obsessional neurosis (Marks et al, 
1975) has produced a need for a re-evaluation 
of the phenomenology of obsessive-compulsive 
neurosis, with emphasis on clinically significant 
behavioural aspects as well as cognitive processes. 

Obsessional neurosis is a rare condition. 
Among psychiatric populations the incidence 
ranges from o-1 per cent to 4:6 per cent (Black, 
1974), while the prevalence in the general 
population has been estimated at 0-05 per cent 
(Rüdin, 1953; Woodruff and Pitts, 1954). 
Participation in an MRC study of treatment of 
obsessional neurosis thus provided an unusual: 
opportunity to assess a fairly large series over 
a short period of time and evaluate their 
phenomenology. 
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Method 


Forty-five consecutive patients referred by 
other psychiatrists or by general practitioners 
for inclusion in a treatment trial were assessed 
by the authors. The assessment consisted of an 
hour-long interview during which a structured, 
assessor-rated questionnaire was administered. 
Eagh of the questionnaire items was rated on a 
0-4 scale for severity. The degree of severity was 
related to the amount of disruption to everyday 
life or distress caused to the patient. Only 
patients given the diagnosis of primary obses- 
sional neurosis were included in this study. 
The criteria for inclusion were: 


(1) Presence of repetitive ruminations or 
rituals with a compulsive quality, which were 
seen by the patients or their families as in 
some way disabling; 


(2) Absence of any clear evidence of Schnei- 
derian first rank symptoms in the present or 
past history; 


(3) Symptoms present for at least 12 months; 


(4) Symptoms not part ofa primary depressive 
illness; 


(5) Patients aged over 16; 


(6) Symptoms independent of organic neuro- 
logical pathology. 


Content (ideation) 


In addition to the behavioural form, the 
underlying rumination was recorded. By asking 
the question ‘Is there any reason underlying 
that?’ repeatedly, it was sometimes possible to 
uncover a number of themes, one underlying 
the other, rather like peeling skins off an 
onion; e.g. 


Why do you wash? ‘Because I feel dirty and 
uncomfortable.’ 

Is there any reason for feeling dirty? ‘Yes, Pm 
afraid of picking up and passing on germs? 

Why is that bad? ‘I might make someone ill, 
especially one of my children.’ 

Why you and not others? ‘Well I’m basically a 


bad person, and I can’t trust myself not to do 
damaging things." 
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Questionnaire r 
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Behavioural form 


In contrast to previous classififations, which 
have been based on cognitive form, clinical 
experience suggested that subdivision into 
behavioural forms might be more productive. 
Patients’ symptoms were rated according to 
eight separate subdivisions, which are illustrated 
in the examples given below. Choice of sub- 
divisions was based partially on previous 
published work and partially on clinical 
experience. For example, a scries of principal 
component analyses and factor analyses of 
data obtained from the Leyton Obsessional 
Inventory (Cooper, 1970) isolated three clusters 
of factors, namely (1) cleanliness, (2) chécking, 
(3) incompleteness. Rachman (1974) described 
a condition characterized by slowness, and 
many authors have commented on the phobic 
avoidance shown by obsessionals. The differen- 
tiation between repeating and checking was 
made because of the ‘magical’ quality which is 
associated with the former. Illustrative examples 
of each of the forms are: 


(i) Repeating (J.H.). Every time a certain 
thought came into her mind she had to repeat 
whatever she was doing five times or in sets of 
five. She would touch a coffee cup five times, 
sip five times, stir the spoon in multiples of five 
and so on. This patient's main problem was 
that she had to do things by numbers, regardless 
of the type of activity being carried out. 


(ii) Checking (D.D.). Whenever leaving a room 
he would have to check that everything was in 
order, windows closed, lights off, gas taps off, 
furniture and possessions in the correct place, 
until he was satisfied. This process could take 
several hours. Here the main difficulty was in 
going back to check actions performed: after 
leaving the house he would no sooner step into 
the street than he would have to return to 
check the windows, doors, lights, etc. 


(iti) Cleaning (.B.). Whenever her hands 
touched anything that might even remotely be 
considered dirty, she would have to scrub her 
hands and arms for at least five minutes. In the 
course of a normal day she would wash her 
hands about forty times. The exact number of 
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washes did hot matter, unlike example (i), but 
this patient% aim was to achieve a state of bodily 
cleanliness wih would give her satisfaction. 


(iv) Avoiding (K.W.). Avoiding behaviours 
were the type of ritual that approximated most 
closely to those characteristic of phobic dis- 
orders. This patient showed avoidance of any 
object related in any way to chocolate, or even 
anything coloured brown. Her inability to 
approach objects of this colour greatly limited 
her activities, as she went to extreme lengths to 
avoid contact with them. In addition, she 
avoided anything associated with her deceased 
mother, including other members of the family 
and places which her mother had frequented. 


(v) Slowing (J.K.) Simple tasks, such as 
tying a shoelace or doing up a button might 
take up to ten minutes, in the course of which 
the patient appeared lost in thought. Not only 
were there long pauses between each com- 
ponent of a task, but movements themselves 
appeared as if in slow motion. It was the slowness 
of motor actions that characterized this kind of 
ritual; the patient appeared to be moving as 
in a cinematograph film running at reduced 
speed. 


(vi) Striving for completeness (J.K). This 
patient’s main concern was in the area of 
doubt whether he had completed an activity 
correctly. Dressing took over one hour, because 
he spent much time over a single button ‘trying 
to prove to himself that it was done up pro- 
perly’. In contrast to example (v), this patient 
carried out actions speedily enough but was 
then plagued by the thought that the ritual 
might not have been carried through according 
to prescription, and so quite simple actions 
consumed a great deal of time. 


(vii) Being meticulous (C.M.). The main 
problem was a concern that objects should be 
arranged in a special, meticulous way. Small 
sharp objects, such as pencils, had to be 
arranged so that the point was directed away 
from the patient. This patient was preventing 
himself from carrying on his activities as a 
student because so much time was spent in 
arranging pencils, pens, erasers, etc, on his 
desk in an idiosyncratic meticulous way. 
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(viii) Other. Some patients main ritual could 
not be classified into any of the above cate- 
gories. K.F.’s main symptom was that after 
looking at the colours orange or red she then 
had an overwhelming desire to look at another 
colour to ‘neutralize the effect of the red’. She 
also felt compelled to take special small back- 
ward steps whenever she entered a room in 
which there was a fire or a heater. * 


(ix) Mixed. It is important to note that each 
behavioural form was not exclusive. "Thus, 
patient S.B. avoided anything she considered 
‘dirty’. If she came in contact with dirt she 
had to wash her hands several times until she 
‘felt clean’. She also spent considerable time 
checking gas taps, locks and so on. Her scores on 
behavioural forms were: repetition (4), check- 
ing (3), cleaning (3), avoiding (3). 


Questions concerning rituals 


These were rated on five-point scales and 
concerned the following areas: 


(a) Resistance to performing the ritual—a 
series of probing questions were asked to 
determine whether the patient struggled 
against an internal resistance, or conversely 
just gave in and carried out the ritual activity. 


(b) This question aimed at the patient’s 
feelings about how sensible (or not) it was to 
carry out the ritual. 


(c) The patient was asked whether he could 
stop the ritual if someone in whom he had 
confidence would take responsibility for the 
consequences if he did not ritualize. 


(d) This question asked whether rituals 
occurred in one place only (e.g. in the 
patient's home) or regardless of place. 


(e) 'This question asked about whether rituals 
depended on the presence of others in general, 
or could occur when the patient was alone. 


(f) The aim here was to measure the amount 
of reassurance from family or friends that, 
ritual activity demanded. 


(g) The amount of family distress directly 
related to the obsessional rituals was measured. 
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(h) This question concerned the presence of 
an underlying belief system which could be 
of a religious or superstitious nature. 


The whole questionnaire yielded 15 variables 
which were subjected to statistical analysis. 


Results 
@f this sample of 45 patients there were 19 
men and 26 women. The age range was 18-61 
years with a mean age of 35 years. 
Table I shows that four behaviours pre- 
dominated in the sample: ‘cleaning’, ‘avoiding’, 
‘repeating’ and ‘checking’. The remaining 
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behaviours occurred infrequently, And so were 
excluded from further statistical analysis. The 
total exceeds 100 per cent, as seyéral patients 
showed more than one type of rifual. 

Forty-six per cent of the same said they had 
slight resistance or no resistance at all, whereas 
30 per cent made a great effort to resist (Table 
IIa). 

Sixty-five per cent rated 3 or 4 (maximal) on 
the absurdity of their rituals, despite the fact 
that they carried on with them (Table IIb). 
Reassurance from a significant other person 
did not reduce ritual activity for 49 per cent of 
the sample, and for 11 per cent the rituals 
largely occurred in only one place (Table Ic 


Taste I 

s ; and IId). The presence of another person was 
Behavioural types нна хош or severe expressed — i. eventin controlling the ritual in 75 pfer cent 
M (Table Пе). The impact of the family was 
Cleaning НЕ 51 Completeness . . rı variable, 47 per cent of the patients stating that 
Ара 51 Метар 9 family reassurance was moderate or great, but 
спев “ts. -40 owang 4 ті per cent caused moderate to heavy family 

up cue. чш 4 distress (Table If and Па). 

Taste П 


Results of assessor-rated questionnaire 


(all figures expressed as percentages) 
TR EE UT ER o eee ee es a 

















o І а 3 4 
nent a 
None present Moderate Maximal 
(a) Resistance to carrying out rituals 15 31 22 2 30 
ИИНЕНИН 
Completely Rather 
sensible silly Absurd 
(b) How sensible did patient consider 
ritual 9 13 18 7 58 
Greatly Some Not at all 
(c) Did reassurance reduce ritual? 9 18 15 9 49 
At one Mainly one 
place place Anywhere 
(d) Geographical location in which 
rituals occurred 7 4 20 13 55 
————————————— ———————Á— nonin mn 
Occurs Occurs 
always Company always in 
alone irrelevant company 
(e) Did presence of others affect ritual? 7 13 75 4 о 
| Not at all Moderately Great deal 
` (f) Did family reassurance occur? 44 9 18 9 20 
None Moderate Heavy 
(g) Amount of family distress from rituals 18 I1 22 11 38 
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Tasis Hl 
Results of factor analyses of 15 variable questionnaire, and of 5 selected variables 
Variable | Loading Percentage of variance 
No. of variables in the analysis 15 | 5 15 5 
Factor 1 Repeating rituals +79 -+ +63 
High resistance 456 4-:89 27 67 
Ф 
Factor 2: Checking rituals А $5 — +65, + +63 
Avoiding rituals 4:69 —63 19 20 
Factor 3 Cleaning rituals + +74 
Distress to family 4:88 30 
Further analysis was carried out in order to Taste IV 
examine whether any clusters of different Ideas patients associated with their rituals 
variables occurred. A varimax rotated factor Е 
analysis of the 15 variables was used, and Table Dp. 
III shows the three factors that resulted. m pa 
Loadings less than 0-5 have been excluded Fear of acquiring or passing on dique 
from the table for the sake of clarity, and the — dirt, excreta, bacteria, chemicals) . 38 
is eee all yielded Eigen values greater ‘Magical’ warding-off danger Ж Ma 
A second factor analysis was performed on Habit only .. ee Е " ET 


five variables chosen to test the relationship of 
‘resistance’ to the four main kinds of rituals. 
Two factors resulted which were the same as in 
the 15 variable analysis (factor 1 and factor 2). 

Behavioural forms were not mutually ex- 
clusive. Only 8 patients had a single behavioural 
type of ritual; 14 had two types and 23 had a 
mixture of three or more. This is illustrated by 
case (ix). 


Ideas patients associated with rituals (Table IV) 

These data were difficult to quantify and 
liable to subjective error despite the fact that 
leading questions. were avoided. Many patients 
gave the impression that their responses were 
influenced by previous contact with psychia- 
trists. 


Underlying themes 

The most common underlying theme was 
that of causing harm, either to self or to others 
(18). Six patients directly referred to feelings of 
guilt and four to feelings of insecurity or 
incompetence. 


4 





Sexual related fears (fear of indirect im- 
pregnation, fear of transmitting VD, etc) 9 





Having to do шат Prope or Кашы 








reassurance Р її 
Fear of sharp objects p is 25 7 
Other fears (chocolate, dogs) s Wi 4 





Miscellaneous (thrift, warding-off depression 4 





Discussion 


This study of 45 obsessive-compulsive patients 
questions the standard textbook definition of 
the condition ‘the essential nature of the 
obsessional or compulsive symptom lies in its 
appearance as a mental content, an idea, image, 
affect, impulse or movement, with a subjective 
sense of compulsion overriding an internal resistance’ 
(Mayer-Gross, Slater and Roth, 1969). A re- . 
vised definition is proposed: ‘the obsessive 
compulsive neurosis consists of either rumina- 
tions (or ideas) which are psychic phenomena 
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recurring in spite of the patient regarding them 
as alien and absurd and/or voluntary motor 
actions which are reluctantly performed despite 
their being regarded as alien and absurd.” These 
actions are defined in this paper as rituals, and 
the study has demonstrated a preponderance of 
four main kinds of ritual: cleaning, avoiding, 
repeating and checking. Considerable overlap 
between these categories occurred, but the 
presence of a particular form may have an 
important influence on the phenomenology. 

Lewis (1935) suggested that resistance is 
found in all patients with obsessive-compulsive 
neurosis; but, in keeping with Walker (1973), 
our study shows that resistance is not an 
essential component. On the face of it, 
Schneider's criterion of 'recognition of sense- 
lessness’ appears to be more important than 
Lewis's criterion of resistance. In this study 
78 per cent of patients rated their rituals as 
either ‘rather silly’ or ‘absurd’, whereas only 
54 per cept showed moderate to maximum 
resistance. However, it must be borne in mind 
that this study concerned itself with the here 
and now. Had we asked ‘Have you ever in the 
past resisted your rituals?’ rather than ‘How 
much do you resist your rituals at present?’ 
the resistance score might have differed. The 
study could be criticized further on methodo- 
logical grounds: the structured questionnaire is 
a new instrument as yet untested for inter-rater 
reliability, although the two authors conferred 
over cases that were found difficult to cate- 
gorize. Replication of these results using the 
same instrument would serve to strengthen the 
findings. 

The factor analyses suggest that certain 
rituals are resisted more than others. In both 
factor analyses the repeating component was 
the one that was resisted. In other words, a 
patient with obsessional hand-washing does not 
resist the handwashing per se but resists repeating 
this activity several times over; a patient who 
has to check a large number of items in the 
house, e.g. gas taps, doors, electrical appliances, 
does not resist these actions first time round 

-but resists repeating them more than once. 
This part of the study has refined Lewis’s 
original concept of resistance, as in our sample, 
where resistance occurred it was to repetition of 
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an activity. The practical шек |: of this 
finding may well relate to the new behavioural 
treatments where a patient is taugy to perform 
an action once: e.g. a patient who has to wash 
his hands 39 times is allowed to wash once only 
in therapy. Here an external control is applied 
to prevent the patient giving way to the impulse 
to wash more than once. At the end of successful 
therapy we do not know whether the patient 
has an internal resistance to the rituals which 
keeps them in check, or whether this is now 
redundant. Long-term post-treatment follow-up 
studies are planned in which the original 
questionnaire will be administered to the same 
patients. 

It is widely assumed that obsessional rituals 
continue regardless of the environment’ Con- 
trary to this, our study found that 31 per cent of 
patients performed their rituals either exclusively 
or predominantly in one place. The importance 
of this finding lies in the fact that the majority of 
these patients confined their rituals to home. 
If patients of this group are admitted to hospital, 
it is likely that no symptoms will be noted, and 
it may be thought that they have cleared up, 
though the rituals may gradually re-establish 
themselves, usually over the course of weeks. 
This should be considered in assessing the 
value of hospital-based treatments and in 
planning home treatment programmes, the 
value of which has been pointed out by Boersma 
et al (1976). 

The mere presence of another person did not 
reduce rituals in most cases (Table II), in 
contrast to the situation in agoraphobia, but 
reassurance from a person in whom the patient 
had confidence helped to prevent the ritual in 
42 per cent of the sample. 

The second factor produced in each factor 
analysis was a negative association. between 
checking and avoidance rituals. This makes 
clinical sense, in that avoiding a particular 
object or situation is incompatible with going 
back to check. In this sense ‘checkers’ and 
'avoiders' are opposite. Rachman (1976) dis- 
cusses the hypothetical relationship of ‘cleaning’ 
compulsions and 'checking! compulsions and 
argues in the first place that one would expect 
to find an affinity between phobias and com- 
pulsive cleaning, and secondly that there should 


\ 






rity between phobias and com- 
pulsive сһефіпр. On the other hand, checking 
can be regaWded as phobic avoidance of un- 
certainty. Whhtever the theoretical relation- 
ships, the clinical significance of this finding 
emphasizes the need to ask patients separately 
about checking, avoiding, washing and repeat- 
ing activities. 

There was an association of cleaning rituals 
with great distress caused to the family, as 
found by Akhtar et al (1975). It appears that the 
cleaning component of obsessional behaviour 
caused the greatest distress. The patient who 
commandeers the family bathroom for hours at 
a time to clean or bathe himself or who is 
preoccupied with house cleaning activities 
exemplifies the kinds of distress caused, and 
suggests reasons why the family must invariably 
become distressed: a ‘checker’ might carry out 
his rituals alone and the family could be un- 
aware of this. 
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The Relationship Between Korsakov's Syndrome And 


* Alcoholic Dementia? 
By JOHN CUTTING 


Fifty cases of Korsakov's syndrome and 13 of ‘alcoholic dementia’ 
were identified from hospital records with the aim of examining the 
claim of each to be regarded as a clinical entity. Korsakov's syndrome, 
as diagnosed, was not homogeneous and comprised two groups. One 
resembled cases labelled as ‘alcoholic dementia’: the onset was gradual, 
the patients were older women with poorer intellectual functioning and 
there was a better outcome. The other group conformed to the con- 
ventional notion of Korsakov's syndrome, with preservation of intellect 
and a poor outcome. The combined group of gradual-onset cases and 
‘alcoholic dementia’ was not entirely homogeneous. Within it were 
patients with ‘accelerated psychological deterioration’, others with 
Korsakov’s syndrome superimposed on this pre-existing psychological 


улс and some with subacute confusional states. 


Introduction 


Chronic organic mental disorder is a recog- 
nized complication of alcoholism. Most interest 
has centred on the form described by Korsakov 
(1889, 1890), whose principal features were 
referred to as 'capriciousness, apathy, restless- 
ness and depression of psychic activity, with a 
profound impairment of memory’. Although he 
added 'that symptoms did not manifest them- 
selves in the same manner in all cases of the 
disease’, and although he regarded ‘dementia’, 
‘slight degrees of confusion’, ‘delusional ideas’ 
and ‘hallucinations’ as occasional associations, 
he believed that a disturbance of memory and 
association of ideas was characteristic. ‘Korsa- 
kov’s syndrome, as it was later to be called, 
came to be regarded as a fairly pure disorder of 
memory and, particularly in the psychological 
literature, is often grouped with other clinico- 
pathological conditions causing memory impair- 
ment, for example bilateral hippocampal 
damage from herpes simplex encephalitis (Rose 
. and Symonds, 1960), to form an ‘amnesic 
syndrome’ (Warrington, 1971). This assumes 
that mental functions other than those directly 
related to memory remain intact. 
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It had been realized, however, previous to 
Korsakov's description (Lawson, 1878), that 
some alcoholics developed а more global 
deterioration in mental functions, in which 
memory loss was only one aspect of a general 
decline in intellectual ability. Lewis (1952) 
describes the typical clinical picture attributed 
to this condition: '[the patients] exhibit defi- 
ciencies of memory and judgement, laziness, 
indifference, facile euphoria and lability of 
mood, with failure to observe responsibilities, 
mendacity, gross lack of self-control and general 
demoralization.' Some authors have labelled 
such patients ‘alcoholic dementia’ (Meggen- 
dorfer, 1928) or ‘chronic alcoholic deterioration’ 
(Bowman and Jellinek, 1941). This has not, in 
general, been fashionable, and instead of 
regarding ‘alcoholic dementia’ as a discrete 
clinical entity complicating the lives of a small 
number of alcoholics, writers on the subject 
have tended to think of psychological deteriora- 
tion in quantitative rather than qualitative terms 
and affecting most chronic alcoholics to a greater 
or lesser extent. The magnitude of this, they 
believe, is determined, in the main, by the 
length of the drinking history (Jones and 
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Parsons, ; Tarter, 1973). It is further 
recognized аё impairment can be detected on 
psychologi ts in the absence of any clinical 


expression of (Brewer and Perrett, 1971). 
The insidious and often ‘subclinical’ nature of 
these changes, and their partial reversibility 
with prolonged abstinence (Clarke and Haugh- 
ton, 1975), have possibly contributed to the 
practice of denying a separate diagnostic label 
to ‘alcoholic dementia’, while providing one 
for Korsakov’s syndrome, whose development 
has been regarded as an abrupt and well- 
defined episode in the course of an alcoholic’s 
life. This diagnostic tendency is given formal 
approval in the eighth revision of the Inter- 
national Classification of Diseases (ICD-8), 
which fails to acknowledge a condition covered 
by the term ‘alcoholic dementia’, but has a 
code for Korsakov’s syndrome. Horvath (1975), 
in a recent symposium on the effects of alcohol 
and drugs on brain function, condemns this 
practice: ‘it appears to have become common 
to label any demented alcoholic as suffering 
from Korsakov’s psychosis.’ He stated that, in 
his experience, ‘only a fraction of the demented 
patients showed the clear clinical features of 
Korsakov’s psychosis’. 

It is the purpose of this paper to examine the 
relationship between Korsakov’s syndrome and 
‘alcoholic dementia’, and to look at the claim of 
each to be regarded as a valid clinical entity. 
The following hypotheses, representing Hor- 
vath's views, will be examined: 


(1) Korsakov's syndrome, as usually diag- 
nosed by psychiatrists, is not homogeneous but 
contains a group of cases in which intellectual 
deterioration is marked. 


(2) The group of cases with intellectual 
deficits possess enough features in common 
for them to be regarded as a distinct entity, 
and the term ‘alcoholic dementia’, although 
not entirely appropriate, can be applied to 
them. 


Material and Methods 


The case-notes of all in-patients given a 
final diagnosis of alcoholic psychosis between 
the years 1949 and 1975 in the Bethlem and 
Maudsley Hospitals were studied. Before 1969 


4 


( 


241 
and the introduction of ICD-8 no sub-types were 
recognized for coding purposes, but after this 
date there was a choice of five codes, of which 
Korsakov's psychosis (291.1) and alcoholic 
psychosis unspecified (291.9) are relevant to the 
present study. Before 1969 selection was made 
on the basis of the diagnosis written beside the 
code for both categories and after 1969 instances 
of ‘alcoholic dementia’ were to be found under 
code 291.9. An analysis of the diagnostic labels 
applied to the 183 cases of alcoho psychosis 
found is presented in Table I. 

Fifty-one were labelled as Keksa syn- 
drome, but one of these was excluded from the 
study as the psychiatrist in charge had revised 
his own diagnosis when on a subsequent ad- 
mission information became available which 
suggested that a dementing process had pre- 
ceded the onset of heavy drinking. It was 
interesting to note that, in the category ‘alco- 
holic psychosis unspecified’ available after 1969, 
four out of five cases were consideMd to be 
demented. 

Information was extracted from the notes of 
the remaining 50 patients with Korsakov’s 
syndrome and the 13 patients with alcoholic 
dementia. The clinical features analysed were 
sex, age on admission, drinking history, duration 
of presenting symptoms, physical state, mental 


TABLE I 
Analysis of diagnostic categories for all alcoholic psychoses 








Percent- 
Category Number age of 
183 cases 
Korsakov’s syndrome 20 51 28 
Alcoholic hallucinosis e" 45 25 
Delirium tremens  .. 24 13 
Acute alcoholic prychois— 

not elaborated .. 19 10 
Alcoholic dementia .. Е 13 7 
? Alcoholic psychosis— 

?Schizophrenia .. Va 13 7 
Toxic confusional state T 8 4 
Alcoholic paranoia .. 7 4 
Alcoholic DUCES with drug 

addiction .. 3 2 
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state (mood ‘change, ‘hallucinations, delusions- 
and confabulation) and investigations (erythro-, 
cyte sedimentation rate (ESR), liver function, 
tests. (LFT), electroencephalography (EEG),. 
cerebrospinal fluid protein (CSE p 
pyruvate tolerance. _ “ 

-The choice and assessment of some of these. 
requires explanation... Drinking history. was. 
calculated by recording the number of years ih 
which the. daily consumption of ‘alcohol ex-; 
ceeded 250 ml of proof spirit (6 pints. of beer. 
or $ bottle of spirits), ‘a figure sometimes used 
as an estimate of excessive drinking. The dura- 
tion of. presenting symptoms was regarded as. 
a variable which would provide a valuable 
comparison with ‘alcoholic dementia’.‘Informa- : 
tion on this aspect-and on the drinking history, 
was probably the least reliable in the study, but. 
it was hoped ‘that any inaccuracies would be 
similar across the groups to;be,compared. The 
analysis of the physical state was restricted to' 
evidence of peripheral neuropathy. and disorders . 
of eye movement (nystagmus or ocular-palsies). 
The latter aspect was chosen as the-most reliably 
recorded. sign of Wernicke’s encephalopathy: 
Separate analyses. of the mental ‘state, in the 
acute (under two. months) and the chronic 
stages- of the-condition were made. This was 
done to contrast the effects of an initial con- 
fusional state (regarded by Victor et al, 1971 as 
resolved by two months), with those of a well- 
established Korsakov's syndrome. Of the psy- 
chological information recorded in the notes, 
only the,scores on the Wechsler Adult Intelli- 
gence _ Scale’ ‘(WAIS) were, systematically 
analysed with the aim of еншш intellectual 
deficits. 

A‘ follow-up: was carried out by writing to 
relatives, general practitioners-and.any hospital 
to which patients were subsequently admitted. 
If patients were still alive they were visited. and 
a clinical and psychological assessmént -was 
made. No information .was available about the 
progress after discharge in 11 of the 63 patients 
(8 of those with Korsakov's syndrome and 3 
with, alcoholic dementia). In the‘ remainder: 
(83 per cent) the subsequent course was known 
for one year and the, mean follow-up. period 
was 64 years. Twenty-two patients (8 5 per cent) 
were-seen personally. . 






EGO . Results 


Clinical features of Korsakov's syndy 


The, entire group is presented i Table п. І 

‘Forty-four рег cent were female, and, the: 
mean age at admission was 55 years. The mean. 
drinking history was 16 years; the figure for 
men (21 years) was twice that for women (10, 
years). The mean duration of symptoms before, 
any admission to, hospital was 44 months. On, 
physical: examination, over, half the patients 
showed evidence. at admission of. Wernicke's 
encephalopathy: On mental state examination, , 
mood change was commonly seen. In the initial. 
- 1 Ы ` à © 


E - TABLE п Өр, 





“Analysis кашыма, ин group of Korsakov’ 3 
ndn 
Aspect examined | Findings 
Number ' , ' 50 
бех .. "E 44% female (22 f, 28 m)- 
Age at admission .. 55 С i 
Drinking history (yrs) 16 (21 m, 101), 
Duration symptoms 2 Sy Sos 
(months) 4°5 MN 
Physicalstate— —. Web. Tim : 
‘Eye signs .. 9 — 5496 ' 
Peripheral neuropathy 
only, n. ‹ 34% 
Mental state— . : 
Mood change total 769% (А*). 0% (б) 
Euphoria y 48% 095 
Apathy . > 14% 32%, 
SDepresion %' -4% ` 
Agitation 6% ` 09% 
Hallucinations 12% 4% ' 
Delusions total 30% ` 20% ` 
Paranoid 14% 12%. 
' Atypical ve 10% 8% 
‘Depressive? — i7 6% 0% ‘ 
Confabulation. HS 30%. A UE 895, ag $ 
Investigations— -' es Za e Daa 
' Mean ESR tact 90° sx е: ЕЗ 
Abnormal ТЕТ 23% (of 26) 
Abnormal EEG .. 61% er б: 
Abnormal CSF pro- , 
леш П 6% (of. 16) . eo 4M 


' Abnormal pyruvate N 
| ERES 100% (of 19): - 


tolerance ' Qeon 
ЖА = acute;-+ C= dine me Ge PA 
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phase e ria with an element of lability 
predominaged; apathy, depression and agita- 
tion were frequent. By the chronic stage 
euphoria and depression ‘had become unusual, 
agitation had disappeared, but apathy had 
become more frequent. Visual and auditory 
hallucinations were reported in the acute phase 
in 12 per cent of patients. Visual forms were of 
the type.seen in delirium tremens—rats, pigeons 
and magical visions—and receded after several 
weeks. Auditory hallucinations persisted: in the 
form ofa stereotyped command in two patients. 
Delusions were not uncommon, appearing in 
30 per cent of patients in the acute phase and 
persisting in 20 per cent. Paranoid delusions 
were the commonest (e.g. belief that someone 
had put bleach in the patient’s tea to poison 
him) and these persisted either intermittently 
or continuously for years. Delusions with a 
depressive content (belief that the patient had 
committed a crime for. which he deserved to 
be executed) often in association with’ hypo- 
chondriacal ideas (e.g. suspicion that there 
might be a growth in the stomach) were acute 
phenomena and did not remain beyond the 
initial 'confusional state. Some patients held 
false beliefs still present at follow-up years 
later, which were regarded as atypical as they 


fell outside the usual classifications of delusions. - 


Examples of these. were: belief: that a valuable 
ring had been stolen, belief that the patient had 
killed a man called’ Cornelius; and belief that 
a horrible murder had been ‘committed in 
Caterham. Korsakov'mentioned the presence 
of ‘isolated delusiénal - ideas’ ‘and Chotzen 
(1906) recognized that delusioris and hallucina- 
tions whén they occurred had. a ‘peculiar auto- 
matic and 'stereotyped ‘quality’. Such comments 
are appropriate to the present findings, ‘although 
it could be argued аё these atypical delusions 
were merely confabulations. Other more obvious. 
confabulations, hówever, ‘tended to’ disappear 
with time (¢.g. claim that the patient had met 
her husband: that ғ day in thé 'park).' Some 
patients ‘had "ài impairment of their thought 
processes in the early stages. The main features 
were a tendency to ramble, to'prodüce шаррго- 
priate replies and ‘to string together incoherent 
sentences. None of these abnormalities was 
present at follow-up and they-probably belong 
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to а confusional state rather than a well- 
established Korsakov's syndrome. 

The ESR was raised in most patients; one 
quarter had abnormal liver function, two-thirds 
had an abnormal EEG—characteristically a 
slowing of the overall rhythm; only one patient 
had a raised CSF protein, and: pyruvate 
tolerance was abnormal in all in whom it was 
measured. 


Subdivision of Korsakov’s syndrome acing do 
duration.of presenting symptoms ne 

. A preliminary analysis was аа of 
three groups whose duration of symptoms, were 
respectively under two weeks, between two and 
eight weeks, and over eight weeks.: Inspection 
of these groups revealed that cases with.a 
history of under two weeks were no ‘different 
from those with between two and éight weeks 
history, and these, two groups.-were: therefore 
combined. Table III, therefore, contains an 
analysis, of cases with a history of sjther more 
than or less than eight weeks... Statistical 
analysis between these two groups. (t. test or 
chi square, whichever appropriate) . revealed 
significant differences on the factors of sex and 
age only. Older women tended to have a 
longer presenting Hag: аа E 


Alcoholic dementia : clinical giat: 

Table III contains an analysis of the 1g cases. 
Of these 54 per cent were womeh, the mean age 
at ‘admission’ was '60' years and the ‘drinking 
history was 23 years. Меп had been drinking 
for much longer than women. Symptoms had 
been present for more than a year before 
admission. More than half the patients ‘had’ no 
abriormal ' neurological signs, and ‘only ‘two 
had any consistent with Wernicke’s 'enceplialo- 
pathy. ‘Mood’ change, euphoria. ‘and lability, 
in particular; appeared’ in:'the majority; one 
third had ‘experienced | ‘transiéiit ' visual - or 
auditory ihallucinations ; 'oné- third. held delu- 
siohs, in 'three^ patienis/^of ; a paranoid nature, 
and in one; of -the’ atypical’ variety discussed 
earlier. Only one patient '  éónfabulated. The 
ÉSR wás “usually” normal; liver function was · 
abnormal in only one patient and CSF' protein 
in: попе; ап abnormal ЕЕС was reported in 
Bo ‘рег cènt, however; pyruvate ' tolerance’ was 
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. Taste ПІ 
Acute- and gradual-onset Korsakoo’s syndrome and alcoholic dementia: clinical aspects | 


Features 


} Number 
ы Sex—female*t 
Age*} 2s d 
! Drinkingt (sara) 
Females 
Male .. 
Duration of ы (nodi) 


Physical state— 


r - Eye signs 
(T Peripheral neuropathy only 


Mental state— 
(acute) 
Mood change .. 
Hallucinations. . . 
Confabulations 21 


Investigations— 
Mean ESR vs 

. Abnormal LFT 

А Abnormal EEG 
Abnormal CSF T А 
Abnormal pyruvate tolerance. 





Acute Gradual 

Korsakov’s Korsakov’s Alcoholic 

syndrome syndrome dementia 
25 17 13 
36% 65% 54% 
52 62 бо 
15 16 28 
8 12 1g 
19 23 © 34 
0:7 12 13 
61% 41% 15967 
3126 4176 31% 
76% 76% 69% 
14% 12% 15% 
44% 18% 31% 
27% % 8% 
33 19 n 

% 14% 3% 
o% (0/9) 100% (5/5) 50% (4/8) 
0% 09% 0% 
100% 100% 50% (1/2) 





P < o'or between acute and gradual onset of Korsakov's syndrome*; Р < 0-01 between acute onset of 
Korsakov’s syndrome and alcoholic dementia]; t-test or Chi square, where appropriate 


only estimated in two patients and was abnormal 
in one who also had evidence of Wernicke’s 
encephalopathy. 


Clinical comparison of Korsakov's syndrome with 
alcoholic dementia 

A statistical comparison was undertaken 
between the features of the entire group of 
Korsakov's syndrome and those of alcoholic 
dementia. The only differences which reached 
significance were between the incidence of eye 
signs and between the: duration of presenting 
symptoms. In Korsakov's syndrome there was 
a greater likelihood of an associated Wernicke's 
encephalopathy and a more acute history. 

When the two derived groups of Korsakov's 
syndrome with.acute or gradual onset were 
compared with alcoholic dementia (Table TIT) 
it was evident that, while the acute group 


differed on several major features, the gradual- 
onset group bore a marked similarity on these 
same features. The former differences reached 
significance on the factors of sex, age and 
physical signs. In addition, there was a trend 
for a lower ESR, normal liver function and an 
abnormal EEG to accompany gradual-onset 
Korsakov's syndrome and alcoholic dementia 
but not the acute group. In women a shorter 
drinking history was found in the acute group 
than in the other two. This was not apparent in 
men. The mental state examination gave very 
similar results in all groups, except for the low 
incidence of confabulation in alcoholic dementia. 


Prognosis of Korsakov's syndrome 

Of the 50 patients, one died within a month 
of admission and had 'gliomesodermal prolifera- 
tion’ in the, mamillary bodies at autopsy. 
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Eight patients were lost to EN One man . 


made a'conplete and rapid recovery, which 50 
surprised the psychiatrist caring for him that 
he considered changing the original diagnosis: 


to one of ‘depression’. A further 11 patients 


were regarded as improved and 29 as un-. 
changed. The status on' follow-up was confirmed . 
bya personal visit in 19 of the 29 non-improved . 
cases, but in only 2'of the improved ones. 
Questions on orientation and administration of 
a standard test of memory (Wecbsler Memory 


Scale) formed the basis of the assessment in cases * 


seen personally. Hospital notes, letters from 
relatives and accounts by general practitioners 


were relied on for the others, and improvement . 


was judged to have occurred if patients had 
lived ап independent existence outside hospital 
or sheltered accommodation fór a greater part 
of the follow-up period. The patients were. 
divided into two groups according to outcome ·, 
and an н of this i is PERE in Table Iy: 


EU IV ` - 
© Comparison of improved with non-improved cases of 
закоо? з syndrome 


a 





0 
r zy 





. Non- 
Feature Improved improved 
‘Number v wt | 12 29 | 
Sex—female* . 75% 34% 
Age**.. . . бо 58 
Drinking history (ray IO « I9 
Duration symptoms .' UE E 
(months)** n e9gcocia 
Physical state— | . 
Eye signs .. 7376." 45% 
Mental state— i ig 
(acute) : get Жо T 
Abnornial mood .. 82% 70% 
Hallucinations ... 16% ` 10% ' 
"Delusions .. : .. 727%. 731% 
Confabulations .. 9% 38% 
Investigations— - | р 
Mean ESR . .. | за :' 39 
Abnormal ПЕТ ... ` 109% 36% 
Abnormal EEG ..., 260% (3/5) 18% (айл) 
Treatment— 


No. given ае" 10/12 "98/29 





P < o-o1**, sig. < 0-05*, t-test or Chi square, ås 
› 9g 5а 


appropriate 
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Significant differences Teni the groups 
emerged on the factors. of sex, age, duration оу. 
presenting ` symptoms and, drinking history. Older 
women with a short drinking: history ‘and ‘а 
gradual development to the illness were most 


'"Jikely to improve. Almost all patients received 


-thiamine, but no statement on the effect of 


such treatment can be made. с 
К z- 


| А of йай dementia 


Information маз available on e outcome 
after discharge in 10 cases, but one of those- 


` patients lost to follow-up was improving at the ~ 
- time of discharge, and he was therefore consi- 
‘dered ‘to have had a good prognosis. Of 11 . 


patients, therefore, 4 remained unchanged and-- 
7 showed some degree of improvement. A 
figure of 64 per cent is an estimate of the rate . 
of improvement in this small group of patients. . 
Numbers are too small to attempt a comparison 
“ of improved with non-improved cases. 


Comparison of outcome of Korsakov’ 5 syndrome with 
that of alcoholic dementia 

This is presented in Table V. 

The similarity between alcoholic dementia 
and gradual-onset Korsakov’s syndrome and its 


_ distinction from the acute cases · is: "again 
demonstrated. . 


Psychological assessment of О. 5 mm 
A variety of informal and formal tests of 
memory and other ‘cognitive functions ,were 


".recorded in the case-notes. Orientation was 
' "disturbed"in 88 per cent of patients, Attention 
or concentration was most frequently estimated | 


by ‘determining the digit span. In 82 per cent’ 
it was within the normal range for. the age- 
group at-six digits ог more forwards, The most - 
frequently encountered formal test of ‘memory... 
was the: Wechsler Memory Scale,. which con-: 
sists of seven items covering orientation, atten- 
tion,'and verbal and non-verbal memory. : 


Patients achieved a normal score only on the ' 


tests of attention. Performance on informal tests . 
of memory—e.g. recall of a name and address : 
after five minutes—was impaired... 5 -.. 

Of most relevance to the present investigation - 


*. was the estimate of intelligence. In over:half the 
* patients.a full WAIS was carried out. The:mean 
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ete ' ' Con S 6e ule TABLE V ED C 
, Outcome ef all groups studied > entire Korsakov's ! syndrome, acute- and gud "Korsakov' s syndrone and та 
: ‚ alcoholic dementia dx 
. Entire Acute Gradual 
Korsakov's Korsakov's Korsakov's Alcoholic 
‘syndrome ` syndrome 'syndrome dementia 
Rar: - 50 25 17 19 
Adequate follow-up excluding I ded" 4I , 2I 12. II 
Improved e 20. I$ 3 8 7 
Non-improved .. is Е 29 18 4 4 
'% improvement .. See эү ' 28% 14% 67% 64% 
2 TEE i TABLE VI 
ON Comparison of WAIS IQ and subtest scores across groups 
| | Entire Acute Gradual e 
Korsakov's  Korsakov's Korsakov’ Alcoholic 
syndrome syndrome syndrome dementia 
Number of cases .. (36) (21) (15) (9) 
Mean 10, 95 Б IOI 87 88++ 
‚ Verbal 10, 98 104 88 gi** 
Performance IQ .. 92 98 85 85»* 
Subtests— : | 
Vocabulary .. $e dk 10:6 12:2 8:3 8-5 ** 
Coniprehension m DE 9:0 11-0 T4 9*3 
· Digit span / 9:0 II*0 7:6 7:o** 
Picture completion А 7'6 9:2' 6:6 6:0* 
Arithmetic x 7:6 7°8 7°3 7°3 
Similarities T sis 71 8:2 5:7 5:7* 
Object assembly 6-6 77 5'5 4:7* 
Block design 6:5 TI, 6:3 5:8 
Picture arrangement 5*8 5:8 5:5 5:0 
Digit symbol 40 4'9 3'4 4'0 





: Between acute Korsakov's syndrome and | alcoholic dementia P < 0-01**; P < 0-05*; t-test 


IQ and. the ET ар зсогез аге presented 
in Table VI.’ 

: Verbal skills are Бева preserved than those 
of performance, and there is a small overall 
verbal-performance discrepancy. It can be seen 
that acute-onset Korsakov’s syndrome. has a 
higher ‘mean IQ and that this is based on 
virtually all the subtests. 


Psychological assessment of alcoholic dementia 
Sixty-nine per. cent of patients were’ dis- 
orientated, the attention span was on the whole 
poor, and inforrhal and formal tests of memory 
were badly performed. The WAIS scores are 


presented along with those of Korsakov’s 
syndrome in Table VI. The mean IQ is below: 
normal, as are the scores on the subtests. 


Comparison of groups on intellectual performance | 
The mean IQ and subtest scores of gradual- 
onset Korsakov's syndrome and alcoholic de- 
mentia are similar, a finding which supports 
the clinical and prognostic investigations. The 
IQ of the acute-onset Korsakov’s syndrome is 
higher than both these groups. Statistical’ 
analysis between alcoholic dementia and' acute- 
onset Korsakov's syndrome revealed significant. 
differences in mean, verbal and performance 


we 
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IQ, ‘and ify the! following 'subtests—— vocabulary, 


digit span, picture completion, ‘similarities and object 
assembly. "There is'no obvious pattern discernible 
inthe subtests that distinguished the two groups, 
vérbal and''performance- items’ being. scattered 
throughout. Thé: main finding.is the fall in 
intellectual ability which: has' accompanied the 
‘development’ of both ‘alcoholic’ dementia and 
gradual-onset Korsakov’s ‘syndrome. An alter- 
native 'explanatioti for ‘these’ findings might 
have been that patients" with an-acute onset to 
their illness had' a higher premorbid ‘intelli- 
‘gerice.’ The’ numbers involved ‘ made ‘this un- 
likely, and .a superficial examination -of the 
early - occupational ` ‘history! of members. in 
each į up gave “no РОВ" to any! inherent 
differences i in IQ. 


; Discussiok 


ага 


"Leaving: aside ‘the implications of the pro- 
posed: groupings of Korsakov's 'syndrome,: the 
present results can be compared with’ the 
findings of other àuthors.. Wall (1937), Hoch 
(1940) and Póllock: (1940) give figures for the 
incidence" of the ‘various types `of alcoholic 
‘psychoses. From’ these the’ following’ estimates 
for age of onset of-Korsakov’s syndrome, ‘its sex 
4hcidence"and the :drinking: history. of: patients 
can” Бе! derivéd. “The "corresponding figure in 
the present: study i is. given in parentheses. The 


‘age’ of onset: is. 51 *(55), "the- sex. incidence is , 
. sufficiently to be able:to work; Moll'(1915) 


amir f (4m: $£); arid: the"drinking history 
18 28 уёагз (16). Presenting symptoms have not 
been: systematically * “studied, Cand : the’ ‘ best 
information on this‘point is giveit’ by Korsakov 
himsélf, who described three: vmodes" of - pre- 
‘sentation: mood change, confusion and memory 
defect. The preserit acute-onset cased probably 
correspond in the main to those with confusion, 
while the gradual-onset- cases are ‘related~ to 
“those ‘with mood: change or mémory defect in 
Korsakov’s series. The physical’ stdte of the 
group indicates that just over half the patients 
had an associated Wernicke's' encephalopathy. 
Victor et al (1971) А studying’ "thé condition 
: primarily бот а ‘neurological poii of- view 
and in'a better position: to-collect acute’ Cases, 
report ‘the association in 96 per cent and go so 
far‘ as calling the disease’ “Wernicke-Korsakov 
ша The ‘discrepancy’- between. ‘their 
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findings- andi the present бриге оѓ: 54: ‘per: (ent. - 


-could -be attributed: to bias + towards: ‘chronic 
‘cases referred tó*ithe Bethlem/and’ Maudsley 
Hospitals, a- point which will Бе taken up: later. 
«Mood: change, typically. euphoria, ` giving' way 
«о, apathy, ‘was -very commomn"in this study. 
Such‘. abnormalities, although mentioned’: by 
‘Bowman and: Jellinek (1941) and Talland 
t(r965) are largely neglected by most authors. 


_ Persistent delusions and rarely auditory halluci- 


“nations found in the present study had already 


been temarked on by Когзакоу (1890), Chotzen 
-(тдоб) and Malamud and Skillicorn (1956) but 


‘forgotten by recent authors, ‘who have -tended 
'to' disregard all aspects except the failure. in 
: "memory. Summarizing the investigations' in the 
present series, thiamine metabolism is disrupted 
in all, liver function in only a minority, and ће . 
‘majority have a disturbance of their electro- . 
-encephalogram.: кни 

' -The prognosis of Korsakov’s Т is 
“generally regarded as poor. There have how- 
'éver, been quite different: estimates: ‘of- the 


_ chances of some recovery of cognitive functions, 
‘with ‘figures ranging 


from zero to'74 per cent. 
-Malamud and Skillicorn (1956) found: no 
"improvement in 70 cases followed for’ four 


‘years; Jolliffe et al (1941) found that only one 


-of their 12 cases was better ‘despite adequate 
vitamin replacements. Siebert (1933) claimed 
that 50 per : cent ‘of :57 "patients "recovered 


found that two-thirds of his had achieved some 
‘degree ‘of improvement; Victor et al: (1971); iÐ- 
` the most comprehensive study of all, discovered 
“that of 104 ‘patients followed for five years-21 per 
-cent recovered completely, '28 ‘per-cent showed 
-significant "improvement and' 25 per"éent: were 
"slightly improved. The. présent study etiphasizes 
-the gloomy ovérall prognosis | but points ‘out the 


E ‘factors which determine outcome, “a‘problém 


"which no previous ‘author’ has tackled: Para- 
: doxically; the longer the’ presenting symptoms, 
the better the Subsequent course. Belonging ‘to 
гап older age group, being female and hàáving'a 
‘shorter. drinking history were ‘other favourable 
factors. These items were not indepéndent ‘of - 
each other, and in“view: of the small! numbers 


"involved it is not- clear wa is a -were 


predominant». | . «7 
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Relative neglect of the condition of ‘alcoholic 
dementia’ meant that information with which 
to compare the present 13 patients was not so 
plentiful. Wall (1937), Hoch (1940) and Pollock 
(1940) do give some figures for the age, sex and 
drinking history of patients with ‘alcoholic 
deterioration’. Horvath (1975) regards this 
term as merely implying milder changes than 
th8se seen in ‘dementia’ and they can therefore 
provide a comparison with the present patients 
(figures shown in parentheses). The age given is 
46 (60), the sex incidence 1 m: 1 f (5 m: 6 f) 
and the drinking history is 25 years (23). There 
is good correspondence except on the factor of 
age. Horvath (1975) studied the clinical and 
prognostic aspects of 100 patients with ‘alcoholic 
dementia’. Reversing the trend to ‘overdiagnose’ 
Korsakov’s syndrome, which he had criticized, 
he includes this condition merely as a sub-group 
of 20 patients. He does not give separate figures 
for the remaining 80 patients with ‘alcoholic 
dementia’ but found that in the entire group 
dyspraxia (56 per cent), dysphasia (22 per cent) 
and perseveration (25 per cent) were common. 
None of these was present in the author’s series, 
and to explain this one has either to assume that 
Horvath's patients were more severely affected 
or that he included unwittingly some with a 
presenile dementia and unrelated alcoholism. 
Only 14 per cent of his patients improved and 
only 4 per cent achieved abstinence. In the 
present study two-thirds improved. 

The separation of two groups of patients 
from those originally labelled as Korsakov’s 
syndrome is one significant finding which has 
emerged from the study. These groups differed 
in the mean age of their members, their sex 
composition, the length of presenting symptoms, 
their outcome and the performance on a stan- 
dard intelligence test. The group in which the 
illness had developed rapidly was larger and 
conformed to the conventional picture of 
Korsakov's syndrome, with preservation of in- 
tellectual functions and a high incidence of 
abnormal neurological signs characteristic of 
Wernicke's encephalopathy. Men predominated 
but women were still represented to a greater 
extent than would be expected from a know- 
ledge of their susceptibility, relative to men, to 
alcoholism and its acute psychiatric complica- 
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lions. On average, women developed the 
syndrome after a drinking history, half as long 
as that recorded from men. Persistent paranoid 
delusions and ‘isolated delusional ideas’ (possibly 
the remnants of earlier confabulation) were a 
feature of this group. Hallucinations disappeared 
as the acute stage subsided. There is no осей 
to propose associated cortical damage in those 
with persistent delusions; in fact, the higher 
incidence in the acute-onset, intellectually- 
preserved group is evidence against this. The 
mechanism responsible could be the failure to 
extinguish the traces of misinterpretations made 
during the acute stage. This group had a poor 
outcome. Only 14 per cent had a return of 
sufficient cognitive functions to allow an exis- 
tence outside of hospital or sheltered accbmmo- 
dation. No further deterioration occurred, the 
urge to drink disappeared and patients survived 
in hospital for as long as 25 years after the 
coded admission, succumbing eventually to 
unrelated illness. 

The second group of patients, smaller than 
the first, was predominantly female and older 
by one decade that the first group. The outcome 
was more favourable. Two-thirds remained 
outside hospital for the larger part of the 
follow-up period. Some pursued a course with 
relapses and remissions and required short 
hospital stays. ‘The majority continued drinking. 
Intellectual functions were impaired and their 
EEG was abnormal in contrast to, the former 
group. A substantial number (41 per cent), 
but fewer than the first group, had physical 
signs of subcortical damage. Although the 
mean length of the drinking history was no 
different from that of conventional Korsakov's 
syndrome, this was an artefact of the greater 
proportion of women (who had a shorter history 
than men in both groups) appearing in the 
gradual-onset group. When the drinking history 
was examined for each sex alone it was evident 
that both men and women had been drinking 
for longer than had their counterparts with 
conventional Korsakov's syndrome. 

The nature of this second group was partly 
clarified when the patients labelled as ‘alcoholic 
dementia’ were studied. This third group was 
similar to gradual-onset Korsakov’s syndrome 
in all the features which had distinguished the 


2 


JOHN CUTTING 


two groups"of Korsakov's syndrome—age, sex, 
mode of presentation, outcome and intellectual 
functioning—and differed significantly on these 
same features from the conventional syndrome. 
The conclusion was therefore drawn that 
‘alcoholic dementia’ and ‘gradual-onset Korsa- 
kov’s syndrome’ were one and the same clinical 
entity. There remained the problem of what this 
combined group should be called. Several 
labels were considered. ‘Dementia’ carries the 
implication of progressive deterioration in brain 
function. The majority of patients actually 
improved, others remained the same, and none, 
as far as could be determined developed the 
further deficits of, for example, aphasia or 
apraxia. This term is not, therefore, altogether 
appropriate, but may have to be retained for 
the lack of any more suitable alternative. 
‘Chronic alcoholic deterioration’ is a fairly 
neutral term and as such does not illuminate 
the clinical picture. It could be argued that a 
proportion of the cases were examples of a 
‘subacute confusional state’. On some саѕе- 
notes this diagnosis actually appeared secondary 
to one of Korsakov’s syndrome, but it is not 
clear what placé this holds in the group of 
alcoholic psychoses, unless it is to be regarded 
as a prolonged episode of either delirium tremens 
or Wernicke’s encephalopathy. 

Before embarking on a final formulation of 
the possible relationship between Korsakov’s 
syndrome and ‘alcoholic dementia’ some limita- 
tions and possible bias in the study should be 
discussed. A general criticism is that the study is 
essentially a retrospective analysis of case-notes. 
The advantages of prospective studies in medi- 
cine are well-known, but in a condition where 
the annual admissions to a large hospital number 
only two or three this is not practicable. 
Secondly, the admission procedure to the 
Bethlem and Maudsley Hospitals for part of 
the period covered in the study favoured the 
inclusion of chronic cases. Patients were often 
admitted from the local observation ward a 
week or more after their first contaci with 
psychiatrists and those with short-lived illnesses 
were thereby excluded. This bias is confirmed if 
one compares the ratio of acute alcoholic 
psychoses to Korsakov’s syndrome in the present 
study with figures given by other authors. In this 
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study the ratio was 2 : 1 and in the three surveys 
mentioned earlier figures quoted are 8:1 
(Hoch, 1940), 6: 1 (Pollock, 1940) and 3:1 
(Wall, 1937). This, of course, assumes cross- 
cultural and diagnostic uniformity, which may 
not be the case, as all three studies were Ameri- 
can. Thirdly, a number of acute cases of 
Wernicke’s encephalopathy would have been 
seen by neurologists and only referred” to 
psychiatrists if they failed to improve rapidly. 
The pesent figure of 14 per cent as the improve- 
ment rate in ‘conventional Korsakov's syndrome’ 
may therefore be an underestimate of the truth. 
This bias would also have affected the relative 
proportion of cases with either of the two modes 
of onset. The ratio of ‘conventional Korsakov’s 
syndrome’ to the combined group with a 
gradual onset emerges as 5 : 6 in the present 
study. Although Horvath (1975) gives a figure 
of 1 : 4, there is close agreement amongst other 
authors: 3:1 (Hock, 1940), 2:1 (Pollock, 
1940) and 3 : 1 (Wall, 1937). 

These limitations, although having an 
effect on relative indices, do not detract from 
the general finding that separation into two 
groups is possible. The hypotheses laid down at 
the beginning have each been supported. 
Korsakov's syndrome, as diagnosed by psy- 
chiatrists in a major teaching establishment, is 
not homogeneous but contains one group of 
patients with intellectual deterioration and a 
different epidemiological and prognostic profile 
from the main body of patients. This group 
resembles cases diagnosed as ‘alcoholic 
dementia’, in which intellectual decline is 
characteristically seen. 

The following categories of chronic organic 
mental disorder in alcoholics are tentatively 
proposed, taking into account evidence in the 
literature and the findings in the present study. 


(1) Subclinical psychological deterioration. Careful 
psychological testing in the majority of alco- 
holics with a drinking history of more than 15 
years will reveal deficits in at least one area of 
cognitive functioning (Brewer and Perrett, 1971; 
Jones and Parsons, 1971; Tarter, 1973). 


(2) Korsakov's syndrome. Superimposed on this 
background of mild cognitive dysfunction there 
may appear an abrupt and clinically recog- 
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nizable ' ‘syndrome: ‘whose :dévelopment' owes 
. much to thiamine deficiency and whose clinical 


picture, when ‘an initial confusional: state: Наз. 


subsided, is ‘characterized ‘by’ a fairly: ' pure 
disorder of memory without major intellectual 
"deficits except -those common: to all chronic 
alcoholics with a comparable: drinking history. ғ 


' Xa) "Alcoholic dementia ör ‘accelerated psychological 
- deterioration’: Sonie patients , present, a "picture 
which resembles Korsakov’ s syndrome i in many 
* respects and is frequently diagnosed ` as such. 
However; its gradual development, its relative 
indépendencé of nuititional füctors, a longer 
drinking history, Ње. аре апа ѕех composition, 
and most of all ‘the’ intellectual decline which i is 
evident, justify і its status as separate from Korsa- 
kov’s syndrome. Some degree | of recoyery is the 
rule rather, than the exception. Although ‘the 
condition шау. not ‘be homogeneous, the author 
proposes - o ‘regard ‘at, least some members of 
the group as "showing ‘accelerated cognitive 
dysfunction’, ‘more ‘severe in ‘degree but not 
different in nature from that which accompanies, 
the majority ‹ of chronic alcoholics with a lengthy 
drinking history. In this sefise, it is the clinical 


expression of the subclinical psychological deter. 


oration of category 1. Concerning ihe continued 
use of the word ‘démentia’, the author has no 


strong views. It serves to emphasize the global: 


nature of the deficits but does not suggest the 
far ‘from gloomy ; ;outcorne. in some, ‘patients. 
The term. ‘accelerated psychological deteriorá- 
tion’ is, more. cumbersome but ; may confer a 
better understanding | of the problem. ud 


(4) Combined Ke orsakos* s syndrome and ‘alcoholic 
demenita’ . 
andi in that of Horvath (1975) for the idea-that, 
in addition to an accelerated intellectual decline, 

‘of cortical origin, patients may incur a thiamine 
deficiency and develop the pathological changes 
an the. mid- brain of Korsakov's syndrome. The 
40 per cent incidénce ofi eye signs in those with 
gradual-onset Korsakov’ s syndrome , (36 per 
-Cent in Horvath’s group not specifically labelled 
as Korsakov’ з syndrome) suggests that this may 
* be true. EN ESSERE US 


о; (5)- “Subacute confisional state." There’ may ‘exist 
&:group"of cases for whom this label-is appro- 


priate. In proposing this; one would ‘need: tö 


‘There is:some support;in this study 


THE RELATIONSHIP BETWEEN KORSAKOV’S SYNDROME AND ‘ALCOHOLIC DEMENTIA’ 


‚азайт: ‘the? 'actiói * of" some pathogenic factor , 


other ‘than the high ' blood: alcoho! ‘level ‘over 
long' periods‘proBably responsible fo? faccele- 
rated psychological deterioration: The only ‘two 
identified id this ` context are withdrawal. or 
relative ‘withdrawal; ‘regarded’ by Isbell'et ‘al 
(1955) as: responsible for’ delirium trémiens, and 
thiarhine deficiency; which results in Wernicke'9 ' 
encephalopathy. The fotrner : condition. lasts 
only’ a few’ days in-most instarices and ‘thé latter 
18 believed by Victor et al (1971) to have cleared: 
or ' progressed ^ to Korsakov's syndrome - by: two Я 
months: "The only place for ‘a’ "subacute'con- .' 


· fusional state’ in-this scheme is às à ‘description 


of those cases which-resemble either of these 


two conditions’ but in’ which resolutjon ‘is: 


delayed beyond the usual period. A-small num- 
ber of patients in the present study, insufficient 
to disturb the homogeneity of the‘ шшш 
group, probably fell within’ this- “category. d 


` For апу, ‘chronic "alcohols the chances of 
developing one of: these types of cognitive, impair: 
ment.is probably, ‘determined by, a- variety’ of 
factors. Among these are the extent and pattern 
of drinking, nutritional deficiencies, ‘and periods 
of absolute or relative withdrawal from alcohol. 
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Inheritance of Alcoholism in Adoptees* 


By REMI J. CADORET and ANN GATH 


SUMMARY Among 84 adoptees, 18 years of age and older, separated 
at birth from their biological parents and without further contact with 
them, alcoholism was found more frequently in those whose relatives 
included an individual with alcoholism or in whom heavy drinking 
had been noted. Adoptee alcoholism did not correlate with any other 
diagnosis in a biological parent. 

Childhood socialized conduct disorder was significantly higher in 
those adoptees who later received a diagnosis of alcoholism or suspec- 
ted alcoholism, and was positively, but not significantly, related to 
heavy drinking or alcoholism in parents. 

Age of adoptee, time spent in foster care, age of biological mother at 
the time of the birth, socio-economic status of adoptive home, psycho- 
pathology other than alcoholism in the biological background, and 
psychiatric or behavioural problems in the adoptive family (parents 


or sibs) were all unrelated to adult alcoholism in the adoptee. 


Introduction 


The mode of inheritance of alcoholism is still 
a lively and unresolved topic (Cadoret, 1976; 
Goodwin, 1976). Adoptee studies have proven 
of value in answering the question of nature 
versus nurture in the inheritance of psychiatric 
conditions (Crowe, 1975; Rosenthal, 1970). 
Among these studies are two of adopted-away 
offspring of alcoholic parents. The first reported 
no increase in alcoholism in adoptees taken 
from alcoholic parents (Roe and Burks, 1945). 
However, the second showed that alcoholism, 
rigorously defined, was higher in male adoptees 
whose biological father was alcoholic (Goodwin 
et al, 1973). Further analyses from the same 
study have shown that the alcoholic adoptees, 
when interviewed as adults, reported more 
childhood symptoms of disorders of conduct 
than a control group of adoptees (Goodwin 
et al, 1975). This finding raises the question 
. whether the various conduct disorders of 


* This rescarch was supported in part by the Iowa 
Mental Health Research Fund and by the University of 
Iowa College of Medicme Research Committee. 
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childhood and adolescence precede alcoholism 
in adulthood. 

The present study, essentially an adoptee 
study as described by Rosenthal (1970), was 
designed to correlate childhood behaviours with 
later life diagnoses of alcoholism and to study 
the relation of biological parent diagnosis to 
childhood and adult behaviours in adopted- 
away children. Analyses of other data from the 
present adoptee study have already found a 
significant association of childhood hyper- 
activity with alcoholism in biological parents 
(Cadoret and Gath, in press). 


Sample seleciion Methods 


Adoption records from the Iowa Children’s 
and Family Services Agency of Des Moines 
from 1939 through 1965, inclusive, were 
examined for adoptees meeting the following 
selection criteria: (1) one or more of the 
biological parents had a psychiatric condition, 
or showed behaviour consistent with a psychia- 
tric condition; (2) the adoptee was separated 
at birth from the parent(s); (3) there was no 
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further contact with biological relatives; (4) the 
adoptee was placed eventually in a permanent 
adoptive home. 

In all, 1,646 records were searched and 190 
adoptees found who met these criteria. Such 
children we designated ‘Experimental’ (E). 
For each E adoptee we selected a control or 
C adoptee who met al of the above criteria 
except for the first. G adoptecs were matched 
on: age, sex, age of biological mother at the 
birth, and time spent in foster care prior to 
permanent placement. A total of 194 C adoptces 
were so selected (4 cxtra controls were included). 
Letters explaining the study and requesting co- 
operation were sent to 384 E and C adoptive 
families. 

Thi? study will deal only with the adult adop- 
tees (age 18 and older), so we shall describe this 
subsample completely. 

From the 384 E and С adoptees 173 adult 
adoptees were identified by the initial record 
search described above. Of these, 18 (10 per 
cent) could not be located. Fifly-seven adoptive 
familes (legal parents) refused to co-operate in 
the study, and thcir refusal led to our taking 
out of the study an additional 14 adult adoptces 
who had been originally matched to their 
adoptive offspring, The families of these 14 
were never contacted, so we have no idea how 
many would have refused. Accordingly, we 
compute adoptive parent refusers as 57 of the 
141 families who actually were asked to parti- 
cipate (40 per cent). 

Thus, 84 adoptive parents, usually the 
mother, were interviewed about their adoptce, 
and asked for permission to contact and inter- 
view him or her. If they agreed, an explanatory 
letter was sent to the adoptee and written 
permission obtained for a telephone interview. 
A total of 45 adoptees were so interviewed, 
giving a refusal rate of 46 per cent. 


Determination of sample bias 

Unfortunately, we were unable to interview 
refusing adoptive parents or their adoptees to 
determine sample bias directly. However, we 
did have demographic information about the 
adoptees, including biological background data. 
Dealing first with the 57 adoptive families who 
refused to co-operate, and comparing their 
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characteristics with the 84 who did, we found 
no differences in the following variables: (1) per- 
centage of sample composed of E or C adoptees; 
(2) adoptee sex ratio in each sample; (3) ages 
of adoptees; (4) ages of biological mother at 
time of adoptee birth; (5) type of diagnoses in 
the E adoptee’s biological background. Thus, 
both refusers and co-operators look similar, and 
there is no evidence that having an E adoptee led 
to a greater rate of refusal by adoptive parents. 

Likewise, among the adoptees the 39 refuscrs 
and the 45 co-operators were not differentiated 
as groups by any of these 5 variables. 


Interview of adoptees and adoplive families 

Each co-operating adoptive family was inter- 
viewed by a research assistant who was blind as 
to E or C status of the adoptee. Adoptive parents 
were administered a structured questionnaire 
of approximately 150 items dealing with physical 
development, health, and behavioural adjust- 
ment including drinking and drug-taking 
behaviour. 

Lach adoptee was given a structured inter- 
view containing items about symptoms of the 
following adult psychiatric conditions: alco- 
holism, drug abuse, antisocial personality, 
unipolar and bipolar affective disorder, hysteria, 
anxiety neurosis, obsessional neurosis, and 
schizophrenia. 


Diagnosis of psychiatric conditions 


А. In biological parents. The adppiien agency 
record contained evidence of variable quality 
of psychiatric problems in biological families. 
Sometimes hospital, reformatory or other insti- 
tutional records were on file; in other cases only 
vague remarks alluding to behavioural pro- 
blems. Because of this variability, diagnostic 
criteria of quality equal to Feighner’s could 
not be used. The criterion for diagnosing 
alcoholism was chosen as: 


two or more social or medical complications 
(as defined in Feighner criteria) associated 
with alcoholism; or hospitalization for de- 
toxification. Individuals who had only one 
social or medical complication of alcohol or 
‘who were described as ‘heavy drinkers’ or 
‘drinks too much for own good’ were termcd 
heavy drinkers. 
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social personality, or mental retardation, can be 
found in Cadoret.and, Gath (in press), -, 


Diagnoses, were ‘made. ‘by a: psychiatrist 


(R.J.C.), who was blind, sto нр; din pthe 


adoptees: TET : beds atr ent. 
B.iIn adoptees. Childhood: psychiatric diagh ed 
мее made by. а: ‘child psychiatrist's’ (A: б.) 
applying the 1СЮ-9 ‘criteria (Rutter: ét: al; 
1975) to data from the adoptive’ parent! inter- 
view. Information from the adoptees themselves 
was not available in making. these diagnoses. 

-Adult psychiatric diagnoses based.on Feighner 
criteria (Feighner et al, 1972) were made with; 
out knowledge of thé Biological parent Оп all 
adoptees 18 or'ovér. Diagnostic information was. 
obtained from both the’ adult ‘adoptee interview 
айа the “adoptive parent” interview. ‘In’ the 
Feighner criteria ‘for’ alcoholism, ее of four 
different’ aréàs of alcohol-rélated’ ‘probléins ‘must 
be positive’ for/a ‘diagnosis · of definite alcoholisin’; 
when'two areas are positive the individual ‘i is 
termed a probable alcoholic. If only ori£ afea i is 
positive; ‘ho’ alcohol-related diaghosis lig given: 

Шш шан adult’ diagnidses the coricépt , of 
` primary‘ ahd’ secondary psychiatne: conditions 
was applied (Robins and Guze, 1972). Follow: 
ing “these authors’ ' defihition;‘aléohélisrh із 
termed ргїїйагу if it occurs without other ‘adult 
psychiatric conditions; if other “psychiatric 
conditions are present, and. „precede, the alcoy 
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holsm in time then Alcoholism is fermed 


secondary. " 


ы Як 1 
ia Hs s ado repite юнь p. он, 
йи йай; TR MES О КОКУ UTR 
i. Socio-economic;status of donay families was 
азаа from the legal father’s profession-or 
type; of iwork. А: pom scale-was1sét up as 
follows: bein ө, i y 0,70 pora aT 
ur = Major: Бока (ш executives, 
E proprietors: s vio so soj à 
4.2 = Business: .,, managers, »,. proprietors ..: of 
| RP medium-sized , busirtésses, r -lesser pro- 
-ah fessionals . (y. Perg: efor d 
3 = Administrative, Беклан ашай busi- 
so: n messes, minor, professionals, farm owners 
..4.— Clerical, and sales workers, technicians, 
E ‚‚ owners of small businesses. ar ч 
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5 = Skilled manual employees, small тй. 
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INHERITANCE: OF ALCOHOLISM IN' ADOPTEES 
Criteria for diagnoses of affective disorder, antis 


6.5 = Machine operators and semi-skilled em- 
. .ployees, tenant farmers · ч 
= = Unskilled сарона share: ки 
САТ D ; 
Data mue ; 

‘To “assess ; the, Р of: noelo 
between adoptee and. biological parent diagnoses 
ме use x? or the- Fisher exact test, wherever 
appropriate ..(depeuding on, sample , size; and 
smallest. expected : values): , Probability: values 
from. ;y* analyses are  two-tailed;. those from 
Fisher's exact: test are, one-tailed:, The- results 
from; Fisher's exact tests аге: multiplied-by-2 їп. 
order, to approximate two-tailed probability: 
For.. multiple regression. analyses а ,-package - 
see ang program SAS,* was utilized., :: +, , 
myi ae Wi ta ott oa p nt Saut D 


Datos uot Results ^de NL oP 


Primary alcoholism and. biological Background ' 

: Table I. ‘shows the: biological background, 

adult, diagnosis, ‘and-some demographic data, of 
adoptees in every , case ‘where alcoholism ог 
heavy , drinking was. diagnosed, in biological 
parents and/or, alcoholism: wasi: diagnosed in 
adoptees. The remaining adoptees | and ; parents. 
had diagnoses other than alcoholism: Among the 


; 84 E, and C adult- adoptees,,, 9. were definite 


primary, alcoholics by Feighner, criteria. Table I, 
top portion, shows ‘some of the characteristics 
and; ; background , of these alcoholic, adoptees., 


‘In ‘the analyses. which, follow, male, and, female - 


adcptees are considered together, because of, the 
very small.sizes of the samples. Among. | 

biological. parents « of the Е adoptee’ group, were 
6 who. меге diagnosed. as having an alcohol ' 
problem: by,, the. criteria.igiven for biological s 
parents in, the Methods section, 2 were alcoholic 
and the, remainder. were, heavy, . drinkers. The 
incidence , of alcoholism in, adoptees, from the 
biologic alcoholic. or heavy drinking parents is 
thus 2/6; the only other ' alcoholic adoptee 
comes from a C parenti pair (Table T, line 4): 
Because the remaining 34 С adoptees amd 144 
adoptees from. „parent ‚pairs with, psychiatric 
diagnoses other. than alcoholism. showed: ‘similar 
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0/44'.respectively),.the two groups; were -com- background’ versus 1 178 in, the. cotparison 
bined into`one: comparison ‘group оѓ. 78. іа this group. ‘This ‘difference is significant. about the 
and: following 'analyses.: .We then have : 2/6 · 3 per cent, level: (one-tailed Р, = :013 by Fisher;s 
incidence of eleonolign i in children. of alcoholic exact test). fs we include adoptees Ро d 
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alcoholism, the one adoptee with this diagnosis 
also comes from an alcoholic biological back- 
ground (Table I, line 1), so that we have a 
combined incidence of probable or definite 
alcoholism in the 6 adoptees of biological 
alcoholic or problem drinkers of 3/6 versus 1/78 
in the comparison group.’ This difference is 
significant about the 1 per cent level (one-tailed 
P = :007 by Fisher's exact test). 


Secondary alcoholism and biological background 


As a secondary diagnosis, there are 6 adoptees 
with a diagnosis of definite alcoholism and one 
with probable alcoholism (Table I, second 
section). Not one of these 7 adoptees is from 
biological parents with an alcohol problem. 
Secondary alcoholism in adoptees does not 
appear to be associated with any particular 
psychiatric diagnosis in the biological parent. 
However, alcoholism and depression had been 
specially noted in the families of the adoptees’ 
biological parents (Table I, second column). 
Six families with alcoholism in second-degree 
biological relatives were found, mostly in the 
male parent of the biological mother. The 
incidence of secondary alcoholism in the 
adoptees from the 6 families with alcoholism in 
only secondary biological relatives (Table I, 
middle and’ bottom sections) is 3/6 versus 4/78 
in the comparison group. The difference is 
significant at the 1 per cent level (one-tailed 
P = -007 with Fisher’s exact test). 

The results of the entire study become more 
striking if one looks at the association of alco- 
holism in first- or second-degree biological 
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relatives and primary or secondary alcoholic 
diagnosis in adopted-away offspring. Combining 
data in this way we have an incidence of 6/12 
alcoholic diagnoses in the families with alcoholic 
background versus 5/72 in the comparison 
group. The contrast is significant at the o-1 per 
cent level (one-tailed P = -0006 by Fisher’s 
exact test). 


Childhood psychopathology, later-life alcoholism, 
and biological background 


A childhood diagnosis was made in 20 of the 
84 adoptees. The commonest psychiatric diag- 
nosis was conduct disorder in 12 cases (її 
socialized and 1 unsocialized conduct disorder). 
Remaining diagnoses were of several different 
types: 4 adjustment reactions with cénduct 
disturbance, 2 with hyperactive syndrome, and 
the remaining 2 with specific emotional reactions 
of childhood. The 12 conduct disorder diagnoses 
were the only ones to correlate with later life 
primary and secondary alcholism, as shown in 
Table II. The most striking finding is that 3 of 
the 4 adult primary alcoholics received a 
childhood diagnosis of conduct disorder (Table 
П, top line). 

Thus there is a significant correlation between 
having primary alcoholism as an adult and 
childhood conduct disorder. 

The evidence is not as clear for a relationship 
between conduct disorder and a biological 
background of alcoholism. Of the 12 adoptces 
with a biological background of'alcoholism in 
first- or second-degree biological relatives, 4 
have a conduct disorder; the incidence of 


ТАВІЕ II 
Correlation of childhood socialized conduct disorder and adult diagnoses 


Primary alcoholism Other adult diagnosis 





No adult diagnosis 





М=4 


No. (9%) with socialized conduct 
ME 3 (75%) 


disorder 


Secondary alcoholism 





N=7 
No. (%) with socialized conduct 
disorder i 1 (14:296) 











N — 37 N — 43 
7 (18:976) 2 (41776 
Other adult diagnosis 
(exclude primary No adult diagnosis 
alcoholics) 
N = go М№ = 43 
6 (20%) 2 (4°7%) 
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- conduct .disorder ір, the remaining: adoptees is 
8/72: This difference i is not significant (one-tailed 
gere = 064 with Fisher's. exact test). 


The effect of posible confounding ндый i 
. Мапу. factors have been found to -correlate 
with alcoholism.*The probability of an alcohol 
diagnosis increases with age (Amark, 1951) and 
. heavy, drinking ; and its consequences are more 
prevalent in lower socio- economic families 
'(Cahalai and.- Gisin, 1976). The. effect. on 
drinking of the adoption variables ‘mentioned 
above (age of adoptee, age of biological, mother, 
etc) is not documented. 2 
- In order to test for and control these and other 
possible confounding variables we did a multiple 
régression with : primary‘ and secondary 'alco- 
‘holism, in adoptees ás the dependent" variable 
and as, independent variables the following: 
-(r) adoptee current..age; (2) age at adoption; 
(3) age of biological mother; (4) socio-économic 
státus of the adoptive family; (5) the biological · 
background of the adoptee (whether ‘or not ` 
- alcoholism or an alcohol problem. existed ina 
_first or second degree relative) ; (6) the presence 
` Of a psychiatric ‘condition in both maternal and 
.paternal biological parents Qr their families; 
(g) the presence, of, a psychiatric, or behaviour 
. problem in a sib (in.' adoptive. family) ; and 
(8) ‘the presence of a psychiatric or behaviour 
problem її ап adoptive’ parent: The: last two 
variables were added. because of ‘the, potential 
importance of such an: 'enyironmental factor as 
behavioural or psychiatric problems „in sibs 
‘and adoptive parents on the’ development of 
“alcoholism in the adoptees ‘analogous tò the 
effect found with 'antisócial behaviour by. 
Hutchings and .Mednick. (1974)... 
independent variable : to -achieve significance 
"with ‘all: of the ‘variables in the’ regréssion 
equation was the (alcoholic) biological’ back- 
ground of the adoptee (“Р test of the hypothesis 
that the coefficient of this term in the multiple 
regression: equation. was © із. 4.56, df = 74, 
P < :001). Thus, it appears that in these data~ 
there: is little--support for the possible con-, 
founding variables named above, and biological ` 
background of alcoholism in first- or second- 
degree relatives emerges as the significant 
predictor of adult alcoholism. 
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1 КО Discussion: ned Tonus sil 
: The “correlation: of alcoholism,- лп, adoptees 
\with an, alcoholic history. пе, biological 
parents” suggests the importance of. genetic 
factor, This; conclusion. seems. especially.-war- 
: anted , An.view of.the, design, of, the:.study, 
Which. minimized behaviour: learned from those 
parents. Adoptive parent expectation. wag also 
‚а minimal. factor. Only. one, adoptive ; family 
knew ‚ОЁ. the background of alcoholism in the 
natural parents. of their. ;adoptee, and this 
: adoptee turned: out to be a primary alcoholic. 
. None of ther other, adoptive, families, was .aware 


of an, alcoholic background, and the correlation 


4found. , between. biological . background :and 
-adoptee alcoholism would. not. be _ materially 
affected by, removing one family, from .the 
„analysis. On the other hand,a lack: of effect,of 
athe adoptive environment is {suggested by the 
„facts that no -other alcoholism, was,reported in 
«the families where adoptees became alcoholic, 
апа that „there, were. several. families ; in the 
-comparison group where alcoholism,,in..an 
adoptive father was severe enough to, lead to 
‘divorce but was not associated with alcoholism 
in the adopteé.* In^only" one "home where an 
‘adoptee’ was diagnosed as x probablé alcoholic 
‘(Table I; middle section, last line) was there'a 
psychiatric problem: a sister had had chronic 
behaviour problems 'since childhood. This 
‘incidence of psychiatric ‘problems i in aibsi is no - 
different from that found in the" “comparison 
_ group- Additionally; the, multiple > regression 
-analysis» found';' no relationship : between the 
presence of a psychiatric or behavioural problem 
“in the adoptive family (parents or B and 
alcoholism in: the adoptee., .. 
It'is, unlikely that the alcoholism: in their 
' offspring was due їо some other factor in the 
biological parents, such as selective mating of 
alcoholic men with a particular type of mother. 
Four cut of 6 mates of our alcoholic fathers 
had some psychiatric diagnosis: 2 mental 


.retardates, І affective disorder, arid (x ‘with 


deviating pond traits 6) ‘Table I, 
, first column). 


je a at 


mal. diagnoses in general, aud deve: iis no 
evidence that they were. associated with 
alcoholism. Ag. m 
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The relationship of childhood conduct dis- 
order to adult alcoholism reported here is 
consistent with the findings of Goodwin et al 
(1975) and Schuckit et al (1970). The latter 
described an early life onset of apparently 
primary alcoholism in individuals who had 
many deviant traits of antisocial flavour. This 
raises the interesting question of whether one 
can even consider the primary alcoholics in this 
study who had childhood conduct disorder as 
‘primary’ in the sense defined in our Methods 
section. One interpretation of the data would 
be to dissociate from primary alcoholism the 
group of adult alcoholics who as children have 
had conduct disorder and who have no other 
adult psychiatric conditions (such as antisocial 
personality). The results in this paper support 
the contention of Cadoret (1976) that it should 
be possible to subdivide primary alcoholics into 
different personality disorder types. The ulti- 
mate validity of such a distinction will depend 
on further demonstration of different ante- 
cedents and eventual clinical outcome for such 
a group. 
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Psychiatric Out-patients in a Geographically Delimited Area ' 


By MARIANNE KASTRUP 


SUMMARY А three-month long study was undertaken of the utiliza- 
tion of the local psychiatric out-patient clinic by the geographically 
delimited population of Arhus, Denmark. 

Of the 307 males and 580 females contacting the clinics, 107 males and 
148 females were new referrals, corresponding to 1:25 males and 1-48 
females per 1,000 inhabitants 15 years or more, respectively. The ratio 
of treated females to males increased from 0-87 in the 15-24—year age 
group to 2:22 for patients 55 years or above. | 

Manic-depressive psychosis accounted for 43 per cent, followed by 
schizophrenia and other functional psychoses in males, and neuroses 
and other functional psychoses in females. The clinics collaborated 
closely with the in-patient facilities. Thus about 75 per cent were 
referrals from the in-patient clinics and 70 per cent of the discharged 


out-patients admitted. 


Introduction 


Utilization of psychiatric out-patient services 
in Denmark is markedly on the upsurge. 
According to thé Medical Reports of the 
National Health Service, the number of con- 
sultations at Danish psychiatric out-patient 
clinics increased from 15,733 in 1959 to 94,982 
in 1974. The number of treated patients during 
the same period rose from 5,126 to 22,116. 
These figures emphasize the importance and the 
well-established nature of out-patient psychiatric 
treatment in the Danish medical system. Yet 
attempts to analyse the characteristics of these 
patients as well as how their treatment fits into 
the overall pattern of psychiatric services have 
been few. Studies to assess the significance and 
need for such out-patient services were con- 
ducted by Rosen et al (1966) and NIMH (1974) 
in the US; by Kaeser and Cooper (1971), 
Kessel and Hassall (1971) and Johnson (1973) in 
the ОК; by Bille and Funding (1968) and 
Kastrup et al (1976) in Denmark. 

These studies also aimed at evaluating the 
importance and efficiency of out-patient treat- 
ment in reducing or containing morbidity. 
Prime requisites for such assessment are infor- 


mation concerning existing services and case 
registers. Denmark has had a cumulative 
nationwide psychiatric case register, operating 
since 1970 (Dupont et al, 1974), but out-patient 
information is not included. Prompted by the 
(Danish) National Health Service (1974) a pilot 
study was initiated to gather data on the 
facilities provided by psychiatric out-patient 
clinics. | 
The present report, based exclusively on ‘data 
collected in the pilot survey, analyses the use of 
local out-patient clinics made by a geogra- 


.phically delimited population and describes the 
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characteristics of the clinics in question. 


Material and Methods 


The pilot study covered the period 15 Septem- 
ber to 15 December 1975. The area under 
investigation was the municipality of Arhus, 
which on 1 January 1976 had a population of 
246,355 with 193,419 aged 15 years or more. 

Psychiatric out-patient services for residents 
of Arhus municipality are provided by the 
Psychiatric Hospital, Arhus, a former state 
mental hospital. In 1975 the total catchment 
area of the hospital—of which the area of 
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investigation forms a part—had about 500,000 
inhabitants 15 years old or more. In the same 
period the -hospital had. 717 ¿prescribed | beds 
and the affiliated nürsing-homes 387 beds. In 
the fiscal year 1975-76, the yearly пишер of 
admissions was 2,079. 

Three psychiatric out-patient clinics are 
located at the hospital: (a) a clinic closely 
affiliated with’ in-patient facilities, (b) a more ‘ 
free-standing clinic; aiming’ to treat patierits' 
without admission, but also treating a great" 
number of other ‘patients, and (c) a ‘clinic 
providing psychotherapy for. neurotic’ patients.: 
There is also an tout patient clinié for alcoholic 
patients at the hospital. © — 7 E 

No psychiatric out-patient clinic is affiliated 
with any of'the local géneral- hospitals. ' 

A certain number of psychiatric patients re- 
ceive out-patient treatment at sócial-psychiatric 
institutions located in Arhus, and a very limited 
number receive out-patient treatment outside 
Arhus municipality. 

A contact is defined as a face-to-face interview 
between one of the clinic personnel groups 
(psychiatrist, psychologist, social worker) and 
the patient or with relatives of the patients. An 
out-patient spell is defined as the period from 
the first visit at the’clinic following referral to the 
visit which ends treatment, due to a decision to 
terminate or failure to attend (National Health 
Service, 1975). 

The material of the investigation comprises 
all patients residing in Arhus municipality who 
during the period of investigation contacted 
either: 7 | 


. The out-patient clinic affiliated йш. the 
А Hospital, nS This group com: 
prised 612 cases. . 


2. The psychiatric consultations located at the 
same hospital. This second group comprised 
203 cases. 


The clinic for neurotic patients did not parti- 
cipate in the study, but referrals during’ the 
investigation period totalled 35 patients теден 
in Århus municipality. — , ^ 

Since a number of patients in the study dad 
begun out-patient treatment before 15 Septem- 
ber 1975 and a number were still under treat- 
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ment on 15 December 1975, the investigation 
may be characterized as a period-prevalence 


survey, including patients in treatment at th 
-beginning^of the period and new patients 


contacting the clinics during the period under 


- study. 


In Denmark, referrals to out-patient care 
usually come from general practitioners or 
‘psychiatric in-patiént departmiénts;" but also 


‘from other oüt-patiént clinics, ' ‘casualty wards 


or mediéál departments. After termination of 


“treatment ‘patients aré usually discharged toa 
` general practitioner “or'a psychiatric’ in-patient 
"department. ‘Referral and ‘discharge patterns 
' for psychiatric in-patient care follow the same 


line as illustrated by the information gent to 
the’ register (Dupont et al, 1974). 


t 


t Results ` 

"The distribution of treated patients according 
to age group and sex is presented in Table I. 
The 25-34 age group ‘constitutes a larger 
percentage of all treated patients and is also 
prominent in the background population due 
to the great number of educational institutions. 
The peak rate for males occurs in the 35-44 
age group and for females in the, 45-54. age 
group. The rate of treated females is greater. 
than that of treated males except in the 15-24 
age group with the ratio of treated females to 
treated males gradually increasing until age 65. 

Of the 815 treated patients, 265 patients were 
new referrals. In Table II these patients are 
distributed according to age group and sex. 


` TABLE I 
Treated out-patients according to age group and sex 


Males Females 

Age groups Rate/ . Rate/ 
% 1,000 % 1,000 

15-24 - 12:7 1:79 6-7 1:55 
25-94 33°9 4'45  19'9 4°73 
35-44 19:9 4:60 20-5 7:80, 
45-54 16:3 4°19 23°4 9°05 
55-64 10:4 2:90  I9:3 7:67 
654- 6:8 1-75 10:2 2:97 
N = = T 

Total 307 8:29 508 5:08 
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' Analysis of patient marital status (Table III) 
indicated ‘a significant difference between the 
sexes with a larger proportion of the single - 
‘being male and a larger: proportion of: the 
‘married and divorced: being female. However, 
-no difference betwéen the sexes was observed 
‚рег 1,000 single in the population but 2°25 
times more married women per 1,000 than 
“married men received treatment. For the 
divorced population female to male ratio 


amounted to 1-43. 


In Danish psychiatric institutions the classi- 
‘fication ofthe diagnoses corresponds to the 
ICD 8th revision. The diagnoses are here con- 
densed into 15 groups corresponding to Juel- 
Nielsen and Stromgren (1969). In Table IV 
the out-patients are distributed according to 
main diagnosis and sex: As regards the diag- 


.'TABLE II - 


New referrals according to age group and sex 




















Mei Males _ Females 

' Age groups Rate/ Rate/ 
e oe % 1,000 % 1,000 
15-24  .. 16-2 0:85 © Torr 0:68 
25-94 ... 91:6 1:58 18:9 1°31 
35-44 .. 20:5 1-02 22:9 2-48 
45754 14:5 1°42 19:6 2-20 

| 55-64 11:1 1:18: 15:5 1:80 
654- 6:0 0:58 18:5 1:15 

`+ Total " 


^ 
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The treated out-patients according to marital status 


Р "Males Females - 


Rate/ -Ratej 


96: 1,000., % 1,000 


4°74 96:9 4:89 


4B'9 
34°5 196 477 444 
Divorced 14:8 9'22 -17:2'19:14 
Widowed 2-9 g9'01 8:1 3-62 
re N = N = 
Total 307 505* 





* Three females had unknown marital status.’ 


T" ' ^ "Paste IV 
Treated out-patients according to main tad and sex 
" i А P Males, | Females | 
Age groups " . ^ '^ Rate/ ' Rate/ 
A m^ % 1,000 95 1,000 
Schizophrenia ү 19:2 0:63 5'9 0:30 
Manic-depressive | | 
sychosis 40:1 1:82 45:9 2°33 


Other organic 
choses 2:6 0-09 1°8 0-09 
Other functional 
psychoses 12:7 0:42 13.8 0-70 
Neuroses .. : 6:5 0:21 15:4 0:78 
Personality disorders 11:7 0:39 8-7. 0°44 
Other diagnoses . 7:20:24 , 77 0'39 
Total 307 3:29 508 5:08 


nostic assessment the diagnosis on discharge 
was used for the discharged patients and in the 
others each case was evaluated at the end of the 
investigation. 

‘In both sexes the most common main diag- 
nosis was manic-depressive psychosis, com- 
prising 44 per cent of all main diagnoses. Оп 
‘the other hand, considerable differences be- 
-tween the sexes are observed. Thus schizo- 
phrenia is diagnosed more than twice as fre- 
-quently in males, and manic-depressive psychosis 
and neurosis were diagnosed almost twice and 
almost four times as frequently among females. 
Senile and organic psychoses comprised a 
minor proportion of the patients treated, 
-showing , ue ева in the-rates of ths two 
sexes. ` 

А disse Бай according © clinic 
shows that at the clinic affiliated directly to the 
in-patient facility a larger proportion of the 
treated patients had manic-depressive psychosis 
or functional psychoses, whereas a larger pro- 
portion at the more freestanding , psychiatric 


-consultations suffered from neurosis or per- 


sonality disorder. Of the total group of treated 
patients 75 per cent were referred to the clinics . 
from in-patient facilities and only 15 per cent 
from general practitioners. Whereas this pattern 
varied only slightly between the sexes, it varied 
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widely between the clinics as the clinic for 
psychiatric consultations received 46 per cent 
of the patients directly from general practi- 


tioners, compared with only 4 per cent at the : 


clinic affiliated with the in-patient facilities. 
Almost two thirds of all treated patients had 
contact with the clinics before the present 
episode of treatment. 

eDuring the period under study, a total of 72 
males and 75 females from Arhus municipality 
were discharged from the clinics. These figures 
represent 0°77 per 1,000 males over the age of 
15 and 0:75 per 1,000 females over the age 
of 15. Р і 

At the out-patient clinic affiliated to the in- 
patient facilities, 69 per cent of the discharged 
patients were admitted to in-patient facilities 
immediately upon discharge. At ihe clinic for 
psychiatric consultations this was 24 per cent. 
In both groups, however, males tended to be 
discharged to the general practitioners more 
-frequently than females while females. werc 
admitted to in-patient facilities more frequently 
than males. E 

A total of 1,955 contacts took place during 
the period. Patient contacts, simultaneously 
involving two or more personnel groups were 
registered as two or more contacts to provide 
.a more adequate picture of the actual working 
-load of the clinics. The total numbers of con- 
tacts irrespective of their kind are presented in 
Table V. The average number of contacts 
‘during the period was 2:4 for both sexes. 

Of the contacts provided by the clinics 
psychiatric interviews constituted by far the 
largest number. Less than 10 per cent of the 
patients had no contact with a psychiatrist. 
That psychiatrists play a primary role in the 
out-patient treatment is also reflected by the 


TABLE V 
Treated out-patients according to number of contacts 
during the period of investigation and sex 

Number of contacts Males Females 

1 $a .. 123 uon 188 Ls 

2-5 .. 161 (52°4%) 295 (58-195 

6+ 23 (7:595) 25 (4°9% 

Total 307 508 


PSYCHIATRIC OUT-PATIENTS IN А GEOGRAPHICALLY DELIMITED AREA‘ 


fact that less than 10 per cent of the patients 
had any face-to-face contact with either a 
psychologist or social worker. 

Interviews with relatives alone or in the 
presence of the patient were infrequent. In 
3 per cent'of the cases the psychiatrist inter- 
viewed the relatives alone, which occurred 


'twice as frequently for male patients than female 


patients. Twelve per cent of the patients had 
participated in an interview with both the 
psychiatrist and relatives, this being the case 


-twice as frequently with female patients than 


male patients. Contacts between relatives and 
other personnel groups ‘were almost non- 
existent and further indicate how little relatives 
were involved in the therapeutic process. How- 
ever, it must be mentioned that the, study 


includes only clinic contacts and not visits paid 


to the homes of the patients. Such visits are 
made almost exclusively by psychiatric nurses. 
Discussion 

During the period under study 3:29 males 
and 5:08 females per 1,000 inhabitants received 
out-patient treatment at the participating 
clinics. These figures include patients already 
under treatment as well as new patients 
received during the three-month study period. 
New out-patients treated in those three months 
comprised 1:25 males and 1:48 females per 
1,000 inhabitants older than 15 years. Including 


patients referred and treated at the neuroses 


clinic increases these figures by approximately 
IO per cent. The number of patients discharged 
during the same period was 147, representing a 
discharge rate of 0:77 males and 0-75 females 
per 1,000 inhabitants 15 years or more. 
Arbitrarily assuming no difference in the 
consultation rate between the three-month 
study period and the remaining months of the 
year, it is calculated that approximately 5 males 
and 5:5 females per 1,000 inhabitants start a 
spell of out-patient treatment annually. The 
annual referral rate for the psychiatric out- 
patient consultation on the island of Samsg, 
Denmark, was 20 per 1,000 (Stromgren, 1968), 
whereas in Scotland it was 5:7 new patients 
per 1,000 (Innes and Sharp, 1962). In a borough 
of London it is reported to be 2:5 males and 
3:1 females per 1,000 inhabitants (Mezey and 
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Evans, 1971). In the US the figures are 4:6 per 
1,000 inhabitants in 1963 according to Rosen 
et al (1966). 

Approximately 3 per 1,000 inhabitants, males 
and females, terminate out-patient treatment 
during the same period. Over a one-year 
period Kastrup et al (1976) recorded a discharge 
rate of 4-1 males and 7-7 females per 1,000 from 
an out-patient clinic of a general hospital in 
Jutland, Denmark. 

A preponderance of women was observed in 
all age groups excepting those between 15 and 
24 years. Similar female preponderance among 
out-patients has been reported by a number of 
investigators (e.g. Kessel and Hassall, 1971; 
Mezey and Evans, 1971; NIMH, 1974). The. 
age distribution showed a low proportion of 
patients 65 years or more, while the same age 
group constitutes a larger in-patient proportion 
(Mezey and Evans, 1971; Kastrup et al, 1976). 
Low out-patients representation of the older age 
group was also reported in out-patient services 
in the US (NIMH, 1974) and in the pilot study 
of out-patient registration undertaken under the 
auspices of WHO (1973). 

.Since patients were grouped according to 
their age, the observed over-representation of 
single males may partly be due to the larger 
proportion of younger persons among males 
than among females. 

Five times as many urban residents received 
out-patient treatment as rural residents. Dis- 
tance and lack of transport may be the under- 
lying reason (Bille, 1963), though differences in 
psychiatric morbidity between urban and rural 
populations cannot be overlooked (Innes and 
Sharp, 1962). 

The pattern of contact varied slightly between 
the clinics. Psychiatrists seemingly play the 
central role in the professional team, carrying 
out most of the face-to-face interviews with 
patients and their relatives, particularly in the 
initial contacts. The WHO pilot study found 
that in most clinics it was customary for patients 
to be examined by a psychiatrist with other 
workers considered auxiliaries. The same report 
stated in consonance with the present findings 
that over a three-month period the majority of 
patients had no more than four contacts with 
the clinic. 
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Three diseases predominate among out- 
patients, namely manic-depressive psychosis, 
neurosis, and personality disorders. Many 
patients diagnosed in the present study as 
manic-depressive may reflect the tendency іп 
Denmark to use this diagnosis on relatively wide 
criteria. Further, owing to the close relation 
between in-patient and out-patient facilities 
large numbers of psychotics admitted to*in- 
patient facilities may be followed later in the 
out-patient clinic. The diagnosis of depressive 
neurosis is rarely used in Denmark; a certain 
proportion of patients diagnosed as manic- 
depressive might have been diagnosed :as 
depressive neurotic elsewhere. The relatively 
low percentage of neuroses may partly be 
explained by the presence of the neuroses clinic 
providing psychotherapy. 

In the Randers area of Denmark, Kastrup ' 
в al (1976) found that of the out-patients at 
the psychiatric department of the General 
Hospital about 15 per cent were diagnosed 
manic-depressive and 40 per cent neurotic. 
At the out-patient clinic of the local branch of 
the Psychiatric Hospital the corresponding 
percentages were 41 and 8. The diagnostic 
distribution of the first-mentioned clinic is more 
consonant with findings elsewhere. Kaeser and 
Cooper (1971) reported that neuroses accounted 
for 43 per cent, character disorders for 30 per 
cent and psychoses for 23 per cent of the 
diagnoses with similar results obtained by 
Shepherd et al (1966) and Mezey and Evans 
(1971). 

The present investigation emphasizes that 
psychiatric out-patient clinics should not be 
considered a homogenous group, and that a 
large number of patients utilize in-patient 
services as well. It has been suggested (e.g. 
Mezey and Evans, 1971) that out-patient 
treatment may replace in-patient treatment 
and that an increase of new out-patient 
referrals may prevent admission. However, 
Kastrup ei al (1976) found that despite an 
increasing out-patient activity the number of 
admissions did not decrease. It is probable 
that an increase in available out-patient ser- . 
vice attracts patients with previously unmet 
demands and who may need in-patient care 
as well. 
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Depression: Inside and Outside the Hospital Setting | 
By I. PILOWSKY and N. D. SPENCE ` ' 


Twenty general practice patients selected for treatment with tricyclic 
antidepressants were matched with an equal number of psychiatric 
in-patients who had been admitted to hospital for depressive illnesses. 
In order to assess their depressive status, the Levine-Pilowsky (LPD) 
questionnaire was administered to both groups. It was found that 
although patients from each setting reported the same degree of 
depressive severity, the pattern of their LPD responses differed 
significantly. Twice as many hospital patients were assigned to either 
Class A (‘non-endogenous depression’) or Class B (‘endogenous depres- 
' sion’) compared to the general practice patients, most of whom were 
classified as’ Class С (‘non depressed’). These results indicate the. 
importance of distinguishing between depressive severity and de- 
pressive classification when comparing patients encountered. outside 


the hospital setting with those who are in-patients. 


Introduction ` 

In view of the invariable flow of psycho- 
pharmacological data from.the laboratory to 
hospital to general practice, it is clearly im- 
portant to establish whether or not the psychia- 
tric syndromes treated in community' settings 
resemble those encountered in hospitals, since 
any consideration of the use of psychotropic 
agents in general practice must acknowledge 
the possibility that identical terms may be used 
to describe states that are in fact significantly 
different. т А | 

Of the psychiatric syndromes encountered in 
general practice, depression appears to be one 
of the most common (Popoff, 1969). Studies ‘by 
Fry (1954) ‘and Watts (1956) indicate that 
approximately one-third of patients attending 
their doctor with psychiatric problems are 
depressed. It is obviously important to ask in 
what ways, if any, the depressive symptoms 
presented by these general practice patients 
differ to those seen in patients who are admitted 
to hospital for depression. The purpose of the 
present paper is to report the ‘results of an 
attempt, using a depression questionnaire 
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(Pilowsky et al, 1969), to compare patients being 
managed for ‘depression’ both inside ‘and 
outside the hospital setting. It was expected 
that differences would be found between 
setting, in that hospital patients would manifest 
a significantly greater degree of depression than 
general practice patients, and would also be 
more likely to present depressive symptoms 
which constituted an ‘endogenous’ pattern. 


Method : 

Subjects for this study were 40 patients, all 
of whom had recently sought medical .advice 
for psychological distress. Half of these indivi- 
duals had presented to a suburban general 
practitioner and had been deemed depressed 
and suitablé for treatment with a tricyclic 
antidepressant, while, the other half were in- 
patients in the psychiatric ward of a general 
hospital and diagnosed as suffering from a 
depressive illness. Both groups were matched 
exactly for sex and marital status and as closely . 
as possible for age. The mean age of the general 
practice and hospital groups were 38-4 years 
and.37:8 years respectively, ^. <) : 
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All patients completed the Levine-Pilowsky 
depression (LPD) questionnaire (Pilowsky ¢t al, 
1969; Pilowsky and Boulton, 1970; Pilowsky 
and McGrath, 1970; Pilowsky and Spalding, 
1972), a self-administered instrument consisting 
of 57 Yes-No items. On thc basis of his responses 
to the LPD questionnaire, plus his age, a 
patient can be classified as either ‘non-endo- 
gettously depressed’ (Class A), ‘endogenously 
depressed’ (Class В), or ‘non-depressed’ 
(Class C). 

The responses characterizing Class A suggest 
a non-specific stress reaction of a depressive 
type. This includes patients who would pro- 
bably be classed as reactively or neurotically 
depressed unless the presence of other clinical 
features (e.g. personality disorder, psychotic 
decompensation) made an alternative diagnosis 
preferable. On the othcr hand, Class B corre- 
sponds to the pattern commonly described as 
‘endogenous’ depression. These patients report 
such symptoms as constant depression, retarda- 
tion, loss of libido, loss of appetite, poor con- 
centration, general insomnia, dry mouth, and 
loss of interest. Class С represents a non- 
depressed category which includes not only 
individuals who show little affective disturbance 
but also those depressed patients whose responses 
to the questionnaire resemble neither of the 
traditional patterns associated with Classes A 
or B. 

Finally, the LPD can be used to allocate a 
score out of 20 for severity of depression 
(Pilowsky and Spalding, 1972). Since the items 
that make up the severity scale are not at all 
used in the classification procedure, it is 
possible for some subjects to obtain a high 
severity score but to be classified as non- 
depressed (Class C), or to obtain a low severity 
score but to be classified as depressed (Class A 
or B). Thus class membership is an indication 
of depressive pattern rather than intensity. 


Results 
When the distribution of the severity of 
depression scores for general practice and 
. hospital patients are compared the hospital 
group obtains a mean score of 10:7 (SD 3:7), 
only slightly higher (t = 0-74; Р > +05) than 
the general practice mean score of 9-8 (SD 4-0). 


DEPRESSION: INSIDE AND OUTSIDE THE HOSPITAL SETTING 


The outcome of the LPD classification pro- 
cedure for patients in the two settings is pre- 
sented in Table I. Ás can be seen, differences 
emerge between the general practice and 
hospital patients in the allocation of class 
membership. Most general practice patients 
are assigned to Class С (non-depressed), 
whereas most hospital patients are classified 
as Class B (endogenous depression). Combining 
Class A and B, exactly twice as many hospital 
patients as general practice patients are assigned 
to this ‘depressive syndrome’ category. 


TABLE I 


Distribution of LPD class membeislup for ‘depressed’ 
general practice and hospital patients 











General 
LPD class membership practice Hospital 

Class A 
(Nonendogenous depression) 3 5 
Class B 
(Endogenous depression) 4 9 
Class C 
(Non depressed) 13 9 

N 20 20 


ee RR 
Combining Classes A and B, y: = 4:91; P < *05 


Discussion . 

Responses to the LPD questionnaire indicate 
that ‘depressed’ general practice and hospital 
patients (matched for age, sex, and marital 
status) report similar levels, but not similar 
patterns, of affective disturbance. It is interest- 
ing to compare these results with those reported 
by Blashki (1972), who found that depressed 
patients from the same settings obtained similar 
scores on the Zung rating scale but not on the 
Hamilton rating scale. 

In the light of the findings of the present study, 
it appears possible that the self-rated Zung scale 
used by Blashki failed to find any difference 
between general practice and hospital patients 
because it is predominantly a measure of 
depressive intensity. Its results were comparable 
to those produced by the LPD severity of de- 
pression score in the present study and are in 
keeping with Byrne's (1975) finding that the 
Zung and LPD measures of depression correlate 


significantly. 
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The observer-rated Hamilton scale, on the 
other hánd,- has been. found hot to correlate 
with the LPD severity scale (Levine, 1975), 
and it is possible that this is due, to the former 
instrument’s sensitivity- to qualitative aspects 
of the depressed patient’s condition, particularly 


those associated with psychotic depression ` 


(Hamilton and White, 1959). Any attempt to 
relate Blashki’s results to those of the present 
study points to the importance of the conceptual 
distinction between depressive severity and 
depressive classification. The LPD question- 
naire, which reflects this distinction, has been 
found to provide measures of class membership 
that share little common variance with patients’ 
scores on several scales that assess degree of 
depression (Costello et al, 1974). 

The implications of not distinguishing be- 
tween depressive severity and depressive pattern 
can be readily appreciated; particularly as it has 


frequently been observed that depressions of the ' 


‘endogenous’ type are more likely to respond to 
tricyclic agents (Ball and Kiloh, 1959; Raskin 
ei al, 1970; Paykel, 1972; Deykin and Dimascio, 
1972). In the present study, this distinction was 
derived from patients’ responses to the LPD 
questionnaire. Although some misclassification 
is inevitable whether either clinical or psycho- 
metric methods are used the findings of Pilowsky 
and McGrath (1970) and Byrne (1975) support 
the validity of the LPD. classification procedure 
described by Pilowsky and Boulton (1970). In 
the present study the class allocation of hospital, 
as opposed to general practice patients, was 
consistent with these results. 

The differences found suggest that as long as 
prevailing methods of depression are based on 
the study of psychiatric in-patients, doctors 
operating in other settings will be forced to 


adopt a somewhat biased and restrictive diag- `` 


nostic ‘set’. To the extent that the prescription 


of antidepressants is based om the perceived - 


severity of depression, the problem of in- 


appropriate psychotropic intervention is more. 


_ likely to arise where there is a greater frequency 
of Clas С patients who report feeling de- 
pressed, but whose pattern of depression does 
not correspond to any traditional syndrome. 
The present marginal status of such patients 
indicates the importance of further elucidating 


` 
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the dimensions of the experience of ‘depression’ 
(Izard, 1972; Shapiro, 1975) and. revising 
diagnostic categories to take account of the 


"heterogeneity of depressive disorders, especially 


those currently subsumed under, the term 


‘neurotic’ (Paykel, 1971). "E Ds 
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SUMMARY  A'comparison has been made between persons aged'5o  , 


п ‘and over dying froni suicide and а matched control group of persons 
^''dying from other violent causes with respect to thé' incidence of ' 
"malignant neoplasms and ,benign ‘intracranial tumours found at 


autopsy. Significantly more ‘of the suicide cases were found to have ' 


cancer, meningiomas-and benign pituitary tumours. The implications 
. of this finding and the relationship between depression and neoplasia '' 


' 4 are discussed. 
jore IST TS . ©, 


‚ Awareness of a possible relationship between 
melaricholia and malignant disease is as old as 
Galen, who commented that melancholy women 
were more prone to cancer, than those of san; 
guine- temperament. In more recent times 
Sir James Paget (1863) declared, ‘We can 
hardly, doubt, that depression is a weighty 
addition to the other influences that favour the 
development. of. the cancerous condition.’ None 


the less, despite these clinical observations, the. 


association between cancer and depression 
remains. obscure, while suicide by: patient 
suffering from terminal malignant disease is gen- 
erally regarded as an understandable response 
to pain and fear. In fact, relatively few cancer 
patients take their lives, but when this occurs 
the more obvious explanation may not be the 
correct one. Not only are some suicides unaware 
that they have cancer, but even when the 
knowledge was available it is by no means clear 
whether this was the decisive factor for tbe 
final act. An intervening variable of severe 
depression may be of greater importance in 
determining whether the, patient will die by 
suicide or allow nature to take her course. 

A. number of studies have examined the 
association. between cancer and melancholia. 
Fras, et al (1967) found a high incidence of 
depression,. (76 per cent) in patients with 
carcinoma of the pancreas, in half of whom the 
psychiatric illness developed before the physical 
symptoms of malignancy. Benos (1974) also 
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regarded depression, insomnia, anorexia, weight 
loss, restlessness and abdominal pain as possible 
symptoms of carcinoma of the pancreas in older,’ 
subjects. Rieke (1975) reported on 23, cases of 
cerebral tumour who developed depressive 
psychoses;, eight of the patients had. menin- 
giomas, and depression was most often asso- 
ciated with temporal lobe and mid-line.tumours., 
Three depressed patients described by,Goldfarb 
et al (1967) had carcinoma of the breast. One, 
who made a,suicidal attempt in the course of 
her depression, made a remarkable , recovery 
with ECT and antidepressant medication, and 
there was an apparent regression of the tumour. 
Kerr et al (1969) found a higher than expected 
mortality from cancer during a four-year follow- 
up of patients who had been treated for de- 
pression, but Evans et al (1974), using the facili- 
ties of the, Oxford Record Linkage Study; were, 
not able to substantiate this finding. 

Turning .to suicide and cancer, Sainsbury 
(1955) found that physical illness was a factor 
in 29 per cent of his suicide cases. He estimated 
that the incidence of cancer was twenty times 
greater than in the general population, there 
being 14 among 390 suicides investigated. 
Dorpat et al (1968) found cancer in 8 per cent 
of 80 cases of suicide compared with 0:43 per 
cent in the general population. These authors 
noted that physical illness was a commoner 
precipitant of suicide in men than in women, 
and that surgery or the prospect of surgery, for 
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cancer was an additional contribution. In this 
respect urological surgery in males may be 
particularly important (Fawcett, 1972). It is 
not clear from either of these two studies how 
many of the victims knew they had cancer or 
whether it was discovered in the course of 
autopsy. Barraclough (1971) found a high 
incidence of terminal malignancy and other 
conditions likely to be fatal within two years in 
a group of thirty suicides aged 65 and over 
when compared with a matched control group 
who had sustained accidental deaths. Not all 
the cancer cases had been diagnosed before 
their deaths. 
Methods 


In a recent investigation of 135 suicides in 
Brisbane in 1973 (Chynoweth et al, 1977) it 
was observed that three of the subjects had 
malignant tumours and a further two had 
benign intracranial neoplasms. All were more 
than 50 years of age. Taking this as the starting 
point of the present investigation the 1965-1967 
post-mortem records, maintained by Ње 
Government Pathologist in Brisbane, were 
searched for all cases of suicide aged 50 and 
over. This number was added to the 50 suicides 
in the same age-range observed in the Brisbane 
Suicide Study. The exclusion of subjects aged 
less than 50 was determined largely by the 
relative infrequency of carcinoma deaths in 
younger persons. 

As the prevalence of cancer in the general 
population is not known, a sample of persons 
dying violent deaths—mainly road traffic 
accidents—matched for age and sex, were 
drawn consecutively from the post-mortem 
records for the years 1965-1967 and 1973. 
Accident and other forms of violent deaths 
among women aged 50 and more are relatively 
uncommon events compared with their inci- 
dence in men, and consequently it was necessary 
to go to the years 1968 and 1974 to obtain a 
sufficient number of female controls, also 
taken consecutively to match the suicides 
according to age. It was not possible to match 
for social class and occupation; but, judging 
by the data available in post-mortem records, 
it seemed improbable that the cases and conirols 
would differ to any significant extent with 
respect to these two variables. E 
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Results 

Over the four years, 273 suicides aged 50 and 
over were recorded. Among these there were 
17 cases of malignant neoplasm and 4 of 
benign intracranial neoplasm (2 meningiomas 
and 2 pituitary adenomas). The age and sex 
distribution of the suicide cases with neoplasms 
are shown in Table I. 

Leaving aside the benign neoplasms there 
were no special organs affected, and in none of 
the 17 cases of malignancy were macroscopic 
intracranial metastases observed. The sites of 
the cancers are given in Table II. 

Compared with the suicide cases there were 
two malignant tumours and one benign (acoustic 
neuroma) found in the control group. One. man 
was under treatment for carcinoma of the 
prostate, and the other was found post-mortem 
to have a bronchial carcinoma which had not ' 
previously been diagnosed. Both were killed in 
motor vehicle accidents. 'The acoustic neuroma 
was also in a male subject. 

Treating the numbers of tumours encoun- 
tered as Poisson variables, the difference between 
17 and 2 malignancies in the two samples is 
statistically highly significant (Р < -oor; see 
Sichel, 1973). Adding in the benign tumours 
merely increases the statistical significance of 
this difference. 

The finding of 17 cases of malignant growth 
in the suicide sample was next compared with. 
the expected ‘number of cancer deaths that 
would have occurred had the rates been the 
same in those recorded for the whole Queens- 
land population for the four years of the survey. 
On an age and sex basis the expected number 
of cancer deaths to occur in 273 persons aged 
50 and over was 1:25. Again, on the Poisson 
distribution the difference between the observed 
and expected numbers is highly significant 
(P < -oor). 

Unfortunately, cancer prevalence rates in 
Queensland are not known and it might reason- 
ably be objected that simply comparing observed 
and expected deaths of persons with malignant 
disease is not a satisfactory procedure. Further- 
more, bearing in mind that in a percentage of 
the suicides and control cases their diseases 
had not been diagnosed before death, it would 
be impossible to obtain an exact prevalence rate 
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TABLE Ï 
Suicides and neoplasms 
rne cute e ins ee ee test eee a Eh RE Li es a UE eT 
Age ed T 50- 55- 60- 65- 70- 75+ Total 
ee E ОЕР es O 
Suicide cases 
M = es 41 39 17 17 18 16 148 
F i^ à 30 ' ge 17 10 10 125 
Malignant iumours e 
м e 2i 1 7 2 2 3 2 — 10 
F Р e I — I — 2 3 7 
Benign tumours 
M es — 1 25 == EN FER 1 
F — — a — I — 3 
Accident cases 
Malignant tumour: Male aged 65 
г » » 74 
Benign tumour: 33 » 57 
ERN SPEED ERR dE DRE TRIER E ee a A 
TABLE П 
Sites of malignant growths 
A 
Suicide cases 
es a a ЧЕНИН. 
Male Female 
Stomach .. 2 Uterus 3 
Lung vx 2 Liver I 
Skin melanoma 2 Colon I 
Pancreas .. 1 Mediastinum 1 
Prostate .. 2 Breast I 
Kidney  .. I 
Accident cases 
Male Female 
I 
Prostate .. © ix I 
Lung s 5 ar I 





of malignancy in the general population aged 
50 and over. Hence one has to assume that the 
differences noted between suicide and other 
violent death subjects are representative of the 
differences that might be expected between the 
suicides and the general population. 
Discussion 

The results of this mvestigation, in so far as 
they relate to a particular population aged 50 
and more, are clear-cut; there was a far higher 
than expected incidence of neoplasms among 


suicide victims compared with the matched 
control sample. Admittedly, only 6:2 per cent 
of the total suicide sample were found to have 
malignant disease, a figure which increases to 
7:7 per cent when benign intracranial neo- 
plasms are included. However, this is a suffi- 
ciently high figure to prompt one in some cases 
to consider the possibility of neoplastic disease 
as a factor related in some undetermined way : 
to suicidal depression in older patients. 

As already mentioned, in by no means all of 
these subjects had the disease been diagnosed 
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during life, and even when diagnosed and under ;.. 
treatment the patient was not always aware of. 


the nature of his illness. In 7-of the malignant -- 


cases in the suicide group'and 1 malignant casé 
in the control group carcinoma had not been 
diagnosed before death.;-All the intracranial 
tumours were discovered at autopsy. ‘Ten of the 

icides had received treatment for their cancers, 
but it was not known in all these cases whether 
the patient was fully informed of the nature of 
his or her illness. Hence, one cannot conclude 
that suicide in all these subjects was due to their 
awareness of serious and possibly fatal illness, 
and some other explanation must be considered. 
It is noteworthy that in some patients described 
by other investigators depression anteceded 
the diagnosis of cancer—sometimes by years— 
and it is reasonable to conclude that most of 
the Brisbane suicides were profoundly depressed 
before' they took their lives. The frequency. of 
depression as a precursor to suicide is a well 


` pression may account for 70 to 80 per cent of 


‘diagnoses (Sainsbury, 1962; Barraclough, 1971). - 


Although | background“ ‘information was not 
complete, there was evidence in some, Brisbane 
cases of depression for which the patients were 
being treated shortly before their -deaths or 
had been treated in the past." ' «s 

A number of possible causal’ mechanisms 
have been postulated by Kerr et al (1969) 
linking depression and cancer. Carcinomatous, 
neuropathy sometimes precedes- the clinical 
manifestations of neoplasm by years. The 
mechanism whereby cryptic, small tumours, 
often of the lung or ovary, cause major CNS 
disease is not understood, but it would be 
reasonable to presume that psychological illness 
could. be а, response ќо. а hidden carcinoma, in 
a manner similar to the better. known ‘neuro- 
logical disorders..,As. Kerr et al remark, ‘De- 
pressive illness development in, men of late 
тише age without previous, psychiatric illness 

: may bean early and direct manifestation: of 
malignant disease.” . . 

An’, alternative ры уы is that . previous 
depression or prolonged. stress.could temporarily 
impair a patient’s immunological defences 
‘against. circulating neoplastic, ‘cells’, In : normal 
<ircumstances. these, are adequately destroyed 
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by immune processes, and if these are inacti- 
vated .neoplastic cells may be able to gain a 
lodgement and start to multiply. In-this context 
it is ышы to note the patient described by 
Goldfarb et “af (1967), whose carcinoma re- 
gressed.. when her depression was adequately 
treated. The evidence that brain mechanisms 
can influence immunological competence has 
recently been reviewed by Steih et:al*(1976), 
and there is enough clinical—sorietimes anec- 
dotal—evidence to indicate that a patient’s 
mood can affect, for better or worse; the course 
of malignant disease (Le Shan, 1966; Solomon, 
1969). That malignant disease can impair cell- 
mediated immunocompetence is well established 
(Bolton:et al, 1975; Holmes and Golub, 1976), 
but whether severe depression has the same 
effect is not known. Undoubtédly* tumours can 
regress spontaneously, and it is well known that 
more neoplasms are discovered at post-mortem 


examination than are diagnosed during life ` 
established. fact in older patients, where de-' 
> experience of psychological stress affects these 


(Cuirie, 1974). To what extent a patient’s 
‘phenomena is an interesting question . that 
clearly requires further investigation. 

Sundby (1967) has reviewed: the ‘causes of 
death in alcoholics, who havé a higher ; incidence 
of carcinoma of the larynx, lung ‘and upper 


gastro-intestinal tract. The contribution of -- 


alcohol to depression and suicide’ 1$ a well- -- 
established fact, and’ at least orie of the three 
malignant tumour cases in Brisbane in 1973 
was that of a known alcoholic..He had an 
unsuspected carcinoma! ‘of the kidney. It is 
impossible to say ‘to what extent alcoholism or 
excessive drinking were contributory factors. 
to the development of cancer and‘ depression i in - 
other subjects in this series, but it’ is probably . 
safe to. conclude that, in male cases particularly, 
this could haye, a a, major igsue during 
life; уу, 

Some. interesting. points are raised Бу бе 
four undiagnosed, benign intracranial tumours 
in these cases. ‘None of. these was: ‘particularly 
large, except for one pituitary adenoma which 
had expanded the: sella, turcica considerably. 
Certainly-the meningiomas меге not sufficiently 
large to cause brain damage and, raised, intra» : 
cranial. pressure, consequences which. appear 
more. often to cause symptoms, af, ‘dementia 
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(Sachs, 1950). However, depression as a major 
symptom of meningiomas is not uncommon. In 
5 of the 7 cases described by Avery (1971) 
depression was a prominent feature, as it was in 
one of the 3 cases described by Hunter et al 
(1968). The meningioma case in Smith's series 
of organic syndromes (1954), a 62-year-old 
woman, was initially diagnosed and treated as 
a case of depression. In Rieke's (1975) 23 cases 
of cerebral tumour associated with depression, 
more than one-third had meningiomas, although 
this tumour accounts for less than a quarter of 
all intracranial neoplasms. The relationship 
between meningioma and mood change is not 
understood, but as these tumours appear 
capable of stimulating a cell-mediated immune 
response (Pees and Seidel, 1976) one might 
have to consider the effect of such antibodies on 
cerebral mechanisms. The possibility of menin- 
giomas being induced by viruses (Smith et al, 
1974) may be another clue to better under- 
standing of depressive illness in association with 
meningioma. Depression following virus infec- 
tion is a common enough phenomenon, and 
recent studies (Rimon et al, 1971; Lycke et al, 
1974) give further support to a possible linkage 
between such infections, depression and tumour 
formation. 

Clearly a great deal needs to be done before 
we gain more than a minimum of understanding 
of the nature of cancer-brain interactions. As 
Brown et al (1974) have remarked, "There are 
complex relationships between cancer and 
mental state of which the most readily under- 
standable are the psychological reactions of 
patients with established malignancy. Моге 
speculative . . . is the possibility that psycho- 
logical states may predispose to the development 
of cancer.' 

In this respect one can only wonder to what 
extent Freud's grief at the loss of his grandson, 
so movingly described by Ernest Jones (1957) 
impaired his resistance to his own cancer which 
finally ended his life some sixteen years later. 
The stresses of these years were very considerable 
and the recurrence of cancer shortly after the 
death of his mother may have been more than 
a chance coincidence. The aphorism, ‘No happy 
man dies from cancer' may not be so specu- 
lative today as it was when it was uttered. 
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Monthly Variation of Suicide and Undetermined Death 
Compared | 


By B. M. BARRACLOUGH and SUSAN J. WHITE ә 


SUMMARY Undetermined deaths in England and ‘Wales. between 
1968 and 1972 did not show the same pattern of seasonal variation as 


suicides. 


. Introduction 


Because of legal constraints on the definition 
of suicide, coroners may classify some actual 
suicides as open verdicts if the evidence of intent 
does not reach the required standard of proof. 
Such open verdict deaths appear in the Registrar 
General’s Statistical Review as undetermined 
deaths (Е98о--989). There is a tendency now to 
regard undetermined deaths as being in fact 
suicides. In a recent review of suicide trends by 
the Office of Population Censuses and Surveys, 
the suicide and undetermined death rates were 
added together (Adelstein and Mardon, 1975). 

The suicide rate has a characteristic seasonal 
variation, with a peak in the spring and early 
summer and a smaller peak in the winter. If 
undetermined deaths are misclassified suicides, 
the undetermined death rate and the suicide 
rate should show similar seasonal fluctuations. 

-The monthly variation of numbers of suicides 
and undetermined deaths was examined for the 
five: years 1968-72. This period was chosen 
because the Registrar General first began 
publishing undetermined death statistics in 
1968, and five years produced enough deaths 
to provide a satisfactory test of the hypothesis. 


Method 


A contingency table approach was first used 
to compare the distribution of the mean 
numbers of suicide and undetermined deaths 
according to month of year. This tests whether 
the distributions are identical. To identify the 
pattern of seasonal variation in each case, a 
© model based on the application of harmonic 


analysis to the complete time series of monthly 
totals was then applied (Pocock, 1974). 

Under this model, the variation between the 
months is described as a sum of sinusoidal 
curves. The seasonal variation consists of those 
components with cycles which repeat themselves 
an exact number of times per year. For example, 
one such sinusoidal curve is that with period six 
months, which has just two peaks and two 
troughs in each year. The sum of such curves 
also has a cycle which repeats itself every year. 
In mathematical terms, if A; is the total for 
month i, and we are considering a period of 
5 years (60 months), we define 


А; = TS в Cos (599 i) + 


tees I 


элу 


+ b, Sin (55 ) on E 
Q 


where a; and à; are constants (ў = 1,..., 30). 
Since there is an even number of months in the 
period under consideration, bę, is necessarily 
equal to zero. The seasonal variation is the sum 
of those components with / == 5, 10, 15, 20, 25 
and 30. 

The quantities а; and b; are estimated so as | 
to give the best fit to the data, and they describe 
the amplitudes of the separate sinusoidal com- 
ponents. The significance of a particular com- 
ponent J is ascertained by testing whether a; and 
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b; are significantly different from zero. If all the 
a; and b; of the seasonal components are near 
zero it may be concluded that there is no 
significant seasonal variation. 

Under the alternative hypothesis that the 
variation is purely random, the monthly totals 
may be considered as independent, identically 
distributed Poisson random variables. The 
conditions needed for this are: (i) the proportion 
of deaths out of the whole population is small; 
(ii) the number of deaths in one month does not 
affect the number of deaths in the next; and 
(iii) the population at risk does not change. 
The last condition is only approximated for the 
period under consideration, but this is expected 
to be a negligible source of error. The signifi- 
cance of the different components of the 
variation is tested by a method described by 
Pocock (1974). 

Results 


Between January 1968 and December 1972, 
20,548 suicides and 6,002 undetermined deaths 
were reported. Of the undetermined deaths, 
528 (9 per cent) were of children under 15 years. 
This introduces a small source of error into the 
analysis, since they were less likely to have been 
suicides than those in the older age groups. 
Per 31-day month the overall mean values were 
348-6 suicides and 101-8 undetermined deaths, 
with standard deviations of 42-3 and 14:1 
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respectively. The total values from 1968 to 
1972, according to months of the year, without 
standardization for the length of the. month 
are given in Table I. The two distributions 
differ significantly (x^ = 20:73; 11 df; 
P = 0:04). 


Heterogeneity of data 

The hypothesis that the variation from month 
to month, over the five years, was purely 
random was tested by referring the index of 
dispersion (== sample variance/sample mean) 
to the chi-squared distribution (Pocock, 1974). 
The monthly totals were first standardized to 
totals for 31-day months. A result significant at 
the o-1 per cent level was found for both suicide 
(x? = 303-4; 59 df) and undetermined death 
(x? == 115:8; 59 df). There was thus strong 
evidence for each diagnosis that the distribution 


variation alone. 


Components of variation 


A harmonic model was fitted, and from the 
seasonal harmonics the proportion of total 
sample variance attributable to seasonal varia- 
tion was estimated. The ‘random’ component 
of the variation was estimated under the 
assumption of a Poisson distribution. Table II 
shows the percentages of the total sample 


Tase I 
Total numbers of suicides and undetermined deaths in 1968-72 according to calendar month 











Diagnosis Jan. Feb. Mar. Apr. May June July Aug. Sept. Oct, Nov. Dec. 
Suicide 
Eg50-959  .. 1,743 1,533 1,864 1,886 1,960 1,719 1,809 1,606 1,672 1,663 1,660 1,433 
Undetermined death 
Е980-989 573 457 539 522 509 493 504 463 497 519 461 465 
Tase П 


Random, seasonal and non-seasonal percentages of sample variance for suicide and undetermined death 








Random Seasonal Non-seasonal Adjusted ratio 
Diagnosis (%) (%) (%) Seasonal : Random 
Suicide 
E950-959 19-4 49°3 31:3 2:5:1 
Undetermined death 
E980-989 50 "9 11:7 37:3 0:8 :1 
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variance attributable to seasonal, random, 
and ‘non-seasonal’ variation, for each diagnosis. 

To compare the relative contributions of the 
seasonal and random components of variance 
for the two diagnoses, account must be taken of 
the different mean values in each case. This 
leads to the use of the ‘adjusted’ ratio of seasonal 
and random components of variance, which is 
defined to be 


random % variance с 
seasonal % variance ^ mean value 


where ¢ is some arbitrary but fixed. monthly 
total. In this case ¢ was given the value 348-6, 
the mean value for suicides. The adjusted ratios 
were then 2:5: 1 for suicides and 0-8 : 1 for 
undefermined deaths, reflecting the greater 
contribution of the seasonal component in the 
suicide totals. 

The significance of the seasonal component 
was tested for each diagnosis. For suicide the 
result was highly significant ( x? = 160-6; 11 df; 
P < o-oor). That for undetermined death was 
also significant, but to a lesser extent (y? == 
24:5; 11 df; P < 0-05). 

The non-seasonal component of variance was 
reasonably large for each diagnosis. For suicide 
this was almost certainly due to the decreasing 
trend in numbers over the five years. For un- 
determined death it was due to unusually high 
or low totals in some months, when other, 
unknown factors are assumed to have been 
operating. 


Seasonal harmonics 


The significance of the individual seasonal 
harmonics and the proportions of the. total 
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variance these represented are shown in Table 
ПІ. For suicide, the harmonics with period 1, 
3, land + year were all significant (Р < o-or), 
but for undetermined death only the harmonic 
with period } year was significant (P « 0-05). 

Most of the variance attributable to season- 
al variation was represented by the har- 
monics of period 1 and } year for suicide, and 
by those of period 1 and } year for undeter- 
mined death. The harmonic with period 1 year 
represented one-quarter of the total sample 
variance for suicide, and thus provided a good 
fit to the pattern of variation. For undetermined 
death this harmonic did not provide a good fit, 
representing only about one-twentieth of the 
total sample variation. 

The histograms of the mean numbers of 
suicides and undetermined deaths per month in 
1968—72 with the fitted seasonal curves and the 
harmonics of period 1 year are shown in Figs 1 
and 2. 

Discussion 


The distributions.of the numbers of suicides 
and undetermined. deaths according to month 
of the year were found to be significantly 
different. There is strong evidence that the two 
groups are dissimilar. Also it was found that 
the one-year harmonic provided a good fit for 
suicide, but.not for undetermined death; and 
that the significance of the harmonics of other 
periods was different for the two diagnoses. 
This evidence leads to the conclusion that 
undetermined deaths do not show the same 
pattern of seasonal variation as suicides. On 
this evidence it seems unjustifiable to combine 
unreservedly the. suicide and undetermined 
death rates when studying suicide trends. 


Taare ПІ 
Significance, and percentage of total sample variance represented, for seasonal harmonics 














Period of harmonic (yr) 











Diagnosis 
1 i Y i i i 
Suicide x 76-8*** 19:93*** 1:6 9:5** 3:8 49:5*** 
E950-959 % variance 24:6 57 o 2*5 o:6 15:6 
Undetermined death жў 5:1 1:1 3-1 8.8* 1:8 4:7 
Eg80-989 % variance 5:4 о 0*9 5:8 о 2-4 





* о-о: < P < 0:05; ** o-o01 < P < 0-01; *** P < огоот. 
T 2 degrees of freedom (df), except 1 df for period $ yr. 
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Fro 1.— Frequency distribution of suicide (mean numbers 
per 31-day month in 1968-72), with best fitting seasonal 
curve and harmonic of period 1 year. 


Seasonal variation is a distinctive feature of 
suicide in temperate latitudes. The absence of 
comparable variation in undetermined death 
casts doubt on the undetermined death category 
being comprised entirely of concealed suicides 
(Holding and Barraclough, 1975, 1977). The 
probable explanation is heterogeneity, some 
undetermined deaths being suicides, others 
lying in the. borderland between suicide and 
accident, and others still accident, whatever 
that term really means. 
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Monthly Variation of Suicidal, Accidental and Undetermined 
Poisoning Deaths 


By B. M. BARRACLOUGH and SUSAN J. WHITE 


SUMMARY  Undetermined and accidental poisoning deaths in England 
and Wales between 1968 and 1974 did not show the same pattern of 
seasonal variation as suicides by poisoning. 


Poisoning deaths are inherently difficult for 
the coroner to classify as suicide, accident or 
open verdict (Thurston, 1976). Some coroners 
classify most of their poisonings as suicide, 
others return open verdicts (Atkinson et al, 
1975). The drugs and chemicals which cause 
death by poisoning are broadly similar for 
suicide, undetermined and accidental death. 
Barbiturates, for instance, are responsible for 
two-thirds of the deaths in each class, anti- 
depressants 5 per cent, phenothiazines 2 per 
cent (Barraclough, 1974). These two findings 
could be taken to mean that nearly all poisoning 
deaths are in fact suicides, and their classifica- 
tion as undetermined or accidental death is an 
artefact of a legal system of certifying un- 
natural death. The Office of Population 
Censuses and Surveys appears to take this 
view. In a recent survey, undetermined deaths 
and accidental poisoning deaths were added 
to suicides when cónsidering trends in the 
suicide rate (Adelstein and Mardon, 1975). 
The combined total was called ‘estimated’ 
suicides. 

The suicide rate shows a characteristic 
seasonal variation. If undetermined and acci- 
dental poisoning deaths are concealed suicides 
by poisoning, their seasonal variation should 
resemble. the seasonal variation. of suicide by 
poisoning. We describe a test of this hypothesis. 


Method 


The monthly variation of numbers of suicidal 
(Eg50), undetermined (E980) and accidental 


V -(E850-859) poisoning deaths was examined for 
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the seven years 1968-74. Suicides and undeter- 
mined deaths resulted from poisoning by solid 
or liquid substances. Accidental deaths resulted 
from poisoning by drugs and medicaments only, 
because monthly numbers of accidental deaths 
from poisoning by substances other than medi- 
cines are not published in the Registrar General's 
Statistical Review. 

The monthly totals for each year were 
standardized to allow for the different number 
of days per month. A model based on the 
application of harmonic analysis to the complete 
time series of 84 monthly totals was then used 
to identify the pattern of seasonal variation 
(Pocock, 1974). The detailed description of this 
method is given in our paper describing the 
seasonal variation of all types of suicide and 
undetermined deaths (Barraclough and White, 
1978). In brief, the method fits to the data a 
curve which is the sum of sinusoidal com- 
ponents. The seasonal variation is described by 
the harmonics of period т, $, 4, }, $ and $ ofa 
year, and the significance of each of these and 
the percentage variation each represents can be 
estimated. The patterns of each type of death 
can then be compared. 


Results 


Between January 1968 and December, 1974 
there were 20,333 deaths by poisoning, com- 
prising 12,887 suicides, 3,955 undetermined 
deaths and 3,491 accidents. Fifteen (0:4 per ` 
cent) of the undetermined and 146 (4:2 percent) 
of the accidents were of children under 15 years 
of age. This introduces a small source of error, 
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because deaths of children are less likely to be 
concealed suicides than deaths of adults. Per 
31-day month the mean values were 156-2 
suicides, 47-9 undetermined and 42-4 accidents, 
with sample standard deviations of 20-0, 8:3 
and 8-6 respectively. 

The numbers of poisoning deaths between 
1968 and 1974 in each calendar month are 
givén in Table I. The distribution of undeter- 
mined deaths according to month is significantly 
different from that of suicides (y* = 20-80; 
ii df; P = 0:04), and the distribution of 
accidents is also significantly different from that 
of suicides (x? = 44:78; 11 df; P < o-oor). 
The distributions of undetermined deaths and 
accidents are not significantly different from 
each other ( х2 = 18-62; 11 df; P = 0-07). 


Heterogeneity of data 

For each cause of death, the hypothesis of 
purely random (Poisson) variation from month 
to month over the seven years was tested. The 
test used was to refer the index of dispersion 
(== sample variance/sample mean) to the chi- 
squared distribution (Pocock, 1974). The 


monthly totals were first standardized to values 
for 31-day months, although this in fact makes 
little difference. Significant results were obtained 
from each of suicide (y? = 212-51; 83 df; 
P < 0-001), undetermined death ( y? = 120-00; 
83 df; P < o-oor) and accidents ( y? = 145: 79; 
83 df; P < 0-001). This suggests strongly that 
the monthly variation was not simply due to 
random fluctuations. 


Components of variation 

A harmonic model was fitted to each series. 
From the seasonal harmonics the proportion of 
total sample variance attributable to seasonal 
variation was estimated. The ‘random’ com- 
ponent of the variation was estimated under the 
assumption of a Poisson distribution, afid the 
remaining variation was attributed to ‘non- 
seasonal’ causes. Table II shows, for each 
series, the percentages of the total sample 
variance estimated to be attributable to each 
type of variation. 

For undetermined poisonings, there was no 
evidence of any seasonal variation, but suicides 
and accidental poisonings both showed variation 


Taste I 
Number of poisonings classified to suicide, undetermined and accident in 1968-74, according to calendar month 











Jan. Feb. Mar. Apr. May June July Aug. Sept. Oct. Nov. Dec. 
Suicide 
E950 .. » LIOI 918 1,180 1,162 1,204 1,126 1,151 1,002 1,038 1,018 1,054 933 
Undetermined В 
Eo8o .. Es 373 288 344 320 338 336 318 319 329 351 зо 329 
Accident 
E850-859 271 313 301 273 290 267 304 309 280 295 271 317 
TABLE П 


Random, seasonal and non-seasonal percentages of sample variance for poisoning deaths classified as suicide, undetermined 
and accident 





Adjusted* ratio 





Diagnosis Random Seasonal Non-seasonal Seasonal : Random 
Suicide 
Eo50 .. vs 39-0 40:3 20:7 1:03 : 1 
Undetermined 
| E980 .. wa 69:2 0-0 30:8 0:1 
Accident 
E850-859 56:9 44 38-7 0:29 : 1 





* Based on mean for suicides. 
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Tarte IH 
Suicide and accident : Significance and percentages of total sample variance represented, for seasonal harmonics 





Period of harmonic (year) 





1 + i i i + 
Suicide x 46:5* 7:2** 9:7 3:5 48 34'3* 
Eggo .. su 95 variance 20:9 2-5 — 0-7 1:5 15:2 
Accident x? 0:6 3:6 0:7 ari 6-1** 4a 
E850-859 % variance — ES! — or 2.8 1:6 





*P < 0:001; ** 


arising from seasonal components. The seasonal 
variation of the suicides was 1-03 times the 
size of the random variation, and that of the 
accidents (after adjustment for the mean value, 
as in Barraclough and White (1977)) was 0-29 
times the random variation. This difference 
reflects the much greater contribution of the 
seasonal component in the suicide than in the 
accident figures. The seasonal variation was 
significant for the suicide series (y? = 97:0; 
11 df; P < o-oo1) but not for the accidents 
(x? = 17:4; 11 df; P = o-og). 

The large non-seasonal variation for each 
series was due to unusually high or low totals 
in some months during the seven-year period, 
when other, unknown factors are assumed to 
have been operating. 


Seasonal harmonics 


'The individual seasonal harmonics for suicides 
and.accidents were studied. Table III gives the 
„significance and proportion of variation repre- 
sented for each of these. It may be seen that the 
one-year harmonic made a sizeable contribution 
to the variation of the suicide totals, but not to 
that of the accidents. Undetermined deaths are 
‘not included in Table III because of the 
absence of evidence of seasonality. 


Discussion 


The one-year harmonic provides a good fit for 
suicidal poisonings but not for undetermined or 
accidental poisonings. Undetermined poison- 
ings, in fact, show no evidence of a seasonal 
variation. Accidental poisonings may have 
some seasonal variation which was possibly not 
significant because of the small numbers of 


озот < P < 0:05. 


deaths, but in any case this seems to be different 
from the variation shown by suicides. Further, 
the monthly distribution of undetermined and 
accidental poisoning deaths differs from that of 
suicide poisoning deaths. 

The result is unexpected, since other evidence 
has suggested that non-suicide poisoning cases 
are concealed suicides, in which case seasonal 
and monthly variations of the three classes of 
deaths should correspond. 

How can the finding be explained? Perhaps 
the definition of suicide used by coroners across 
the country has more validity than is supposed. 
In other words, a coroner’s suicide is biologically 
different from the deaths which coroners classify 
to accident or to open verdict, and is not just a 
result of chance factors which determine the 
amount of evidence available or of idiosyncratic 
behaviour on the part of the coroner. An 
alternative explanation concerns diagnosis. 
Study of a series of London coroners’ poisoning 
cases (М 221), using the inquest notes, 
showed that 70 per cent of the 77 suicides were 
depressives, 44 per cent of the 77 undetermined 
deaths and 31 per cent of the 77 accidents. 
Four per cent of the suicides were addicted to 
alcohol. or drugs, 18 per cent of the undeter- 
mined deaths and 32 per cent of the accidents 
(Holding and Barraclough, 1977, 1975). Diag- 
nosis may influence the coroner’s verdict; this 
is certainly so where alcohol and drugs are 
concerned, because intoxication interferes with 
intent in the legal sense and the legal definition 
of suicide hinges on proof of intent. The seasonal 
variation of suicide may arise, therefore, 
because of seasonal variation of depressive illness 
incidence. 
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Suicide Reporting: Information or Entertainment? 


By DAPHNE SHEPHERD and B. M. BARRACLOUGH 


SUMMARY 


The reporting of suicide inquests by a provincial evening 


paper has been examined. Inquests on violent and. youthful suicides 
were given more reports, larger reports and more eye-catching 


headlines. 


Introduction 


The reporting in local newspapers of inquests 
on suicide cases is an accepted practice in 
England. and Wales. Such publicity raises 
important questions: should it occur at all? If 
so, in what form? There is evidence from two 
independent surveys that the reporting of 
suicide inquests in the press distresses relatives 
and that the distress is remembered with 
resentment some years later, even when the 
reports are brief and confined to the facts 
(Barraclough and Shepherd, 1977). So long as 
suicide is stigmatized, the public attribution of 
this form of death will give pain. Furthermore, 
reporting suicide may influence predisposed 
individuals to kill themselves (Barraclough et al, 
1977) and it is likely that newspaper reports 
help to form attitudes towards: suicide which 
may have long-term as well as immediate 
consequences, some of which may be un- 
desirable. 

There have been proposals for suppressing 
suicide reporting as far back as 1839 (Farr, 
1841), and again recently the cessation of this 
practice has been recommended (British Medical 
Journal, 1977). But since suicide occurs, it is 
right that the public should know of it. Improved 
public knowledge of those vulnerable to suicide 
may help to prevent suicide. If reporting of 
inquests is to continue, as the’ Brodrick Report 
recommends, it should be an accurate reflection 
of events. This is particularly important for 
local newspapers, since their reporting of 
inquests is the main. source .of the public's 
information about suicide. 


We describe here the reporting of suicide and 
open verdict inquests: over a. three-year period 
in a large circulation local evening paper, the 
Portsmouth News (76 per cent of household 
coverage). We looked. at the selection of suicide 
inquests for reporting апа the differential 
treatment accorded. to. particular deaths; 
whether, for instance, preference was shown for 
reporting the old or the young, the violent or 
non-violent suicide, and "whether more space 
was given to some types of deaths than others. 


Method 


The final edition of every issue of The News 
published between a January 1970 and 31 
December 1972 was searched, and all reports 
of suicide and open. verdict inquests identified, 
irrespective of coroners- district or place of 
residence of the. deceased. Open verdicts, or 
undetermined. deaths, were included because 
of their similarity. to. suicide, (Holding and 
Barraclough, 1975). Excluded were reports of 
suicide consequent. upon murder, since these 
were held to constitute a special case. The size 
of each report was measured. in square centi- 
metres, and the date of issue, the day of issue, 
page number, and. headline were recorded. 
The sex, age, address and. exact cause of death 
of the victim were noted. The number of reports 
referring to. Ше same. incident was counted. 
When an inquest was reported more than once 
(e.g. the opening of the inquest followed by 
adjournment, the final inquest, briefly оп the 
day of the verdict and. more fully the next day) 
all reports were included. 
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Information about Portsmouth residents 
whose deaths were recorded as suicide or 
undetermined death was obtained from the 
Portsmouth coroners’ records. Death certifi- 
cates were obtained from the Office of Popula- 
tion Censuses and Surveys. We therefore knew 
which inquests were not reported, and could 

ess selection. 

А random sample of 5 per cent of newspaper 
issues was scanned by a second worker. Checks 
on the reliability with which the data were 
extracted меге satisfactory. Both workers 
double-checked issues for the day of apparently 
unreported inquests and for three days subse- 
quently and were in 100 per cent agreement that 
these had not been reported. 

Headlines of the reports of inquests when the 
verdict was given and the inquest closed were 
rated for sensationalism on a three-point scale. 
A rating of zero was given to factual headlines, 
1 to those mainly factual but with some com- 
ment, and 2 to the more dramatic. The follow- 
ing are examples: ‘Man (75) took overdose'—o. 
‘Inquest told of woman's worry over son'— t1. 
*Death leap boy made suicide plans'—2. Reli- 
ability of rating was evaluated by comparing 
the values given to a random sample (19 per 
cent) of headlines by four raters, the two authors 
and two others. Complete or majority agree- 
ment (3/4 concordance) was obtained for 87 per 
cent of the sample. The first author, who rated 
all the headlines, agreed with the majority for 
96 per cent of headlines in which a majority was 
achieved. When she disagreed her rating was 
lower. The ratings used therefore probably 
underestimate sensationalism. 

Selection of inquests for reporting was 
assessed by comparing the characteristics of 
reported and unreported Portsmouth inquests 
on Portsmouth citizens. We confined ourselves 
to these data because we knew all the inquests 
which could have been reported. Reporting 
treatment was assessed by the size of the report, 
the page, the grading of sensationalism given to 
headline, and the numbers of reports of the 
same inquest. Headline content was analysed to 
identify eye-catching features. 

Differences between means of scores were 
tested with Student’s t (two-tailed), the values 
for size of reports having been transformed to 
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logarithms to correct for skewness. Chi-square 
with Yates' correction for continuity was used 
for frequency counts. The level of significance 
adopted is P «0-05. 


Results 


One hundred and sixty-one reports were 
identified of which 128 were of suicide inquests 
and 33 of open verdict inquests. There were 77 
deaths of Portsmouth citizens, of which 17 (22 
per cent) were not reported. 

There was little change in policy over the 
period surveyed, though a higher proportion of 
inquests was reported in the later years than in 
the first, possibly as a result of increased 
resources in either staff or newsprint. There 
was no discoverable pattern in seasonal*fluctua- 
tion, thus disposing of the possibility of a 'silly 
season’ in which news was in short supply and 
suicide reportage correspondingly increased to 
fill space. Suicide reporting certainly is affected 
by availablity of space, but the fluctuation 
appears to be random. 


Selection of inquest for reporting 

The deaths not reported were 12 suicides and 
5 open verdicts; 13 of them male and 4 female, 
6 under 45 and 11 over 45. There was a ten- 
dency to include the more violent in preference 
to the less violent (85 per cent as compared with 
75 per cent) and the extremes of age in pre- 
ference to the middle-aged (86 per cent and 
71 per cent) (see Fig 1). These differences were 
only significant at the 10 per cent probability 
level. 


Reporting treatment 


Page. 'The newspaper studied did not blazon 
inquest reports on the front page, Page 1 reports 
were more likely to be brief (less than 50 sq cm) 
(x? = 19:26; df = 2; P <o-oor) late news 
reports of inquests which might be reported 
fully the next day. The full inquest reports 
were scattered through the news pages, some- 
times even sharing the back page with sports 
news. 


Size. Men had larger reports than women, 
and reports about the under-45s were larger 
than those about the over-45s. Both findings 
are of interest in view of the reported association 
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Age 
Fic 1.—Percentage distribution of unreported suicides 
• by age. 

between inquest report and the subsequent 
suicide of young men (Barraclough et al, 1977). 

The more violent forms of death—hanging, 
shooting, burning, cutting, jumping, and deaths 
involving a moving vehicle (train or car)—had 
larger reports than less violent deaths—over- 
doses, gassing (domestic and car), drowning 
and asphyxia by plastic bag. Reports for open 
verdict inquests were larger than those for 
suicide verdicts (Table). 


Numbers of report per incident 

More than one report of the same incident 
was associated only with the more violent forms 
of death (x^ = 31:99; df = 2; Р <o-oo1); 
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itis hard to escape from the conclusion that 
violence is held to be newsworthy for its own 
sake.: 


Rating of headline 

There was a clear relation between size of 
report and headline rating of sensationalism, 
the largest reports being more likely to have 
grade 2 headlines and the smallest a grade*o 
headline (x? = 30700; df = 2; P <o-oor), 
The under-45s were more. likely to gain a 
grade 2 headline, over-45s a grade. о (x? 
16:35; df = 2; P «o-oor). There was no 
association between sex of victim and grade of 
headline, and the association of a violent death 
with a grade 2 headline was only significant at 
10 per cent. 


Content of headline 

Headline content was analysed to find features 
selected to catch the reader's eye. Sex of victim 
was the most.common, being mentioned in 
73 per cent of headlines, because third person 
singular personal pronouns and nouns denoting 
marital status or occupation (husband, widow, 
labourer, hostess) reveal gender. Thus 'Wife 
made previous suicide. bids’, ‘Postman killed 
himself’. Other features mentioned frequently 
were mode of death (43 per cent), place of 
residence of the victim (39. per cent), type of 
verdict (30 per cent), marital status (19 per 
cent), occupation (19 per cent), health (13 
per cent). Examples: ‘Hanged in tree after 


TABLE 
Size of newspaper reports of inquests 











Mean size P 

N sq cm Log SD SD log t df* (2-аПед) 

Wines nol DOR Wa ch шш. ea "e эшш 
C ER OR Cd uo Жук 
er EQ Rc m XX wo Dr: EN хаш 
re ir nM Me e uia ou [URN че. dise 





* Differences in the number of degrees of freedom are due to incomplete data on some variables. 
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break-up'; 'Isle of. Wight woman "died of 
broken heart"; ‘Suicide verdict on man 
worried over court case’; * *I am a coward”: 
widower said in death note’; ‘Bricklayer com- 
mitted suicide’; ‘Drowned man had been 
depressed’. Given the importance apparently 
attached to age by the newspaper, this was 
surprisingly absent from headlines. Violent 
m&des of death were more likely to be men- 
tioned than the less violent (xy: = 13:66; 
df = 1; P <o-oo1). If the predominance 
of sex is largely a by-product of the structure 
of the English language, it appears that violence 
is the chief eye-catcher for inquest headlines. 
Finally, as an entertaining footnote to a serious 
subject, male suicides are significantly more 
likely to ‘kill themselves’, females to ‘take their 
own lives’ (Р == o-or; Fisher test). 


Discussion 


People read newspapers for information and 
for amusement. The most popular news items 
in national daily papers in 1963 were ‘human 
interest stories about ordinary people (with a 
tragic theme)’ (Curran, 1970, quoted in 
McQuail, 1976), a prescription which accounts 
of suicide fill exactly. Reports of suicide there- 
fore give the public what the public is believed 
to want. Local newspapers carry the bulk of 
suicide reporting and are taken by a very high 
proportion of households (70 per cent in 1974, 
according to the Evening Newspaper Adver- 
tising Bureau). Jackson (1971) differentiates 
‘order’ news from ‘disorder’ news in the local 
press: order news reinforcing the local com- 
munity's sense of values and social cohesion, 
and disorder news gratifying the reader’s 
supposed interest in crime, disaster, death, 
disease and human misfortunes of all kinds. 
Jackson demonstrates that ‘the proportion of 
disorder news increases, and that of order news 
decreases, as one moves from the small circula- 
tion weekly to the large circulation evening 
newspaper' (Jackson, 1971). 

Our results describe the approach towards 
the reporting of suicide over a three-year period 
by one such evening newspaper which in 1972 
had a circulation of 106,000 and was estimated 
as being seen by 76 per cent of households in 
Portsmouth City. 


SUICIDE REPORTING: INFORMATION OR ENTERTAINMENT ? 


The approach adopted towards suicide re- 
porting by a newspaper can be considered 
under two headings, selection and treatment. 
Our evidence shows no statistically significant 
bias in selection, though the tendency not to 
exclude the violent forms of death and the 
extremes of age is congruent with the trends 
shown in reporting treatment (Fig 1). 

A bias is obvious in the treatment of inquest 
reports, violent deaths and deaths of younger 
people receiving more and bigger reports, and 
more dramatic headlines. The significance of 
youth and violence as the two factors singled 
out for particular emphasis may be compli- 
cated by the association between them. Either 
could be dependent on the other, or each could 
be significant in its own right. Fig 2 fuggests 
that they are independent variables. The 
excess size of less violent to violent deaths in 
the youngest age group reflects an excess number 
of open verdicts to suicides in that age group. 
Otherwise at all ages violent suicide receives 
more extensive reporting than non-violent. 

If reports of suicide are to inform only, they 
should accurately reflect the occurrence of 
suicide. The evidence about selection suggests 
that non-violent and middle-aged suicides do 
not command priority. The evidence on report- 
ing treatment is conclusive. Youth and violence 
receive more emphasis. The suicides of Ports- 
mouth and its immediate neighbourhood are, 
like those of the nation at large, characterized 
by age and by non-violent modes of death. 
Newspaper reporting therefore distorts the 
facts, presumably in order to entertain. 

The reporting of suicide causes additional 
distress to bereaved relatives. If the object of 
such news is public education with the aim of 
preventing suicide, this additional distress may 
be justified. If the object is the entertainment 
of the reader and to promote sales, then it is 
not. Perhaps (vide Horace) the reader may be 
entertained and informed simultaneously, but 
for such an aim to be achieved reports will 
have to be congruent with the events. 

The Portsmouth News is an established, 
responsible newspaper. It does not deal in 
sensationalism or scandalmongering. The im- 
balance may therefore be found in other 
responsible newspapers. It is not possible to 
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Age 
Fic 2.—Size of reports of violent and non-violent suicides 
К by age. 
generalize from a single study of a local news- 
paper to the way in which the national press 
reports ‘suicide, but the method described here 
could easily be applied to other local news- 
papers, and more widely gathered evidence will 
be necessary if there is to be reform of the press 
in the interests of accuracy of information and 
humane consideration. 
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The Patient and the First Psychiatric Interview 


By RUTH M. MICHAELS and MICHAEL A. SEVITT 


SUMMARY This paper presents work that formed the basis of a 


fourth-year project at Southampton University Medical School. Thirty 


patients were seen prior to their first psychiatric consultation and 
asked about their hopes, fears and expectations. Twenty-five were 


seen subsequently. 


The study, which is largely descriptive, shows that many patients 
have unrealistic expectations about various aspects of the interview, 
and afterwards many are dissatisfied with its outcome. The paper 
discusses these findings and makes some tentative recommendations. 


Introduction 


This paper is based on a study by R.M. fora 
fourth-year project at Southampton University 
Medical School. The project forms the bulk of 
the course work during the fourth year of the 
medical curriculum, and gives the student some 
experience of research techniques. We decided 
to attempt to look at the hopes, fears and 
expectations of new psychiatric out-patients 
arriving for their first interview and then find 
out how things worked out in practice by 
seeing them afterwards. 

Surprisingly little work has been done in this 
field. Burgess and Harrington (1964), Skuse 
(1975), and Humphrey (1968) all found a 
widespread lack of knowledge about a psychia- 
tric clinic, many patients being told little or 
nothing about what to expect. A study of 
general practitioner referrals to psychiatrists by 
Johnson (1973) showed that only one-third 
expected a cure, 40 per cent expected some 
definite help, while 17 per cent did not expect 
a psychiatrist to be able to help at all. 

We felt that a more comprehensive picture 
of patients’ attitudes towards various aspects of 
the psychiatric interview was needed, and the 
study to be described had just this in mind. 


Subjects and Methods 


A short pilot study illuminated several 
problem areas. There were certain practical 
difficulties involved with sending out letters to 
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new patients, finding a room available for 
interviews and carrying out home visits by 
public transport. The interview itself posed a 
delicate problem of how to combine a thera- 
peutic role with the collection of data. The use 
of open-ended questions produced varied and. 
interesting responses which were useful in 
designing the main questionnaire and while some 
people had difficulty in responding to non- 
specific questions about their feelings, others saw 
these questions as an invitation to use the 
research interview almost as the psychiatric 
consultation itself. 

The results of the pilot study enabled us to 
design two questionnaires for the main study. 
The first dealt with details of referral, GP 
contact, hopes, expectations and fears concern- 
ing the first interview, and views on certain 
forms of psychiatric treatment. Naturally, we 
did not want to encroach on the psychiatrists’ 
territory by inquiring about clinical details, 
but we did include a question asking patients 
how they saw the cause of their problem. The 
second questionnaire focused on various aspects 
of the psychiatric interview, whether it had 
gone as expected апа whether patients felt that 
they had been adequately prepared for the 
consultation. 

We decided to see all new patients living in 
the Southampton area whose appointments 
did not coincide with R.M.’s other commit- 
ments, 
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Patients were asked to come half an hour 
early for their first appointment. During the 
interview R.M. arranged if possible, to visit 
them at home 3 to 7 days later. The interview 
was semi-structured and tried to facilitate the 
expression of fears and expectations rather 
than aiming to conform to a completely 
standardized procedure. Patients were re- 
assured about confidentiality and were given an 
opportunity to ask questions at the end. 

Thirty of 41 patients circulated (72 per cent) 
were interviewed before their first appointment 
with the psychiatrist. Twenty-five patients were 
seen afterwards, 22 of them at home and 2 at 
the out-patient department by request. One 
interview was carried out over the phone 
because the woman lived some distance away. 


Results 


Before the interview 


Of the 30 people seen, 16 were men and 14. 
women, all between the ages of 16 and 60 years. 
Many patients had chronic problems, 20 (67 per 
cent) having been ill for more than one year and 
8 (27 per cent) for more than five years. 

The waiting time for appointments was not 
inconsiderable, r2 people having waited for one 
month or more and only one person having 
waited for less than two weeks. Seventeen 
people said that they felt better at the time of 
their visit than they had at the time of referral. 

Only 5 people (16 per cent). saw their illness 
in strictly medical terms while 20 (67 per cent) 
thought it bore some relationship to their life 
experiences. 


The referral and previous GP contact 


Eight people suggested their own referral. 
The GP or another doctor referred the re- 
mainder. The word ‘psychiatrist’ had often not 
been mentioned at the time of referral, and 
three people still claimed not to know that they 
were about to see one. 

Although reactions to the referral varied, 
passive acceptance was the typical response, e.g. 
‘I didn’t mind 'cos the doctor thought it was a 
good idea’, and "Whatever the doctor says.’ 

GP contact often seemed disappointing, both 
in quantity and quality. Ten patients said that 
7» 
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they did not find it easy to talk to their doctor, 
and 6 thought that he did not understand how they 
felt, e.g. “He doesn’t communicate, I don’t know 
what his real opinion is. He wrote while I was 
talking to him, but I suppose he was listening.’ 

Of 26 people who had been prescribed 
medication for their problems 14 said it had not 
helped. Several people complained about their 
doctor wanting to give them tablets, e.g. ‘I 
got the impression he wasn't interested, I 
wanted help rather than pills.’ 


Other contact : family] friends 

Eighteen people said they had received help 
from sources other than their doctor, referring 
in 16 cases to the reassurance or sympathy 
received from family or friends, and in only 
two to another professional person. 

The fear of stigmatization had made it 
difficult for several people to talk about their 
problems. One man, a Headmaster, had not 
told anybody about his visit to the psychiatrist, 
fearing compulsory retirement if his colleagues 
found out. Another three people spoke of their 
difficulty in having to admit to needing help. 

The reactions of family and friends were 
usually positive, although one woman said 
a neighbour had told her to pull herself 
together or she would end up in a mental 
hospital. One man quoted his wife as saying ‘I 
am pleased because you are potentially a 
dangerous psychopath.’ 


Views and expectations concerning. treatment 


People's expectations of help seemed mixed. 
Only 14 thought that the psychiatrist would be 
able to help them, and 6 of these had no idea 
how. Eighteen people expressed preferences 
about treatment, but.only one wanted tablets, 
and 14 some form of ‘talk therapy’. This ranged 
from analysis and group therapy to advice and 
‘someone to talk to’. Two people wanted 
hypnosis, and one man wanted a ‘scheme to 
relax and help im controlling my attitudes’. 
Nine people (30 per cent) clearly hoped to gain 
insight into their problems, expressing this in 
various ways, e.g. ‘I want the psychiatrist to 
help me to see things that I couldn’t see by 
myself’, and ‘I want to understand why I feel 
this way so that I can do something about it.’ 
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A further 13 people were uncertain whether 
the psychiatrist would be able to help them or 
not, but many of these added that they hoped he 
would. Only three people actually said that 
they thought the psychiatrist would not be able 
to help them. 

Comments about certain treatments revealed 
many misconceptions and demonstrated the 
extent to which people’s views of psychiatry 
are influenced by the media. Several people 
had read magazine articles or seen television 
programmes about hypnosis, group therapy 
and psychoanalysis which seemed to have 
introduced a rather distorted view of the nature 
of psychiatric treatments. One man, for example, 
expressed doubts about tablets based on what 
he knew of the use of drugs on Russian political 
prisoners. Another man felt that mental 
hospitals were no good after seeing the film 
One Flew over the Cuckoo' s Nest! 

Altogether, 17 expressed reservations about 
taking tablets, mentioning their fears of addic- 
tion or of merely covering the illness up. One 
woman said that she felt like a guinea pig, 
with the doctor changing drugs until he could 
find one to suit her. 

Six people felt that hypnosis might make it 
easier for them to ‘reveal themselves’ to the 
psychiatrist by helping them to relax and bring 
back the past. Two people did not believe that 
hypnosis was possible, while others described 
it as weird and frightening. 

Only one person considered having ECT. 
Fifteen others were worried about the effects 
of electrical shocks on the brain, and had seen 
others after shock treatment and been distressed 
by the short-term effects. 

Attitudes towards mental hospitals were 
strikingly defensive, many people expressing 
great reservations about their value. One woman 
said ‘I find them distasteful, I wouldn’t even 
watch a programme about them on TV, they 
are sad and pathetic!” Others felt that ‘people 
come out worse’ and that ‘they generate their 
own illnesses and problems’. One woman said, 
"They are badly streamed, so the mildly ill 
never get better again.’ 

Only 8 people had heard of day care as a 
form of psychiatric treatment, and of these 6 
felt that it was preferable to in-patient care. 
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Expectations of the Interview 


Many people were apprehensive about their 
first interview. Thirteen patients thought that 
they would have to lie on a couch. Two people 
were worried at the prospect of talking about 
themselves without any guidance from the 
psychiatrist, while one man expected the psy- 
chiatrist to use a needle to put him to sleep and 
then ‘look at my background’. Another saw the 
psychiatrist as looking for ‘all the sad bits you 
usually keep to yourself’. Five people were 
worried about being asked personal questions, 
and one man said that he was worried that he 
would not be honest during the interview and 
would avoid the real problems. Many people 
expressed a general fear of the unknown, 

However, five people said that they felt less 
worried about coming to see a psychiatrist than 
they would do about going to see a non-psychia- 
tric medical specialist. Reasons such as ‘there 
is a more relaxed atmosphere here’ and ‘at the 
General you never quite know what they might 
find wrong with you' were given. 


After the interview 


Patients" reactions 


"Thirteen patients (52 per cent) said that they 
had not found it helpful to talk to the psychia- 
trist and 6 felt that they had not been under- 
stood. Twenty mentioned specific aspects of the 
interview which they found upsetting, ranging 
from particularly difficult questions to com- 
plaints about interruptions or lack of privacy. 

Widespread discontent was clearly indicated 
by the following individual accounts: ‘I should 
have been told why I had these problems, 
rather than sitting answering questions and 
then being told to take tablets. ‘I wanted to 
know what was wrong with me—-he just 
grinned.’ ‘When he told me I was unhappy but 
not suffering from psychiatric depression, I 
felt that I had come to the end of the road.’ 
One woman said the psychiatrist had told her 
she would always be on tablets, while one man 
claimed he was told he was wasting the psy- 
chiatrist’s time. A man who had previously 
expressed his fear of ECT was ‘shattered’ 
when this form of treatment was suggested for 
him. 
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Several people felt the psychiatrist was in a 
hurry or was not interested in them. One 
woman felt that the psychiatrist jumped to 
conclusions about her far too quickly, and 
another felt the psychiatrist was 'sweeping my 
problem under the carpet’. Surprisingly, despite 
all these comments only two patients openly 
admitted being dissatisfied. 

Fortunately, there were positive sentiments 
expressed too. Eleven patients felt either re- 
assured, stimulated to think about their prob- 
lems or generally relieved that help was near 
to hand. In two cases the visit to the psychiatrist 
had helped by making members of the patient's 
family take his problems more seriously. 


Attitudes to the psychiatrist 


In the course of both questionnaires, responses 
to questions revealed a wide range of attitudes 
to the psychiatrist. For example, when asked if 
they expected the psychiatrist to be interested 
in their own views, replies varied from ‘yes, 
that is what they get paid for’, to ‘no, he will 
have heard it all before’, While some thought 
they might disagree with something the psy- 
chiatrist said —'yes, if I do I will say so'—others 
felt it would be impertinent to disagree. Four 
people said that if they did disagree they would 
not say so. This distinction between those 
expecting to take an active role rather than 
remain in a passive one in their relationship 
with the psychiatrist is further demonstrated 
in people's expectations of treatment. Several 
patients specifically stated that they hoped to be 
helped to help themselves, whilst others had no 
idea what treatment they might be offered and 
assumed without question that treatment was 
entirely the domain of the psychiatrist. 


Patients? recommendations 


Several people made suggestions for changes 
to be made in the Out-patient Department. 
These included the introduction of a pre- 
liminary data-seeking interview to save the 
psychiatrists’ time, and the possibility of a 
tension-reducing discussion with a nurse. 

Over half of those seen after their interview 
thought they should have been told more about 
what to expect beforehand. All thought their 
GP should do this. Comments included ‘I was 
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worried for a month wondering what it would be 
like.’ ‘My GP could have told me not to worry, I 
was expecting nervous tests and electric shocks 
and all sorts of things.’ "The doctor should 
explain that you don't have to be a “nut case" 
when he sends you to see a psychiatrist.’ 

Eleven people said that their interview with 
R.M. made them feel more relaxed and i in 
them collect their thoughts together before they 
went in to see the psychiatrist. 


Discussion and Conclusions 


One of the most valuable aspects of this 
project for R.M. was visiting patients at home. 
Apart from the insights she gained, the patients 
themselves were clearly grateful that someone 
should have found the time to visit them at home, 
despite the support and reassurance that family 
and friends were in many cases already offering. 
Some people seemed to experience an extreme 
sense of isolation, no doubt heightened by the 
fact that society still stigmatizes mental illness 
and places tremendous demands on people to 
cope and not to admit to needing help. 

At the same time, many people, especially 
those with chronic problems which had been 
treated with limited success by the GP, saw the 
psychiatrist as a last resort. Although many did 
not express it directly, it was a firm impression 
that they invested a great deal of faith in the 
psychiatrist’s ability to help them. Possibly they 
need this faith to help overcome their shame at 
the stigma involved. We suggest that factors 
such as these lead many disenchanted people 
to deny their dissatisfaction. 

There were some suggestions in our study that 
GPs over-prescribed psychotropic drugs. Most 
of the patients had been treated with tablets, 
and over half of them felt they had not benefited. 
Balint (1964) believed that the major factor 
causing GPs to prescribe as often as they did 
was their inability to obtain or offer psycho- 
therapy to their patients. While his suggestions 
that psychiatrists should train GPs in psycho- 
therapy to remedy this situation may be im- 
practicable at the present time, it seems highly 
appropriate in view of comments made about - 
the type of help that patients want. 

This study has demonstrated how worried 
many people are about their visit to a psychia- 
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trist owing to their lack of knowledge about what 
to expect. Although it is fashionable to talk 
about the need for better communication, we 
believe that GPs need to be much more ac- 
quainted with the attitudes and practices of 
their local psychiatrists, so that they can inform 
and guide patients more usefully at the time of 
referral. Alternatively, an interview with a 
non-medical person could be introduced prior 
to the first psychiatric interview to give people 
the opportunity to discuss their fears and have 
any unrealistic expectations corrected. The 
fact that 11 people found their interview with 
R.M. of benefit supports this suggestion, though 
it might be more appropriate to introduce an 
interview nearer the date of referral. Skuse 
(1975) showed that such an interview conducted 
as a home visit significantly reduced the sub- 
sequent rate of non-attendance at the first 
interview. 

We were struck by the diversity of hopes and 
expectations with which people embark on their 
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first visit to the psychiatrist. Psychiatrists 
themselves also vary in their approaches, but 
most patients have neither the knowledge nor 
the means to choose whom they see. It scems 
clear to us, therefore, that unless the psychiatrist 
acknowledges his patient's hopes, fears and 
expectations, the outcome of the interview may 
well be unsatisfactory. 
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The Applicability of the Foulds and Bedford Hierarchy 
Model to Mania and Hypomania 


By V. E. BAGSHAW and F. M. McPHERSON 


SUMMARY A group of 30 manic and hypomanic patients was 
assessed on the Delusions-Symptoms-States Inventory and did not 
appear to conform well to Foulds’ and Bedford's hierarchy model. 
Failure to fit the hierarchy was caused by lack of scores in the Neurotic 
Symptom Class. The relationship between delusions of Grandeur and 
state of Elation, which was found to be inclusive and non-reflexive, 
did, however, support the hierarchy model. 


Introduction 

Foulds and Bedford (1975) have proposed a 
hierarchy model of personal illness, in which 
there are four classes of illness, arranged in an 
ascending order, according to the extent to 
which the patient is unable to maintain mutual, 
personal relationships. The classes are: Class 1, 
Dysthymic States, which comprises the three 
subgroups of Anxiety, Depression and Elation; 
Class 2, Neurotic Symptoms, which comprises 
the five subgroups of Conversion, Dissociation, 
Phobia, Compulsion and Rumination; Class 3, 
Integrated Delusions, which comprises three 
subgroups, ie. delusions of Grandeur, of 
Persecution and of Contrition; and Class 4, 
Delusions of Disintegration, which is not 
subdivided. 

Foulds and Bedford postulate that the rela- 
tionship between the classes is inclusive and 
non-reflexive. Thus, patients with Delusions of 
Disintegration (Class 4) would be expected 
also to have Integrated Delusions (Class 3), 
Symptoms (Class 2) and States (Class 1). On 
the other hand, patients with, for example, a 
state of Anxiety (Class 1) would not necessarily 
be expected to show Symptoms (Class 2) or 
Delusions (Class 3 and/or 4). There are there- 
fore five patterns of signs and symptoms which 
are compatible with the hierarchy model. These 
are (where t indicates that the patient has, and o 
that he has not, signs or symptoms of that class). 

All other patterns are incompatible with the 
model, e.g. 1 o 1 o in which the patient has 
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Integrated Delusions and a Dysthymic State 
but no Symptoms. Foulds and Bedford (1977) 
have developed a self-report questionnaire, the 
Delusions-Symptoms-States-Inventory (DSSI), 
to assess the presence of personal illness accord- 
ing to their model. Studies of general psychiatric 
in-patients and out-patients (Foulds and Bed- 
ford, 1975; McPherson et al, 1977) and of 
depressive patients (Bagshaw, 1977), employing 
the DSSI, found that over 9o per cent had 
patterns of signs and symptoms which were 
compatible with the model. 

The main aim of the present study is to 
test the model with a different sample— 
patients who had been diagnosed clinically as 
manic or hypomanic—to see whether a com- 
parable proportion of them also fit the hierarchy. 

A second aim of the study is to see whether the 
relationship between state of Elation (repre- 
senting hypomania) and delusions of Grandeur * 
(representing mania) is inclusive and non- 
reflexive in character, as predicted by the 
model. Foulds and Bedford (1977) found in 
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their sample of 480 general psychiatric patients 
that 60 per cent of those scoring above the 
cut-off point of 4 on delusions of Grandeur (dG) 
reported states of Elation (sE), whereas only 
24 per cent of those scoring 4-+ on state of 
Elation reported delusions of Grandeur. These 
results lend some support to their claim, but 
are not conclusive because Foulds and Bedford 
included all patients scoring 4-+ on delusions of 
Grandeur and/or state of Elation, rather than only 
those whose final DSSI diagnosis was dG or sE. 


Subjects Method 


The group comprised 30 in-patients from 
three psychiatric hospitals. (1) All patients had, 
in the opinion of their consultant psychiatrists, 
a primary diagnosis of mania (N = 6), hypo- 
mania (N = 20) or mixed affective state with 
hypomania predominating at the time of testing 
(N - 4). (2) All were aged 21 to 69 years 
with the exception of two adolescents aged 14 
and 16 years and one patient aged 87 years. 
It was decided to include these three patients, 
who were judged to understand the questious 
and were capable of completing the question- 
naire, because of the difficulty in finding 
enough patients with this diagnosis. (3) All 
scored 14 or more on the Mill Hill Synonyms 
Selection "Test. (4) All were testable and co- 
operative. Nearly all patients were tested within 
one week of admission or of onset of manic/ 
hypomanic symptoms. Patients were given the 
questionnaire individually and it was usually 
completed in the presence of the investigator. 


Questionnaire 

The DSSI consists of 12 sets of seven items 
each corresponding to the Classes and their 
constituent groups. Items answered ‘False’ 
always score o, while ‘True’ items are assigned 
scores of 1, 2 or 3. For most items in Classes r 
(Dysthymic States) and 2 (Neurotic Symptoms), 
the score depends on severity of distress, while 
in the case of state of Elation items, it depends 
on frequency, i.e. seldom, often, or nearly always, 
-since it would be inappropriate to ask how 
distressful it is to be *on top of the world', etc. 
In the case of items in Classes 3 (Integrated 
Delusions) and 4 (Delusions of Disintegration), 
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the score depends on degree of conviction, i.e. 
not very sure, fairly sure, certain. ' Those who score 
4 or more on any set are allocated to that group, 
and each person is assigned to the class highest 
in the hierarchy of which he is a member. 


Results and Discussion 

Of the 30 patients, 22 (73 per cent) had 
patterns of signs and symptoms which were 
compatible with the hierarchy model. Of the 
remainder, seven (23 per cent of the total and 
88 per cent of those who did not conform) had 
similar incompatible patterns, 10 1 I or 1010; 
that is, they had delusions (Classes 3 and 4) and 
states (Class 1), but no Symptoms (Class 2). 

In a previous study of depressed patients, 
Bagshaw (1977) found that this was also the 
main reason for failure to fit the model, though 
among the depressed patients failure was much 
less common (8 per cent). The much higher 
failure rate in the present sample might reflect 
the inappropriateness of the DSSI, or any 
other self-report inventory, when used with 
manic and hypomanic patients, who often lack 
insight and are unable to perceive accurately 
their own signs and symptoms (e.g. Platman 
et al, 1969; Loudon et al, 1977). Moreover, for 
a symptom (Class 2) item to be scored, the 
DSSI requires not only that the patient should 
report the abnormal behaviour patterns or 
thoughts but also that he should indicate that 
he finds them distressing. Ten (33 per cent) of 
the total group, including four of the seven 
patients who failed to conform due to lack of 
symptoms, had, in fact, among them reported 
23 symptoms and seven states but had denied 
that they were distressed by them. 'The items 
were therefore not scored. If they had been, 
three of the four non-conformers would have 
conformed to the model, increasing the total 
number of patients doing so to 25 (83 per cent). 
However, this is still some то per cent below 
the proportion found in previous studies of 
other types of patient, and the present findings 
provide little support for the hierarchy model. 

However, some support for the model is 
found in the specific relationship between state 
of Elation and delusions of Grandeur. In the 
DSSI, state of Elation items in Class 1 and 
delusions of Grandeur items in Class 3 are 


Я У. Е. BAGSHAW AND Е. М. MCPHERSON 


representative of the clinical syndromes of 
hypomania and mania, respectively. Eight 
patients obtained a DSSI diagnosis of state of 
Elation (sE) and four obtained a diagnosis of 
delusions of Grandeur (dG). These 12 patients 
illustrate the inclusive, non-reflexive, relation- 
ship between sE and dG which the model 
predicts: all four of the dG patients also had sE, 
whereas of the 12 with sE, only four had dG. 
Further, in addition to the four patients 
with diagnoses of delusions of Grandeur (dG), 
there were another five who, though their 
DSSI diagnosis was delusions of Disintegration 
(Class 4), had higher scores in dG than in any 
of their Class 3 subgroups; similarly, a total of 
21 patients had higher scores in state of Elation 
than f their other Class 1 subgroups—the 8 
with a diagnosis of sE and 13 others whose 
diagnosis was one or other of the Class 2, 3 or 
4 subgroups. These nine ‘dG primary’ and 21 
‘sE primary’ patients also illustrate the inclusive, 
non-reflective, relationship between sE and dG: 
whereas all nine ‘dG primary’ patients had sE, 
only nine of the 21 ‘sE primary’ patients had dG. 
Although the main aim of this study was not 
to compare clinical diagnosis and DSSI diag- 
nosis, it should be noted that agreement was 
low. Whereas all 30 patients had a clinical 
diagnosis of hypomania or mania, only 12 had 
a DSSI diagnosis of sE of dG (the other DSSI 
diagnoses being: Delusions of Disintegration—7 ; 
delusiens of Persecution—2; Ruminations—2; 
a further seven patients admitted to no states, 
symptoms or delusions). Those six patients 
diagnosed as ‘manic’ showed the greatest agree- 
ment with the DSSI diagnosis, with 67 per cent 
of them having final DSSI 'diagnoses' of state of 
Elation (sE) or delusions of Grandeur (dG) ; only 
25 per cent and 25 per cent respectively of the 
‘hypomanic’ and ‘mixed affective states’ had 
DSSI ‘diagnoses’ of sE or dG. On the other hand, 
as noted above, although only eight patients 
had a DSSI diagnosis of sE, 21 of the 23 who 
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admitted to any Class 1 states had higher scores 
on sE than or either sD or sA, and all 23 of them 
reported at least one sE symptom. Similarly, 
although only four patients had a DSSI 
diagnosis of dG, nine of the 12 patierts who 
admitted to any Class 3 delusions had higher 
scores on dG than on either dP or dC (P < +005), 
and a total of eleven patients admitted to at 
least one delusion of Grandeur. à 

In conclusion, therefore, the specific relation- 
ship between state of Elation and delusions of 
Grandeur is as predicted by the Foulds and 
Bedford model; however, the overall results, 
with only 73 per cent of the patients having оле 
or other of the five predicted patterns of signs 
and symptoms, provide little support for the 
model. It may be that the model does nct apply 
to hypomania and mania; however, the results 
may also reflect the inappropriateness of the 
DSSI, and of aay cther self-report questionnaire, 
for the assessment of hypomanic and manic 
patients. A further test of the model, employing 
more suitable methods of assessment, is clearly 
required. 
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The Extraverting Effect of Treatment in a Therapeutic 
Community for Drug Abusers 


By STEPHEN WILSON and DAVID KENNARD 


Two measures of extraversion were administered routinely to a group 
of drug dependent offenders, on admission, after six months and after 
one year's treatment in a therapeutic community. On admission the 
sample was relatively introverted. During the treatment there was a 
progressive move towards extraversion, and after one year's residence 
there was a significant change in the direction of extraversion. It is 
suggested that this change constitutes an important factor in the 


success of this type of treatment. 


Introduction 


The assumption that drug abuse is linked to 
personality underlies a recent development in 
the treatment of drug dependency known as 
the 'concept-based' therapeutic community 
(Sugarman, 1974; Ogborne and Melotte, 
1975). These communities first began to func- 
tion in the United Kingdom in 1968 and are 
modelled on the practice of Synanon which 
developed in California ten years earlier. 
During treatment an attempt is made to 
restructure radically the former drug abuser's 
life style, attitudes and self-concept. Foremost 
among the methods used to achieve these aims 
is the fostering of new friendships in a peer 
group of abstinent former drug users, which is 
then able to exert social pressure upon the 
addict to change himself. 

A recent follow-up study in one such com- 
munity (Wilson and Mandelbrote) has provided 
some evidence of the success of this approach. 
In this study, two findings of interest emerged 
in relation to personality: 

(1) Residents who were relatively extraverted 

on admission showed less subsequent criminal 

activity. 

(ii) Residents who were more introverted on 

admission, had a higher rate of reconviction 

following treatment, but in them there was a 
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significant association between longer stay in 
treatment and reduced criminality. 


Subsequent analysis of results, to be reported in 
a further paper, has found the same relation- 
ships when frequency of drug injection is taken 
as the outcome criterion. 

One model which would be consistent with 
these findings is that extraversion is a necessary 
prerequisite for successful outcome in this 
population. In this view, prolonged exposure to 
treatment which emphasizes social involvement 
would increase extraversion in introverted 
abusers, while those who were initially extra- 
verted would remain so. Since the majority of 
residents were introverted on admission, this 
model is relevant to the apparent success of the 
treatment approach. 

The present paper explores the relationship 
between length of stay and progressive change 
on the introversion-extraversion dimension 
during the first year of treatment. 


Method 


Two independent questionnaire measures of 
extraversion were used: the second order ‘Intro- 
version us Extraversion’ factor of the 16PF 
questionnaire and the Social Introversion Scale 
of the MMPI. The former comprises the 
weighted scores of 5 out of 16 primary personality 
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factors: reserved—outgoing, humble—assertive, 
sober—happy-go-lucky, shy—venturesome, and 
self-sufficient—group-dependent (Catell et al, 
1970). The Si scale of the MMPI contains 
items which describe the person's uneasiness in 
social situations or in dealing with others. 
Factor analysis of this scale has identified factors 
of social isolation, maladjustment апа self- 
depreciation (Dahlstróm et al, 1972). The 16PF 
and MMPI were administered routinely to 
new residents soon after admission (usually 
within the first two weeks), when they were free 
of all drugs and not suffering from withdrawal 
symptoms. 

Both questionnaires were subsequently com- 
pleted at six and again at twelve months by 
those residents still in treatment. 


Sample 

The present sample comprises all admissions 
between September 1971, when the treatment 
programme began, and the end of 1974. There 
were 134 admissions during this period,* com- 
prising 107 (8o per cent) males, mean age 22:6 
years, SD 4:6; and 27 (20 per cent) females, 
mean age 20:5 years, SD 3:6. The average IQ, 
of 102 residents tested on admission on the 
Wechsler Adult Intelligence Scale was 108-6, 
SD 10-8. 

On admission 114 residents (85 per cent of 
admissions) completed the MMPI, and rio 
(82 per cent) the 16PF. Most non-responders 
discharged themselves during the first two weeks 


ж This included 7 re-admissions—i.e. residents who left 
treatment and returned more than one month later. The 
average. time between discharge and re-admission was 
eight months. | 
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of treatment, before testing had been carried out. 
Ninety-six residents stayed in treatment up to 


26 weeks, 18 stayed between 27 and 52 weeks, 
and 20 stayed more than one year. 


Results 


Tables I and П show the mean scores of 
residents who stayed for different lengths, of 
time. Greater extraversion is indicated by 
higher scores on the 16PF Extraversion factor 
and lower scores on the MMPI Si scale. It can 
be seen that both questionnaires reveal a similar 
pattern. 


(a) There is little difference between mean 
scores on admission of residents who stay 
different lengths of time. On admission, all 
groups obtain mean scores in the introverted 
range, Le. less than 5:5, оп the 16PF and 
more than 60 on the MMPI. 


(b) Residents who stay between six and twelve 
months are more extraverted at six months 
than on admission. This change is significant 
on both the 16PF and MMPI measures 
(t = 2:70, Р < -оз and t = 2:98, P < оц 
respectively, two-tailed). 

(c) Residents who stay more than twelve 
months show consecutive increases in extra- 
version at six and twelve months. At six 
months the 16PF shows a significant change 
(t = 2:20, Р < :05) but the MMPI does so 
only marginally (t = 2:04, P < 10). 
Between six and twelve months both mea- 
sures show significant further change (t == 
2:36, Р < -05 and t = 2-11, Р < «05 
respectively). The significance level of the 
overall change in the 12-month period is 


"Ав I 


Residents! mean scores on Second Order ‘Extraversion’ Factor of 16PF. Questionnaire, by length of stay in treatment 
› OF eng D 








Length in treatment 0-26 weeks 27—52 weeks 2-52 weeks 
Number of residents Р 96 18 20 
Number completing questionnaire 74 18 17* 

Test occasion Mean SD Mean SD Mean SD 
Admission .. 3:8 2:4 472 2*5 3:9 2-1 
6 months те — 5:9 24 5*3 1:3 
12 months... — — — — 6.8 2:2 





* Two residents in this group were admitted before the 16PF was administered routinely. Another resident 
stayed longer than 52 weeks but did not complete the final questionnaire, 
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Taste П 
Residents! mean scores on MMPI Social Introversion Scale, by length of stay in treatment 








Length in treatment 5 0-26 weeks 27-52 weeks >52 weeks 
Number of residents of m 96 18 20 
Number completing questionnaire 76 18 19* 
Test occasion Mean SD Mean SD Mean SD 
Admission .. s a e 66a 1074 65:9 10:2 65:5 10:7 
*6 months .. РЕ m ate — — 58-4 10-2 61:1 8-2 
12 months .. Em — — == — 55:8 10:9 





* One resident stayed longer than 52 weeks but did not complete the final questionnaire. 


P < -o1 (t = 3-06) and P < -02 (t = 2:71) 

respectively. 

Discussion 

These results indicate a tendency towards 
introversion on admission which is consistent 
with other findings concerning drug users 
(Halstead, 1968; Cockett, 1971; Gilbert and 
Lombardi, 1967; Martin and Inglis, 1965), 
although some researchers have located this 
population within the normal range for extra- 
version (Blumberg et al, 1974; Rosenberg, 1969). 
One limitation of such findings is that they have 
often been based on samples drawn from treat- 
ment units or penal centres. There is no reason, 
however, to believe that drug abusers in the 
community at large have a uniform personality 
structure; indeed, there is evidence of great 
diversity in their life style and social behaviour 
(Stimson, 1973; Sutter, 1966; Preble and Casey, 
1969). It is possible, therefore, that the intro- 
version of our sample on admission reflects some 
degree of self-selection. Those people whose drug 
involvement is associated with introversion may 
be isolated from the social support available 
within a drug-using subculture, may be less 
adept in coping with the demands imposed by 
their life style, and may be more prone in 
consequence to enter residential institutions of 
one kind or another. 

A further limitation of the present findings is 
that they cannot illuminate the important 
question of cause and effect when exploring the 
relationship between introversion and drug 
abuse. It is possible that shyness and anxiety 
in social situations lead some individuals to 
seek relief through the use of drugs. On the 
other hand, drug dependency may itself lead the 


individual to restrict his social interaction and 
to centre interest on himself rather than on 
others. Cockett (1971) has provided some 
evidence of a positive correlation between the 
degree of introversion and the level of drug 
involvement. However, this still leaves open the 
question of causal sequence. 

This question is pertinent to the interpretation 
of our finding that a progressive increase in 
extraversion occurs in residents who stay longer 
than six months. If one takes the point of view 
that the introverted drug abuser has always 
been introverted, it would appear that treatment 
in the community has effected a change in basic 
personality. Alternatively, if introversion is 
regarded as a secondary phenomenon, arising 
from the continued use of drugs, the effect of 
treatment may be seen as ‘unmasking’. In this 
view, the apparent increase in extraversion 
found in our sample would actually represent a 
return to pre-drug involvement levels of socia- 
bility. Both types of change may, of course, be 
present, either in the same individual or in 
different individuals within the total sample. 

A further question is whether the changes 
which occur are temporary, dependent on 
living in the therapeutic environment, or are 
more lasting. While personality assessment has 
not been carried out on residents after they 
have left treatment, the follow-up evidence 
available so far, some of which is reported 
elsewhere (Wilson and Mandelbrote), suggests 
that a lasting change in life style is achieved by 
almost all residents who stay more than one 
year and by many who stay for shorter periods. 

A further aspect of the results concerns their 
validity. The finding of significant change on 
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two different measures of extraversion suggests 
that the results are independent of the parti- 
cular test used. It is, however, arguable that 
they may represent primarily a change in 
response set; residents may be conforming to 
the ideals of the treatment programme, rather 
than demonstrating actual changes in attitudes 
and behaviour. Extraversion scores have been 
shown to increase when normal (American) 
subjects fake socially desirable responses (Mere- 
dith, 1968). This is a subtle distinction in rela- 
tion to drug abusers, however, since such 
conformity would itself be of psychological 
significance in a population which is charac- 
teristically overwilling to admit to socially un- 
desirable traits (Gilbert and Lombardi, 1967). 
Some relevant evidence in the present study is 
provided by the MMPI Lie Scale, which 
measures the tendency to 'fake good'. This 
remains low throughout treatment, which 
suggests that there is no obvious attempt to put 
on a socially desirable appearance as treatment 
progresses. 
Conclusion 


Evidence is presented of a marked change 
from introversion to extraversion in former drug 
abusers who stay longer than six months in a 
‘concept-based’ therapeutic community. In this 
setting there is a strong emphasis on peer-group 
interaction. and involvement in a drug-free 
environment. The results indicate that this 
appears to provide an effective antidote to the 
introversion which is characteristic of many drug 
offenders who enter treatment centres. 
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An Adolescent Unit Assessed: A Consumer Survey 


By P. G. WELLS, A. MORRIS, R. M. JONES and D. J. ALLEN 


The paper describes the therapeutic prograrame of the Young People's 
Unit, Macclesfield. Admission is based on a therapeutic contract agreed 
with the youngster and family. Data on the first 150 admission to the 
Unit are presented. The information was collected from all referring 
agencies and a sample of youngsters and parents after an average 
period of two years since discharge. Results were similar to those of 
other follow-up studies of discharges from adolescent units, i.e. 78 per 
cent of neurotic disorders, 53 per cent of mixed neurotic and 
conduct disorders and 47 per cent of conduct disorders showed im- 
provement. There was a high incidence of recurrence of the most 
significant presenting symptom (72 per cent). Nevertheless, referrers 
and youngsters showed a positive attitude to the treatment experience. 
The possible relationship of this to the contract system is discussed. 
À longer period of stay was found to correlate positively with improve- 
ment in conduct disorders. There is a need for further research into 
what aspects of a treatment milieu produce significant and lasting 


changes in conduct disorders. 


Introduction 


Results from units admitting psychiatrically 
disturbed adolescents have been reported over 
the past twenty years. The studies differ 
significantly in many aspects of methodology 
such as evaluation of change, length of time to 
follow-up, and collection of data. Barker (1974) 
has recently drawn attention to the considerable 
difficulties in determining satisfactory measures 
of improvement following in-patient care. The 
various papers published support his comments. 
They indicate that psychiatric units for adoles- 
cents and children differ considerably in their 
admission and treatment policies. The goals of 
admission may also vary for different clients 
within a single unit. Some units tend towards 
the medical model of admission, e.g. the 
Maudsley Unit described in Warren's (1952) 
' paper and the St Ebba’s Unit described by 
Sands (1953). On the other hand Bruggen et al 
(1073) emphasize admission arranged with 
involved adults (rather than the youngsters) 
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on à contractual basis aimed at the resolution 
of an immediate crisis with the family or other 
primary care group. Treatment on a given 
unit may vary with time. 

There are also differences in the methods 
used in follow-up studies. Diagnostic classifica- 
tion varies: some studies use one derived 
from adult psychiatry, e.g. Annesley (1961), 
Masterson (1958); some use Rutter’s (1965) 
classification of disorders in children, e.g. 
Warren (1965). Framrose (1975) uses the 
classification. of childhood and adolescent dis- 
orders prepared by the Group for the Advance- 
ment of Psychiatry (1966). Most of the diagnoses 
made in these studies fall within the range of 
behavioural or neurotic disturbance. Psychoses 
or organic brain syndromes, when mentioned 
at all are much less common. 

As noted above, there are considerable 
variations in length of time to follow-up, and 
in the way improvement was assessed. Some 
studies use an assessment made at discharge, 


e.g. Framrose. Others draw on information 
from a clinical interview several years after 
discharge, e.g. Warren (1965). 

However, general trends are evident. Beskind 
(1962), reviewing follow-up studies up to 1961, 
indicates high rates of improvement in the 
psychoneuroses and affective disorders (80-90 
per cent improvement), intermediate results 
(around 50 per cent improvement) in those 
diagnosed as psychopathic disorder, and poor 
outcome (30-40 per cent improvement) in those 
diagnosed as suffering from schizophrenia. 

Warren (1965), using a minimum follow-up 
period of six years, indicates that two-thirds of 
those with neurotic disorders, just over one-half 
with mixed neurotic and conduct disorders and 
just over one-half with conduct disorders did 
well. Nurcombe ef al (1973) confirm the good 
prognosis of those adolescents presenting with 
neurotic symptoms. Both Warren and Nurcombe 
draw attention to family involvement and atti- 
tudes as significant factors affecting prognosis. 

In a review of prognostic factors identified in 
13 follow-up studies, Gossett et al (1973) sum- 
marize the outcome in 8 of these. After a 
follow-up period of at least six months, a 
median of 83 per cent of those with neurotic 
disorder, 53 per cent of those with character dis- 
order, and 45 per cent of those with psychotic 
disorder were rated improved. 

Youngsters followed up from Approved 
Schools show poorer prognosis. Reconviction 
was the parameter used in a 1964 Home Office 
study. Sixty-seven per cent of the boys had 
been reconvicted three years after discharge. 
Annesley draws attention to the difference in 
prognosis between those adolescents in whom 
behaviour disorders appear to arise from severe 
constitutional and environmental disruption, 
and those from good backgrounds where the 
behaviour is better seen as a neurotic equivalent. 
It may be that factors such as these determine 
whether youngsters with behaviour disorders 
are selected for admission to adolescent units or 
Approved Schools, and they may also contribute 
to the differences in outcome. 

This paper describes methods of treatment 
employed on a Young People’s Unit and pre- 
sents data from three sources about the outcome. 
A further paper will explore the attitudes of 
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referrers, youngsters and parents to Mp of 
the treatment régime. 


Treatment Environment 


The Macclesfield Young People’s Unit is a 
purpose-built building in the grounds of Park- 
side Psychiatric Hospital. It is also linked with 
the University Hospital of South Manchester. 
It is a modified therapeutic community with 
beds for 20 adolescents of both sexes between 
the ages of 13 and 17. 

The aim of the Unit is to provide brief thera- 
peutic intervention with selected families of 
adolescents in crisis. 

Selection for therapy depends on the family’s 
motivation to change and on their agreement 
that separation is needed for the changes to 
occur. This is the focus of the three pre- 
admission meetings, consisting of a home visit 
by a Unit social worker and nurse, a Clarifica- 
tion Meeting in out-patients and a Contract 
Meeting on the. Unit. A referring agency 
representative is. where possible expected to 
attend the latter two meetings. The culmination 
of a successful interaction between the Unit 
team and the family is a therapeutic contract, 
to which the youngster's assent is vital, which 
is given to the family and their referrer in 
writing. This expresses the dynamics of the 
problem and the changes in the family and in 
the youngster's behaviour which parents and 
youngsters agree to be desirable, and sets out 
what roles the Unit and the referring agency 
are to play during the youngster's stay. In this 
way the therapeutic partnership is provided 
with a clear focus of work. Progress on the 
agreement is then reviewed in a formal meeting 
every month with the youngster, his parents 
and the referring agency worker. 

'The Unit staff consider that no useful purpose 
can be served by admitting to this type of 
therapeutic setting a youngster who is neither 
capable of utilizing it to change, nor desires to. 
À youngster whose motivation is in doubt may 
be put on a points scheme, related to the earning 
of more time on the unit. It is thought that the 
very unintegrated personalities (Dockar Drys- 
dale, 1968), most psychotics and those of 
subnormal intelligence require a more protective 
environment than this unit provides. 
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Nursing staff on night and morning shifts, 
medical staff and youngesters meet daily in a 
morning community meeting. Each youngster is 
allocated a member of staff as individual coun- 
sellor and also takes part in daily group therapy. 
These alternatives provide for dependency, 
modelling, reality confrontation and peer group 
identification. There are weekly groups in art 
therapy and psychodrama. Education is provi- 
ded at the Unit school, although some youngsters 
attend outside schools daily from the unit 
during the last phase of their stay. 

The Unit attempts to modify destructive 
ways of behaving by restricting acting out and 
by providing maximum opportunity for talking 
out. This calls for a high staff/patient ratio and 
for emphasis on full and open communication 
among staff through frequent handovers, daily 
staff meetings and a weekly staff sensitivity 
meeting. 

The Unit closes from Saturday morning to 
Sunday evening. Crises which erupt during 
weekend leave can be dealt with at weekly 
multi-family group meetings for parents and 
youngsters, purposely timed to take place on 
Monday evenings. Occasionally a whole family 
needing more intensive help is admitted for 
weekend conjoint family therapy. 

'The use of psychotropic drugs on the Unit is 
uncommon. Reality confrontation in com- 
munity meetings and other group settings define 
acceptable boundaries of behaviour. Other 
controls include self- or staff-imposed room 
restriction, and staff and youngster arbitration 
meetings (to examine a youngster's behaviour 
and to agree upon some form of reparation or 
alternative way of behaving). Special Contract 
Review meetings can be called for the youngster, 
his parents, the referring agency and Unit staff 
whenever the contract is repeatedly jeopardized 
by any party. This may result in the youngster 
returning home temporarily or being discharged. 


Method 


A number of possible control groups were 
examined at the outset, but unfortunately none 
proved suitable. The local circumstances did 
not favour a random allocation to one or 
another unit. Nevertheless, a longitudinal study 
was considered to be of value. 


AN ADOLESCENT UNIT ASSESSED: A CONSUMER SURVEY 


All the youngsters discharged from the Unit 
from its opening on 28 November 1970 to 
go June 1974 were included in this study, 
which was planned retrospectively. Data collec- 
tion started in January 1975. This gave a 
minimum follow-up period of six months and an 
average of 26 months. Case notes were used to 
provide demographic information only. Three 
major sources of information were used: 
referring agencies, youngsters and parents. 

The referring agencies of all 150 youngsters 
were sent postal questionnaires. The referrer 
was asked to indicate on a checklist (based on 
one prepared by the Group for the Advance- 
ment of Psychiatry), the most significant 
symptom leading to referral and other minor 
symptoms. The referrer was asked what changes 
in symptom had been observed at the time of 
discharge and during the subsequent period. 
Further sections included information about 
referrers’ attitudes to the pre-admission and 
treatment procedures, and asked for details of 
the youngster's overall performance after dis- 
charge in areas such as work, family and 
marital adjustment. 

From the symptom checklist, the consultant 
psychiatrist, the clinical psychologist and the 
senior social worker each independently grouped 
the youngsters into diagnostic categories, using 
Rutter's classification. There was total agree- 
ment on 61 per cent of the cases, two-thirds 
agreement on 36 per cent and no agreement on 
3 per cent. These last were excluded whenever 
diagnostic categories were used. 

More detailed information was then sought 
from a random sample of 50 families whose 
youngsters had been in-patients for at least one 
month. The research graduate interviewed 
these youngsters where they were currently 
living. He was not known to any of the families 
and was not employed in treatment. A struc- 
tured interview was tested and refined following 
a pilot study. A questionnaire was developed 
for joint completion by youngster and inter- 
viewer. The interviewer’s responses to young- 
sters’ questions about the interview were 
standardized to increase reliability. The ques- 
tionnaire covered attitudes to the treatment 
experience, subsequent patterns of behaviour, 
and change achieved through the treatment 


P. G. WELLS, A. MORRIS, R. M. JONES AND D. J. ALLEN 3 


experience. The youngsters were also invited to 
add any other comments. 
The parents in this sample were sent a postal 
questionnaire which covered similar ground. 
The computer facilities at Keele University 
were used for the statistical analysis. 


Results 

The total population consisted of 150 young- 
sters. Questionnaires sent to referring agencies 
produced follow-up data on 131 youngsters; a 
response of 87 per cent. Where information 
supplied was lacking, calculations of percentages 
and statistical significance involved the number 
of known values. 

Interview information was available on 40 of 
the 50 youngsters in the ‘detailed sample’; a 
response rate of 80 per cent. Of those not 
interviewed, four were ‘missing from home’, 
and six refused or avoided the interview. 
Replies were obtained from 26 of the 50 parents 
or guardians who were sent postal question- 
naires; a response rate of 52 per cent. Referring 
agency information was available on 44 of the 
50; a response rate of 88 per cent. Data were 
available from at least one source on all but 
one youngster in this sample. Overall, such 
response rates provided a favourable basis for 
analysis. 


General characteristics (N == 150) 


The population had been referred as follows: 


Social Services Departments 28% 
General practitioners 24% 
Child Guidance Clinics 2195 
Hospital child psychiatrists 12% 
Adult psychiatrists 9% 
Other sources 7% 


They came predominantly from Greater 
Manchester (67 per cent) and Cheshire (21 per 
cent). 


There were 65 (43 per cent) boys and 85 
(57 per cent) girls. Their ages on admission 
were distributed between 12 and 17; those 
aged 14 and 15 constituted 70 per cent of the 
total. The mean age on admission was 14°2 
years. Since this study was conducted the mean 


age on admission has risen sharply followinf the 
raising of the official school-leaving age. 

'The distribution of social class by guardian's 
occupation (using the Registrar General's 
Classification Manual) was as follows: Class I: 
5; Class II: 12; Class III: 59; Class IV: 33; 
Class V: 33; not known: 8. (Although the 
figures were compiled by three successive social 
workers, it was not possible to test for inter- 
rater reliability.) 

Youngsters stayed on the Unit for periods 
ranging from a few nights to just over nine 
months. Most youngsters (56 per cent) stayed 
between three and six months, but a large 
proportion (34 per cent) stayed for less than 
three months. The mean length of stay was 
3:2 months. The time between discharge and 
follow-up varied between 7 and 48 months. 

Of those youngsters about whom information 
was obtained go per cent had been away from 
the Unit for over one year and 56 per cent for 
over two years, The mean post-discharge 
period was 26 months. 

The population characteristics of the 150 
youngsters outlined above, and those of the 
detailed sample of 50 were essentially similar. 


Symptoms and classifications 


Referrers reported one main and an average 
of five minor pre-admission symptoms for 
each youngster (see Table). School refusal, 
depression, aggression towards people and 
sexual behaviour problems were the most 
frequently stated main problems. Among minor 
problems there was a high incidence of aggres- 
sion towards people, lying, inability to relate to 
peers, inability to relate to adults, temper 
tantrums, running away and depression. Cer- 
tain symptoms with a high overall incidence 
were rarely viewed as a main problem. This 
applied particularly to lying, inability to relate 
to peers, inability to relate to adults, temper 
tantrums and aggression to property. 

Diagnostic ratings were accepted as viable 
on 122 youngsters. Of these 26 (21 per cent) 
were classified as neurotic disorders, 43 (36 per 
cent) as mixed (conduct and neurotic) disorders, . 
and 43 (36 per cent) as conduct disorders. 
These groups did not differ greatly in their sex, 
age on admission, or rate of admission, but 
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TABLE 


The distribution of pre-admission symptoms and their post-discharge history 
(mean follow-up period 26 months) 





Pre-admission 


Main symptoms Minor symptoms 




















QN = 195)* (N == 102)* {М = 102)* 
Symptoms — 
Main Minor Improve- No Deterio- Improve- No  Deterio- 
% ment change ration ment change ration 

uid. _— ЧК = 

Somatic disturbance. . A 4 (3) 16 3 о 1 4 9 Ч 
Over anxious .. е x ; (6) 23 6 о о 7 15 2 
Depressed к» i4 (11) 33 8 2 о 10 19 2 
Specific phobias T 1 (1/3 1 о о о 2 о 
Aggression to people .. 15 (12) 45 5 4 2 22 21 o 
Aggression to property 1 (1) 18 1 о о 8 10 ө 
Ageression to self 5 (4) 18 2 1 1 9 8 2 
Stealing-—solitary 7 (5) a4 3 3 о 5 3 1 
Stealing in groups 53 (4) ы 4 1 о 3 10 І 
Lying a о (0) 44 о о о 15 26 oF 
Running away .. 9 (7) 33 3 4 1 12 17 3 
‘Truanting m 5 (4) 28 1 3 о 7 19 3 
School refusal .. 17 (14) 97] 6 5 o її 11 о 
Impulsive € 4 (3) 27 о 3 о 6 19 2 
‘Temper tantrums zs 4 (3) 43 1 3 o 17 23 o 
Sexual behaviour problems 10. (8) аг 7 2 o 5 13 2 
Unable to relate to peers r (1) 45 I o о 16 26 3 
Unable to relate to adults 6 (5) 45 1 2 2 20 21 3 
Psychotic disturbances 5 (4 7 2 1 2 3 3 1 
Other ,. " 5 (4) 6 I 3 o 1 4 о 
"Total no. of symptoms 125 510 56 37 9 181 277 27 
Percentages 100 55% 36% 9% 37% 57% 6% 














* N = Youngsters involved. 


neurotic youngsters stayed significantly longer 
‘on the Unit compared with the other groups 
(P < o-oi). 

A further 10 youngsters (8 per cent) fell 
Outside the main diagnostic groups: psychotic 
disorder 5, personality disorder 3, hyperkinetic 
disorder 1, and developmental disorder 1. 


Changes in symptoms 

Details of changes in the main and in a range 
of minor symptoms were available for 102 
youngsters. Total improvement, or some, in the 
main symptoms was observed in 56 (55 per cent), 
no change in 37 (36 per cent), and some or 
considerable deterioration in 9 (9 per cent) of 
‚ the youngsters. improvement was recorded in 
181 (37 per cent) of the minor symptoms, no 
change in 277 (57 per cent) and deterioration 
in 27 (6 per cent). From other observations it 


appeared that the number of ‘no changes’ was 
inflated by a few instances by referrers who 
were evidently equating this with ‘not known’. 

The changes in symptoms for each diagnostic 
category were compared. Improvement in the 
main symptom was reported in 78 per cent of 
neurotic disorders, 53 per cent of mixed dis- 
orders, 47 per cent of conduct disorders, and 
44 per cent of other disorders. The trend in 
favour of neurotic youngsters is not significant. 
This pattern of differential improvement is not 
repeated among the minor symptoms, which 
show considerable uniformity regardless of 
diagnosis. 


Recurrence of symptom 

Whatever changes occurred in the intensity 
of the symptoms, the pattern was more rarely 
extinguished. Although the main symptom was 
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reported as improved for 55 per cent.of young- 
sters, its recurrence was reported for 72 per cent. 
The proportion of youngsters whose main prob- 
lem recurred showed Ше variation between 
diagnostic groups (neurotics: 70 per cent; 

mixed: 68. per cent; and: conduct disorders: 

Во per: ‘cent. КАУ a 


School and’ work 


` Figures for the work’ неде of those 
who had passed ‘school-leaving age and’ left 
full-time education were available for 42 
youngsters, of whom 24 had a poor work 
record. No significant relationship was found 
with the main presenting symptoms. When 
work atfendance | was compared with the minor 
symptom checklist, a marked but non-significant 
association was found between ‘poor work 
attendance, truancy , (P < 0:07) and running 
away (P < 0:06): 


Agency attitudes to future ЕР | 
The. effect of Unit treatment could be re- 
flected in attitudes. to the referral of further 
families. Of the referrers 63 were very or. ‘mildly, 
enthusiastic, 26 were neutral, 15 were doubtful 
and one would never. refer again. The attitudes 
did not correlate highly with whether agencies 
did actually refer again,.and 49 had done so. 
One condition which influenced. the responses 
of some referrers was their low frequency of 
contact with families for whom Unit treatment 
would be considered appropriate. The , unit 
catchment area too, is very large (population 
44 to 5 million) and agency use of the unit 
was inevitably determined by; the distances 
involved. : 


= 


The client s opinions , 

. Youngsters (N = - 40) and pais (ч = = 26) 
in the detailed sample responded to a balanced 
series of questions and: statements ‘about the 
treatment experience and ‘outcome. Of the 
yoüngsters 65 per cent felt they had sorted their. 
probléms out whilst at the unit, although 95 per 
cent felt that these had continued in some form 
afterwards. Responses in general showed a 
high satisfaction rate, with very few disparities 
between youngsters and parents. 
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30 
Length of stay and time since discharge. 

Longer stay was associated with improvenfent 
in the’ conduct disorders (Р < -005), and this 
trend was found in the mixed disorders also; 
though not at a significant level. Although 
neurotic disorders had a significantly: longer 
stay than other categories, their -tendency 
towards a higher rate of improvement was not 
associated with length of stay. . · 

In the period after’ discharge’ only chad 
disorders were found to be deteriorating’ signi- 
ficantly with’ the passing ‘of time, both in 
reported non-improvement and symptom. re- 
currence. Conduct disorder showed the: lowest 
association between poor outcome and length 
of time since discharge: 


| " Discussion < 

Many- follow-up studies from: ушл 
adolescent units do not use. adequate control 
groups. This study is no’ exception; since the 
random allocation of. youngsters to. the type of 
environment described earlier proved’ imprac- 
ticable. Assessment of the value of a ‘unit as an 
agent of therapeutic change and any quantifica- 
tion: of the later experience of the youngsters 
have usually relied upon subjective criteria. 
Commonly ` reports derive from one - source, 
e.g. parents as follow-up (Annesley, .1961) or 
discharge -interviews conducted by unit staff 
(Barker, 1974), or clinical interviews: supple- 
mented by such reports as were available from 
other professionals (Beskind, 1962). 

The present study attempted to. overcome 
the inadequacy of single measures of outcome 
by employing an independent research worker 
to gáther the evaluations of the three consumer 
groups—-referrers, parents and. youngsters after 
an average follow-up period of just over two 
years. The weakness of this approach ‘is that 
inevitably some information provided: second- 
hand from referring agency casenotes might be 
more detailed about youngsters who continued 
to make demands upon agencies. Referrers 
responses may also be influenced By x 
cultural and agency-frameworks. 

- Nevertheless, a tripartite consumer .survey 
may be assumed to provide a more compre- 
hensive picture of outcome than ‘one ‘derived 


a singles clinical interview. Similarly, the 
this study of one main presenting symptom 
and a range.of minor ones, each rated by. the 
referring agency at follow-up,, yielded a richer 
harvest of information on, which to evaluate 
improvement than from the rating of only, one or 
few symptoms. Furthermore, the survey pro- 
vided a thorough picture of changes over time, 
afid the high response, rate suggested a. satis- 
Зану comumitment.to the study. 

It. has, been, said , that. any. treatment. | 
neurosis must, show ‘better than „70 per, cent 
improvement before.i it can claim to represent A 
significant therapeutic advance. Eysenck, (1965) 
postulated. a gross. spontaneous, remission rate 
of" approximately two- thirds. for „neurotic ‘dis- 
orders over a two-year period. “Although the 
finding in this study of an improvement rate 
of 78 per cent in thé neurotic group is favourable, 
it has'to-be contrasted with.a recurrence-of the 
main ptom in.70 per cent.’ No data: were 
available about .how..temporary. or. otherwise 
the symptoms were when they recurred, but the 
overall improvement, suggested’: that -relapses 
were neither severe nor prolonged. This result 
compares: with. the two-thirds. improvement in 
Warren’s study (Warren; 1965). and 80,per cent 
improvement in Framrose's study of youngsters 
on: discharge '(Framrose, .1975): However, the 
use of three éxternal reference. groups to assess 
outcome in. this. study "avoids both · the; c bias 
arising from Unit staff appraising: their: 'own 
results:and.the limitations of single:measures of 
outcome. . v ORO Pug get mt ate 

t. Figures for improvement in.conduct disorders 
andvmixed. (neurotic and. conduct). disorders аге 
more-modest, a. trend reflected:in many studies; 
Improvements of 47 per. centi and..53 percent 
respectively must’ be contrasted, with' recurrence 
of. main symptoms in 80.per, cent and, 68, per 
cent. ‘The improvement in conduct. disorders 
compares with just over450. per. cent found, by: 
warren, and.53 per cent found;by Gossett et al. 
| Considering. that youngsters: admitted.-to. the 
Unit are selected оп the grounds that, they 
appear,to show some. motivation to change their 
behaviour, these. results. may imply:that moti- 
vation іп these groups does not survive for long 
after discharge; or. that the therapeuticumilieu 
is unsuitable; or that.selection is faulty. It is. well 
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known: that-conduct, disorders are’ resistant -to 
treatment, and the results published from both 
therapeutic and more шша ше 
are uniformly disappointing. · o бам! 

- Although Framrose and stie indicate that 
impulsive youngsters 'have;the poorestioutcome,, 
it does not follow that the milieu described at. 
Edinburgh, or that described here, are thera- 
peutically impotent. According to Framrose 18 
of, the 33. impulsive youngsters did achieve a 
good outcome..The present study showed that, 
those with conduct disorders. did not ‘deteriorate, 
with, the progression "of time „but either i imme- 
diately reverted ` to past,. "behaviou£. чог, (зге 
substantially improved. Improvement. in con- 
duct, disorders. correlated significantly with, the 
length, of , exposure, | to the treatment "avíton- 
ment—to, what extent, this was, Cause - and 
effect, or the result of the” earlier ‘discharge of 
more intransigent youngsters is uncertain. 

The results for conduct and mixed. disórders, 
suggest that treatment for them, may be 
insufficiently symptom- specific." The “hopeful 
expectancy "that ' exposure of ' youngsters to 
artificially fostered good e felatioiiships, -the 
developrhenit of ‘insight into" thé- determinarits 
of. their behaviour and the: ‘salutory’ éxperiéncé 
of’ the frequent costly: coisequences óf anti- 
social": behaviour ! should 'sutfice' ^ tó "mediate 
change in many exhibiting’ conduct arid mixed 
disorders has not ‘been ‘fulfilléd. This-doés not 
imply; ‘however; that! these: ‘сотропећ öf" the 
therapeutic ' régime ‘should Бе" abandoned “or 
that they are not of benefit'to some. `} 4: 

“Research shoüld ‘perhaps now be dirécted 'to' 
detérinine' which  -infhiencés impart' a more 
lasting effect? There’ has: been controversy over. 
the most appropriate type of treatment’ milieu’ 
for youngsters with conduct and mixed dis- 
orders. Scott (1964) maintained that although 
Approved Schools ‘may’ need to be: improved 
ithere.is no firm evidence that they are оп һе 
wrong’ track’: This, point, that ‘the: so-called: 
modérn schools’ may make little difference -to 
outcome was. confirmed by the aüthors of-a 
recent Ноте Office: “Study (Cornish and ‘Clarke, 
1975)' in which delinquents were randomly 
allocated to .a- therapeutic .commiunity. setting 
and a more paternalistic régime. Dunlop (1975) 
found that success rates .at Approved :Schools 
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ranged:from 54'per cent to 20(pér Gent (although 
only 16 percent ҺА: поё reoffended after ‘two 
years), and found that success was highly related 
io the. degree of agreement. existing: between. 
hoys-and staff as to what.was important in their 
experience’ 'at "the? school. "THepresent -study 
indicates substantial support for this finding, 
which we hope to amplify in a further paper. 
Dunlop also found success to be highly related 
to the school's emphasis upon trade training, 
not because of the training in itself, but because 
it provided a means by which ‘the boys felt that 
the best opportunities were provided for them 
to develop responsibility and mature’. She 
implies that the relationship-orientated schools 
placed little emphasis upon responsible beha- 
viour?* 

The Unit staff believe that negotiating a 
junior partnership with a youngster, and putting 
itin writing in the form of a therapeutic contract 
conveys to him that he is taken seriously and is 
expected to respond in a responsible way. When 
this cue is missing, he may assume that the 
contrary is expected and soon may find sup- 
portive evidence for this view. The failure to 
make this cue sufficiently explicit both in 
therapeutic communities and units employing 
a dependency model may serve to confuse both 
staff and patients, particularly over the aims 
and goals of treatment. 

Whether the clarity of a contract plays a 
significant part in mediating changes in symp- 


oms remains to be tested Whether it is instru- |, 
RM. Чир “aim, x А ЛЕ 
etal ii redueihg “the period of separation” ` 


eres stay 3:2 months) of a youngster from 

s fatnily by facilitating changes early may also ` 
repay closer study (Bruggen et al (1973). 
aelNeventheless;«tbe contract; yster and: ег: 
periodic review meetings with each family 
provide ааста wer sun Q the furthering , 
of insight and motivation to e. Response ~ 
from youngsters and parents in this study—the 
subject also of a second paper—does indicate 
that a relationship-orientated milieu can foster 
strong and mutually acknowledged responsi- 
bilities with some beneficial effect. However, 
the results give no indication that the treatment 
environment was sufficiently developed to 
enable a high proportion of youngsters to modify 
their behaviour totally to any lasting extent. 


z^, International Fournabof Psychiatry, І, p 125.024. è> 
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of youngsters improve;’ 
fnajority the main symptom 





- Treatment: 
cents may now benefit from attention.to deve- 


. loping 4° more syriptoin-specific dimension "бЁ 


treatment; and to developing means of 'Teinforc- 
ing residential treatment beyond discharge. 
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Book Reviews 





SUBNORMALITY 


The Subnormal Mind. By Sm Cyr Вовт. 
Third Edition with a new Foreword by H. J. 
Eysenax. London: Oxford University Press. 
1977. Pp 391. £5-95- 

Since his name hit the headlines, the impression 
gained of Sir Cyril Burt may, for some, be that of a 
rigid hereditarian of dubious integrity, unsympathetic 
to the problems of the underprivileged and un- 
interefted in psychological methods of treatment. 
This book may do something to redress the balance. 
It is a reissue of the third edition (1955) of a series of 
lectures originally given at the London School of 
Hygiene in 1933. The subject is broader than the 
title might suggest. Burt deals with the diagnosis 
and treatment of schoolchildren suffering from a 
variety of social and psychological problems—the 
delinquent and neurotic, as well as the intellectually 
subnormal. It shows him as the scholarly clinical 
psychologist, using individual case histories as well 
as statistical comparisons to assess the relative 
influences of home environment, social factors and 
temperamental traits. He warns against a one-sided 
view of the importance of heredity. The.mother of an 
anxious girl of 11 could be reassured that her daughter 
was not going insane like the mother’s own sister: 
"The first sign of "queerness" which the mother 
reported was that Mary cried whenever she was 
expected to go to church—a peculiarity that was not, 
at first sight, a conclusive proof of insanity.’. $ 

His ' views on treatment were eclectic and en- 
couraging. It may come as a surprise to read of his 
recommending a course of psychoanalysis for certain 
cases of habitual crime. Burt’s reliance on the instinct 
psychology of McDougall may seem outmoded now; 
but not so the importance he laid on quantitative and 
multidimensional methods of assessment, new at the 
time. 

In his introduction, Eysenck- lays emphasis on 
Burt’s brilliant originality of mind, the balance of his 
judgement, and the elegance of his style. But as 
regards some of his scientific reports he agrees, from 
personal knowledge of the man, that it is ‘almost as.if 
Burt regarded. the actual -data .as merely an inci- 
dental backdrop for the illustrations of theoretical 
issues’; through Burt’s carelessness his scientific 
reputation has inevitably suffered. Part of the trouble, 


Eysenck thinks, may be that at the time he collected 
his data standards of evidence were less strict ában 
they are today. In the present reviewer's opinion, the 
more one learns about some of Burt's later work the 
less reliance can be placed on it. However, those 
‘character assassins’ who have made ‘hysterical accusa- 
tions of fraudulence and fake’ come in for stronger and 
more polemical condemnation. 
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SOCIAL WORK 


People Not Cases. A Philosophical Approach to 
Social Work. By №сноглѕ M. Race. London: 
Routledge and Kegan Paul. 1977. Pp 159. £4.25- 

Is the social worker’s main duty to the individual 
client or to the community? And in so far as he or she 
has a duty to the community, does this mean to ‘the 
people’, to the Social Services Department, or to 
the State? As the definition of social problems grows 
wider, and legislation is heaped upon legislation, 
dilemmas are developing in social work which will 
be less readily resolved than similar conflicts faced by 
those in related fields. Of course, a question becomes a 
dilemma if people are concerned about it, and I hope 
many social workers are. Some, however, seem to 
have no doubt that their proper job is essentially a 
radical and political one, while many seem com- 
fortable in what is fundamentally a ‘medical model’ 
position, offering diagnosis and therapy. Between 
these extremes, how and where do social work 
aspects of law enforcement—if that term doesn’t 
cause too much discomfort in this context—fit in? 
Such questions are of interest not only because of the 
role of social work colleagues, but because psychia- 
trists, too, need to be clear about where their 
duties lie. 

All this is not discussed exhaustively in Dr Ragg's 
book, but I think he makes a useful and important 
contribution to the debate. He distinguishes what the 
client needs (which requires expert or quasi-expert 
diagnosis, according to one or other conceptual 
framework) from what he wants (which requires | 
description and clarification of his problems in 
living, and not explanation in psychological terms). 
Dr Ragg sees the social worker's task:as helping the 
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client with the latter, clarifying what he wants апа 
helpirig him use his own resources and imagination 
to achieve these. Whether one agrees with him or not, 
it is as clear a proposition for a professional relation- 
` This conclusion is not particularly “extraordinary; 
what Nicholas Ragg suggests seems to fall, consistently 
enough,:somewhere between consultation and advo- 
cacy But he reaches this conclusion by an interesting 
route, bringihg together ideas and concepts which 
are often insulated from each other, and І think that 
what he has'to say does in fact contradict the'way in 
which many social workers work. "Unfortunately, 
however, the book.is not easy to read. It reads like a 
thesis, being crowded with rather tersely: summarised 
points of view and attributions, and I found it heavy 
going. ети 
DEREK STEINBERG 
Adolescent Unit, Bethlem Royal Hospital, Kent 
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Psychiatry and the Paediatrician. -By Е. Н. 
i, , STONE. London: Butterworths. 1976. oR 168. 
'' Index 7 pp. £6.00. А 


Psychiatric. aspects: of. eet tis have reied 
academic interest in recent years, but often clinical 
practice -is: sadly deficient in this respect. . General 
practitioners and paediatricians tend’ to. be pre- 
occupied with organic disorder, and at least until late 
in the.day fail to consider the impact of social and 
emotional factors. The fault to a large extent must 
lie with: undergraduate and postgraduate teaching. 
A difficult balance has to be achieved. between 
avoiding overburdening: the student: and giving 
sufficient basic training, but an undérstanding of the 
emotions and behaviour of children is аве to 
adequate medical treatment. |’ 

Psychiatry and: the Paediatrician is intended to һер 
paediatricians gain such understanding: ‘The book, is 
divided into three sections, an Introduction including 
development ; and interviewing; four chapters. оп 
psychopathology and ten chapters. grouped together 
as clinical problems. ‘The: author. is‘at his, best when 
describing interviewing techniques and giving insight 
into the dynamics of relationships. Some of the other 
sections suffer. because of the difficulties in covering 
the topics so briefly. There is little room. for discussion 
of different views, though to be fair the author does 
indicate personal viewpoints; as in the section on 

` psychopharimacology which ees (otherwise be 
considered- biased. sobs ^ 

"It must Бе remembered that! the purpose of this 
pook-is not. toteach child. psychiatry but rather ‘to 
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“soft cover edition is being produced. ` 


encourage a particular attitude in paediatrics. Jt 
succeeds in this and can be well recommended, 
perhaps as much to undergraduates during paediatric 
attachments as to postgraduates. Low: cost is essential 
for books for this market, and it is to be hoped that a 


Н. Zerre, Child Psychiatrist 
Westminster А London ” 
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New Pez specin in Personal Construct Theory 
Edited by D. BANNISTER. London: Academic 
Press. 1997. Рр! 355- £10. 8o. 

A Manual . for Repertory ‘Grid Technique, 
Edited Љу Fay FRANSELLA and Don BANNISTER, 
‚ London: Academic Press. 1977. Pp 193- xr. 50 

, £9.80 (paperback). | 
» New Perspectwes in Personal Construct Te is, on 
balance; an uneven, and ultimately disappointing 
book, containing ‘too much that is not new and too 
little in the way of perspective. The exhured. piece 
by Kelly whicH opens the book sets the tone for much 
of what follows; it offers unexceptionable sentiments, 
a pleasant, homespun and unpretentious style and .a 
decent optimism, but it does not represént a genuine 
contribution to knowledge. Issues which have received 
two or three millennia of philosophical attention 
and at least a hundred years of psychological inquiry 
require more serious attention. Instead,'too many of 
the contributions ‘are cloying, cosy, self- “indulgent. and 
self-congratulatory affirmations of loyalty to: the 
theory; after ‘as Marx himself said’ and. ‘as Freud 
himself szid’, are we to suffer ‘as Kelly himself said’, 

too? ` d Toga е 

: It is over twenty years since Cees Kelly’ $ major 
work was launched, and the attempt to integrate his 
theory ‘with’ the other main trends of psychology is 
long.overdue. Too many of the articles collected here 
avoid: this attempt, neither testing personal construct 
theory against new observations, nor considering 
how the. theory ties: in. with the ‘observations! and 
concepts af other psychologists. Of the more theoretic: 
al papers, that by McCoy does extend the: personal 
construct account of emotion quite thoughtfully 

"This account leaves one wondering what becomes of 

the Боду; for. example, İf one sees-a car about to run 

over one’s leg, is it ‘imminent incidental ‘change in, 
one’s core structures’. that one experiences? Of the 
more personal papers, ‘Mair describes in an entertain: 
ing way the use of the-metaphor of: ‘community’ for 
exploring.the self but makes no reference to the large 
literature on the-uses of imagery; in: his passing 
acknowledgement'to the existence: of. psychoanalysis 
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the -spells Melanie Klein" Kline? "«Raveriette апа 
“Stringer lgive"interesting accoünts .ofttheir personal 
experience òr growifig,/mpfe'at homewith both the 
methods and assumptions of.^personal:: construct 
theory. Two -papers with ;oply. minor theoretical 
pretensions offer, some. research findings of interest: 


i, EST 


Karst and Groutt describing a study. of à mystically- 
based commune, and, M. Noiris, reporting an in- 
complete, study. of & detention-centre and its effects 
"upon inmates, L. ууу, phe ир дузлу! 

«То this reviewer, the unexpected pleasant surprise 
tof the. hook, was the last article by, Tschudi, from 


Norway; this. dense,’ and somewhat, disjointed, 


article gave evidence of wide reading. and „deep - 


ihinking.on,the clinically crucial question of the 


‘meaning of symptoms, and its virtues served to foçus 
the dissatisfaction felt with the general standard of the 
book. ;, u & eur M: a Jah tee Е. 
з, The explanation “for, the, relative, stagnation of 
‘Kellian, thought, tà. which, this book, -bears witness is 
not immediately clear, The, submerged ,pole of, the 
‘construct ‘Kellian’ js, at times, articulated аз, ‘a 
behaviourist’, or fa psychoanalyst, but qne suspects 
that uch contrasts do, less than justice to the, core 
nature, of thé Kellian construct. I seems likely that 
Kelly, for; many people, has, served asa, liberator 
{гош the distorting, 
psychology, and as а, justification for engaging with 
ipeople in ways which were previously forbidden to the 
professional role.. This liberation, ,however,, does not 
gmake, personal ;construct, theory, the final answer to 
psychology, nor does it justify believers in paying so 
little attention to the many other endeavours made 
to understand human" experience. A” theory that ‘is 


essentially cognitive can hardly"remain'so uncon- | ; 


cerned with its integration into the currently rapidly 
expanding field of cognitive psychology, references to 
which are exceedingly. sparse.in this book; nor can 


either psychoanalysis or behaviourism be adequately 


‘dealt with simply" by ‘placing them at the negative 
‘end of the ‘good/bad’ construct: ^ 5 7 7. 

1 4' майа! “for Repertory’ Grid | Technique offers а 
Straightforward account - of ‘the? basic’ methodology 
‘and problems of :the-approach; а „шеу. varied, 
annotated: bibliography, and for;nó' clear..réason, 
опе uflabridged paper describing a: not: particularly 
dnteresting study’ of a:group. The-authors:allow:zome 
belated: recognition ‘tô Slater's contribution, although 
‘their ungenerous: commenit that- availability. sof -his 
-MR:C-sponsored:!' programmes: . prevented; people 
looking further afield’ ignores:the fact.that-no other 
lanalysis offers a.simultaneous study: of construct апа 
:elemenitirelationships:fFhis авїйе;‹һоугеуег,Нё› book 
takes ирге ‘major: issues. inia élcar: and: balanced 
way. and:will: prove: of .vdluable assistance -to ithose 
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narrowness г, of mid-century, 


сотре 


[| 
"ІІ 
5wishing to visertHe» grid'téchique or, wishing “to 


"understand its assumptions and rpotential.z ! b: 
Dy t) озса cus o2508 ач 


I'll WD ay tac 
HE Director T." 


= » zn r 
eth nat Phy be pfta ыу! ab RR aA 
University of Sussex Health'Service , rd 
ПОА ch rua en VTL Ta HN DNUS noa wd 


cro ti нын Pire dou rund apr 


evt) armed ia 
fbi at.ast уйн tis iuit а din) xl MR 
intensive Psychotherapy, of the , Borderlin 


Patient, By ЁтснАйр D, Curssick, New, York; 


Jason Aronson. i 9774 Pp 1931. No price staged. 

A category of patients lying „somewhere, on фе 
border between psychosis and neurosis has a contro- 
versial place in psychiatric and psychoanalytic 
inking. Some. writers deny any such, patients exist 


"and сопвіде, ће whole concepta sign of: diagnostic 


failure, jwhile others such as Dr Chessick clearly 
consider jt, to, represent a very important group of 
patients who require special understanding „and 
"Special therapeutic thethods. “Although Ъу ‘10 meéans 
‘a new idea, а wave of papérs dnd books oy borderline 
‘states have appeared in America in" fecent “years, 
„Мапу айетар!з to clarify the type of patients con- 
бегиб! Have been, mde, айа ülthoügh "there is 
abreemént "that" these "patieris “are "апоу 
"distürbed 808 yet not psychotic; that rage, hostility, 
V DN e DINE DUAE OUR Ж tetas tet pno d 
impulsivity and arrogance may be promiriént, there is 


Ру 


а growi ; view that a descriptive definition is unsatis- 


Са] 


-Evén heré, às this book demonstrates, the ideas can be 


menial méchapisms which keep them in'somié Sort of 


‘contact With ieality. These meéchanisins often involve 


“narcissistic Strictures which ‘may’ themselves produce 
problezns' for the patient, but Which can’ result ih 
‘area’ of ‘the’ personality’ which function. at’a Very 

level. е EL ооа 7 v : ЖОЛ Ue CIE E 
^ Ote of the téasons for the Feliewed interest in these 


‘pati¢nts in thé United Statés stems in my view from & 
баца!" assimilation ‘into, ‘American “psychiatry of 

“Concepts derived froin objèct relations theory. “This - 
‘influence is latgely from ‘British’ Psychoanalysts and 
“hai ебі “introduced ‘after sore ‘Athericanixation’, 


“espéc écially ‘by such writers! ab Rembetg, Kohut ана 


Modell: ‘Tt i8' these d thors ^ who: have QU 4 D i'n 
; Eu мор. bation particularly 


''infuenced Dit Cessick. ^ hoe 


== The book ii in ‘manly ways à good intrótuction to 
‘thie siibjeCt, even if if térida dt times fo be'sorkitwlist 
"borderline ас; пене fully a populár work nof a . 
scholarly one. Anyone wanting ЕК ай iritroductioh 
would find the!book‘uséful;.but nöt, T thifik,wholly 
satisfying. It would, however, stimulate :the reader 
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‘to. look further. English psychoanalysts wil be 
gratified that their American colleagues are beginning 
to share an interest in psychotic mechanisms and 
structures, but will be disappointed that the ideas of 
the English contributors such as Melanie Klein, 
Fairburn, Guntripp, Winicnott and Balint are often 
poorly understood, and that more recent English 
work such as that of Rey, Rosenfeld, Segal and 
especially Bion have been completely omitted. 

JON Srzmer, Consultant Psychotherapist 

Tavistock Clinic, London f 


Borderline Personality Disorders. The Concept, 
the Syndrome, the Patient. Edited by PETER 
Harrocoius. New York: International Univer- 
sities Press. 1977. Pp 535. Price $22.50. 


This book makes a significant contribution to the 
progress—whether towards health or death—of that 
‘nosological maverick the ‘borderline’: patient, state, 
syndrome, personality disorder or schizophrenia, 
Disliked by classificatory purists but a reality to the 
practising psychotherapist, the ‘borderline’ has, since 
1948, remained predominantly a psychodynamic 
concept. Kernberg, whose writing in this area has 
been influential, has an outstanding paper on the 
dynamic assessment of patients with a view to differ- 
entiating ‘borderline’ patients from those with 
neurosis or schizophrenia. In another section, 
multimodal treatment approaches are considered: 
physical methods; interpretive individual psycho- 
therapy; group and family psychotherapy; hospital 
milieu therapy; behavioural modification; the Day 
Hospital. By far the most valuable section, however, 
describes a series of careful objective investigations: 
systematic clinical studies; a review of psychological 
testing; a consideration of adolescent, and family 
precursors; longitudinal studies; adoptive studies. The 
upshot of these papers seems to be that, when 
definitions are descriptive and rigorous, a group of 
disorders is delineated which appear to be part of the 
‘schizophrenia spectrum’ (to use Kety’s term), 
whereas when the criteria are psychodynamic the 
‘resultant clinical picture is far less clear. It seems 
obvious that for further progress to be made classi- 
ficatory research needs to pay more attention to 
psychodynamics, and psychodynamic research to face 


up to the problem of definition and empirical. 


verification. Although there are a number of other 
less valuable papers, several extremely prolix, the 
book as a whole is 3mportant and should be included 
` in departmental libraries, ` 
`Бірмеү Crown, Consultant Psychiatrist 

The London Hospital —. (un 4 
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‘Psychotherapy of the Borderline Adult. A 
Developmental Approach. Ву . James Е. 
Masterson. New York: Brunner/Mazel, 1976. 

| Pp 377. $17.50. 

The reasonable effectiveness of the somatic 
therapies, the simpler psychothérapies and behaviour 
modification techniques in treating a wide range of 
psychotic, neurotic, psychosocial and psychosexual 
problems and the continuing difficulty in treating 
severe personality disorders has inevitably directed 
psychoanalysis into this area. Despite a considerable 
literature, however, most of the basic problems need 
clarification, for instance the clinical deline- 
ation of conditions such as borderline syndrome or 
narcissistic disorder, as well as their developmental 
psychopathology and objective measurement of the 
therapeutic effectiveness of interpretive psycho- 
therapy. This book is interesting because it is written 
by a psychiatrist tor psychotherapists. The material 
divides naturally into a well-written initial section 
concerned with background theory, a short section on 
basic psychotherapeutic technique, and a long 
Clinical section with case histories illustrative of 
supportive and reconstructive therapy. For the 
psychotherapist in training, with an ‘unsuitable’ 
psychotherapy patient, Masterson provides simple 
ways of formulating diagnostic and therapeutic 
strategies. For the more sophisticated, especially 
psychotherapists interested in the theoretical and 
therapeutic limits of these complex personality 
problems, the book can be regarded rather as a 
launching pad. l 
5ірмЕҮ Crown, Consultant Psychiatrist 
-The London Hospital 
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Coming out: Homosexual Politics in Britain, 
` from the Nineteenth Century to the 
Present. By Jerrrey Weexs. London: Quartet 
Books. 1977. Pp 278. £8.50, £3.95 (paperback). 

The author: із a young (early 30s) sociologist from 
the London School of Economics who was also a 
‘founder member (in 1975) of the Gay Left collective. 
He gives a perfunctory account of the well-trodden 
‘paths of the earlier history of homosexuality, with 
the usual errors—e.g., Benkert is described as a 
Swiss doctor? when he was a Hungarian writer 
"with no formal qualifications. І 
There are the customary sneers at the ‘medical 
model’ with no understanding of any differences 
-between this and the ‘medical attitude’ of wanting to 
alleviate pain, distress and crippling uncertainty. The 
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only psychiatrist of whom he seems to approve is 
called ‘distinguished’. The constant use of the term 
‘bourgeois’ is about as helpful as some other writers’ 
use of ‘libido’. : 

The greatest value of the book lies in the well 
documented, detailed analysis of the many homo- 
phile movements, from the mid-50s to the present, 
with all their social and political ramifications. There 
is an adequate index; chapter notes and references 
and a separate section on ‘Bibliographical Sources’. 


F. E. Kenyon, Clinical Lecturer 
University of Oxford 


On Being a Woman. By Fay FRANSELLA and Kay 
Frost. Tavistock Publications Ltd. 1977. Pp 205. 
£6.00, £2.60 (paperback). Е 

Until relatively recently much of the research into 
the psychology of women seems to have been biased 
by the societal norms or sexual stereotypes of the 
investigators themselves. There has been and con- 
tinues to be little research into ‘what it means to a 
woman to be a woman’. Fransella and Frost’s book 
should provide a starting point in filling the gap in our 
awareness. 

This book is a very useful review of research on 
‘what it means to be a woman’ and covers such areas 
as work, self-esteem, personality, sex, pregnancy, etc. 
The studies included are taken mainly from the 
sociological and psychological literature to date. The 
interpretations and comments, however, are made in 
terms of Kelly's personal construct theory and. with 
an admitted bias towards feminism. — 

The main body of the book will be invaluable to 
people involved in or embarking on research in this 
field who may refer to original sources for more de- 
tailed study. For the more general reader it is fairly 
heavy going, and. the lack of methodological detail 
and criticism in favour of feminist interpretation 
makes it difficult to evaluate the studies and con- 
clusions. However, they do outline the pitfalls of 
perceiving women as a collective species without 
sufficient regard for the effects of social context and 
without questioning how the individual woman 
perceives herself. ' 

The later chapters on women and mental health, 
pregnancy and childbirth provoke the most interest- 
ing discussion on women’s roles, conflicts and the 
possible vulnerability factors involved, although the 
authors are at times inclined to be rather patronising 
to the non-working women—those ‘simply wives and 
mothers’. Further, they are disappointingly negative 
in the final chapter about the possibility for change in 
the individual woman without a corresponding 
change in society as a whole. However, further 
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research encouraged by this book may well lead to 
more optimistic conclusions. 


Mereprra Rosson and Norma Hnes 
Department of Psychology, The London Hospital 
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Manwatching: A Field Guide to Human Beha- 
viour. By Desmonp Morais. London: Jonathan 
Cape. 1977. Pp 320. 47.95. 

Desmond Morris’s blockbuster The Naked Ape, 
which to date has sold almost ten million copies in 
twenty-three languages, must come close to the top of 
every hard-working scientist’s list of ‘books I could 
have written if only I had had the gall’. This snide 
reaction is quite understandable and yet, as those who 
have actually read his books will know, it is really 
rather an unnecessary one. 

Manwatching: A Field Guide to Human Behaviour, is a 
lavishly illustrated, surprisingly cheap, coffee-table 
book ‘about actions, about how actions become 
gestures, and about how gestures transmit messages’. 
The mastery of ‘a number of simple concepts’, claims 
Morris, ‘makes it possible to recognize certain patterns 
of behaviour much more clearly’ and ‘enables the 
observer to see beneath the surface of what is taking 
place whenever people meet and interact’. Just those 
short snippets from the Introduction will be sufficient 
to show that Manwatching provides yet another 
opportunity for *Morrishunters" to marvel at the 
massive impudence of their prey. - 

Beginning with ‘fixed action patterns’, such as arm 
folding, head tossing and leg crossing, which are 
‘the basic units of behaviour the human field observer 
employs as his points of reference’, the Manwatcher 
soon comes across gestures: those actions that send 
‘a visual signal to the onlooker' Morris divides 
gestures into incidental, expressive, mimic, schematic, 
technical and coded; and, after acknowledging that 
they can be variant, multimessage, alternative, 
hybrid, compound and relative to region, he intro- 
duces the student Manwatcher over the next two 
hundred and fifty pages to a bewildering array of 
signs, signals, activities, behaviours, movements, 
displays, patterns, contacts, adornments, zones, 
activities and stimuli. The book ends breathlessly 
and appropriately with ‘Resting behaviour: the 
postures of relaxation and the nature of sleeping and 
dreaming’ where, one suspects, Desmond Morris 
may have been all along. 

What can one say about such a book? It is beau- ` 
tiful and certainly fascinating at the ‘well I never’ 
level. It was clearly a mammoth enterprise. Neverthe- 
less, the linking of the unlinkable, the superficiality, 
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ahd “tHe ‘outrageously’ unsubstantiated claims for ‘ite 
coherence and its ability to help us to uriderstand ‘out 
fellows are major, faults. They, make -Manwatching 
а bad book. On the- other hand, | it isin, no,gense.a 
nasty one. The faults are the faults of uncontrolled 
earnestness. In fact, there is a wild dottiness about the 
whole enterprist:: ot’ the’ dottinés® of an absent- 
minded professor ` but much. more that. of a frantic 
‘coldector-classifier, Réaders efi this jo оа] "Will | ың 
'nééd: тетш of what such ‘people are ‘Tike. 

_ Medicine, they are ‘the’ scavel 
who cóunt-things that’ catinot be Coünted? ho lump 
together things$"that аге duite /differerit *fróm''eách 
other, who’ tea things’ out -of- the’ only "context in 
Which ' they’ Kave'any meaning, ‘апа’ who-havé hand- 
mé-down' explanations for' every statistical ‘association 
‘and for: every’ “‘tinexpécted? Jdisérepancy: - Morris: iè 
Ynerely ! swimming" ‘in’ ‘another ‘ttibutary ! óf : this 
mainstream, С ee 
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Davin ROBINSON, Senior Lecturer i in Sociology” 
Institute 9. Psychiatry, London; : 
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The Child From: Five to Ten. By "ARNOLD, GESELL, 
ot Frances- Ice and Louise Bares, New York: 
"Harper and Row..1977. Рр 461, £7-95.' «+. 
" "This book is'a' revised version of a work originally 
published ií 1946. With inforrhation gathered by the 
yearly examination of ‘fifty or more’ children’ frot à 
‘representative prosperous American ‘community’, ‘it 
‘describes an -ordérly and supposedly’ inherent pattern 
in the growth and’ devélopment of a; child's behaviour 
through the years five' to ten! It istotally compré- 
hensive; everything is-there from personal-hygiene to 
philosophié outlook. ‘Six’ may break‘his arm if hè 
falls; ‘eight’. his Jeg; ‘five’ is fond of gíandbatenti, 
‘seven enjoys: family outings, ‘aine’ ‘is’ anxious: tó 
Pleasé ‘ten’ ‘is Yelaxed, casual yet ‘alert, etc., etc: “Well; 
perhaps not-everythirig, as parerits are sternly warned 
‘not to be surprised if their child does some things not 
even mentioned in this book’. Never despair, like the 
s€asong a. stage’ ‘of sunny equilibriuni: will-inevitably 
follow: "a ‘wintry ‘period ‘of сопігагіпезѕз. s 20 atoi- 
“The reason for the revision. із thit’though children 
do: not change'the authors have noticed that perliaps 
the world ‘and-its cultural valiies-have' changed over 
the past thirty years. This tethihking ‘hardly shows, 
however.’ Leafing through the chapters one récalls 
domestic comedy films of the’ ‘late 19408, with ‘an 
"America: peopléd by:solid' middle-class families: living 
їп 8ólid ' middle-class: ‘siiburbs.' Disadvantage ‘arid 
‘disturbance are nowhere to ‘be ‘seen (though! minor 
:Npples ‘ori the’ calm’ até ‘normal ánd should be ‘ext 
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peéted) Теге тг” little : hint “of ‘temperamental 
différences in"children"ot of different’ types of family 
patterns, or‘rafes’ of' maturation. -At best this is'an 
idiosyncratic work, but in fact many parents ' will 
enjóy it; júst asto my’ 'sürprisé І- recall my pleasuté in 
following ‘my fitst child's early- progress. ‘through ‘the 
pages of a similar-book by the same authors. I suppose 
it із rather’ like astrology: if'you-find' a’ description 
that fits your own'éhild's behaviour at -arpartiulat 
age’ you-are-délighted' and promptly forget the very 
many discrepancies. Not,a book for serious students of 
childhood, but one which can at the, Teast vbe con- 
fidently recommended to any horóscope-fancying 
upper. socio-economic status American parent. 


SrePHEN Уогк; Consultant Руш x 
The Londen Hospital itor vos egt? 
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Statistics | at 'Sdüare One. Ву T. D. V. 'Sénisciw. 
*" London: British ‘Medical Association. Secóhd 


2E ‘edition, 1977; Pp. 84; £2.00." NS P 


DE Mr ar y bae G yh 

"There. are few good books on statistics and this is 
Anot.one of.them, Ц is a compilation in paperback ; ofa 
series of articles, which: first appeared і in the B. M. 7. 
There , 8, nothing. outstanding. | in the text, which ; 
consists of the-usual sort of- description . of the usual 
sort of.tests. The techniques , covered are very, cle. 
mentary,. although. adequate for, the simple, research : 
that fills. most medical journals. I find. ‘it, astonishing : 
that no mention is, made-of the analysis of variance. 
Nowadays, psychiatrists , appreciate the, need to- be 
able, to; handle ; more : Шап one variable, and.. two 
groups at atime., SES "I «ы e Py ЖО me НІ 
o Statistics. in isolation ош experimental. . design 
is a sterile subject. While the ; author, is clearly aware 
of.this, his use of disparate examples seems confusing. 
It.might have ,been more meaningful; to take, one’ 
‘area ‘of,research and illustrate the various, techniques 


` by, examples from, ;this area. Readers hoping: for. a 


good ,cook- book will .be „disappointed. This. one. is 
difficult to follow, evenif it contains the test. you } want. 
Most psychiatrists will find little to interest them here, 


nz. 


aspects. of pu but. few. authors . consider. them. 
Perhaps, this is why there is во much had research 
about,, there.. being, по, good textbook ‚оп. how,. to 

think, clearly... This, book will certainly | not: alter that. 
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“THE "COLLEGE: ы. ‘ON ECT.a- 


as э ds e ANT TP куче, че чч 


Diam ЫШ; 


“Since you ones comment, J 97; 7 {т Brought : 


courtesy, into the issue, may J I first thank you for yours 
in, abrogating editorial ле to permit me 
good EXE 


lu 
un 


purpose, of; ECT, .the, informal but. confused and, 4o 
determine dm advance the, number, of, ep Хог; 
which consent is sought. ba oa : 

‚Тһе issue remaining, therefore, is, that dr consent 
required of detained „patients | and. their “relatives,- 
Readers. will see. “that, despite. your, apparent , un-, 
willingness to ‘acknowledge it} we stand і in agreement 
as between your admirable ‘. . . communicate openly 

; discuss the reasons for . v decine" . all should 

- recéive an ‘explanation of the treatment proposed . . 
and my discourteous, inhumane, senseless *. dd ч 
would always be reasonable. to discuss both, with. 
detained patients and their ‘relatives, ү 

possible, the reasons underlying the need for ЕСТ.. 
They will see, furthermore, і, in changing ‘con- 
sant: to. agreement, you seat yourself on а semantic’ 
fence. .Please—your position -is' inffüáential—come off 
it- The defence ‘societies .irsist"of formal, "written 


consent; in a:form-prescribed.by them, fór ECT and , 


itsx anaesthetic ‘from-all informal ‘patients who' can 
understand the issue. This consent must bé hénoured. 
' Indeed Нив" discourteous Spencer argües*thai it is 
insulting:to' any ‘patient апа: relative’ tò’ seek “their 


Боћвепі ‘and: their disregard | it- Elsewhete iüBumané - 


Spencer (19775) ‘argues’ that $0 to’ beháve"débases 
the coin of consent, ‘Consent, shduld, Hevet "be asked 
uriless te dezisión of the onie asked i is ito ‘Be Honoured. 7 
But for you, ‘agreement’ (which you seem to equate 


4! т: 


with- ‘{consent? at the moment you ,castigate, me for 
not seeking it phy: then did you change, e th the. word?), 
can be disregarded when *. . . treatment must never- 
theless;go ahead’. 
Does, then, 


your ‘agreement’ from. , detained 


` patients and their relatives mean the same а ‘con, 


Dat 


sent' from informal ones or something subtly différent? 
Do you think consent, once sought, should or should 
not Sem be, honpured? J I ee 


Ме. 
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Headington, Oxford i E 
References  : IE 


Eprror/s, Pod (1977), British egal, s. тр. 
a 195 047 
RoyAL | Соцшков` OF Pryauiarrusis (1957) Memoisinduns 
on "the ise "of electroconyulsive- Фетару- part ш; 
; "British Journal « of Pochiatty, 131, 271. . 
SEDAN, “б. "(r877) College’ Memorandum on ‘ECT, 


‚ British Journal of Pyekiatry,. 131, age D tnn 
SPENÒER, ‘Se n G. (19778) "The debasenient' сы 
"E. Brit ‘Medici Joumal, Hy Y0Bg Ui de as 

= (7977b) ae College: Memoràndum ` ‘on: ECT. 7 British 
уйш! of Pochuiy, 13%; 962 т LN M 
QE D F eo wn dli 
Hee cd va can) MAT ete ast cuit ub а 
Drar'Sik, MESS WAN sans oaa D aral 


i. L have, long. hech’ ‘quietly appalled” ‘by “diéciission 
of-manipulation of the’ Mental Health’ Act i in. “order 
ie enforce ‘ft, Particular . form of treatment” on. “a 
patient, the’ more especially’: as some, have envisaged 
doing this” in “respect, of leucotomy, and I am Very. 
grateful for the ‚ Memorandum. produced „Бу, ithe 


College. (Jottrnal, т р 261, September 1977) on "the 
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College све recommendations, l'have found’ that endo- 
genous depressives, . "when offércd:a an ‘effective | alters 
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‘to know what is better’ for the patient in the medical 
respect, and my insistence needs to go no further than 
that. If ECT were the only choice for a moderately 
severely affected endogenous depressive, then I have 
found that their attitude to treatment is, ‘Do some- 
thing that makes me better.’ Those more severely 
depressed than that really are past caring what one 
does. I have in any case, in an anecdotal though 
lagge experience, found that the continuance of anti- 
depressives for only a weck or two longer than the 
three weeks which was used as the trial period in 
the recent paper by Davidson et al (1977), the 
deludedly depressed do respond to antidepressives. 
One can argue about the relative merits of ECT and’ 
antidepressives in such cases, but there is still a choice. 


В. Н. Fooxzs 
Higheroft Hospital, 
Erdington, Birmingham B23 6AX 
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Dear Sm, 


`The College's Memorandum on the Use of Elec- 
troconvulsive Therapy quotes a paper by John 
Harris and myself in which 15 patients were treated 
with ECT and placebo tablets and 16 with ‘pseudo 
ECT” and imipramine. The dose of imipramine was 
not stated in the paper, and Dr Farrant in a letter 
(1977) refers to this and ‘insufficient data . . . provided 
to substantiate the alleged differences between treat- 
ment groups. The original paper was a model of 
conciseness, and anyone wanting the fuller details 
has been supplied with them on request (see Barton, 
1977). Imipramine was prescribed on a progressive 
dose schedule for the first seven days—r100 mg, 
100 mg, 150 mg, 200 mg, 250 mg, 300 mg, 300 mg— 
thereafter the dose could be varied on clinical 
grounds. Я 

The original paper contains а table with the results 
of treatment classified as ‘marked’, ‘moderate’, 
‘slight’, and ‘no improvement’. Ten of 14 ECT 
patients who completed the trial showed marked 
improvement, and only one of 12 imipramine 
patients who completed the trial is similarly cate- 
gorized. Where the term ‘significant’ is used, this 
may be taken to imply P < :05 > -or. The within- 
patient comparisons were made by the Wilcoxon 
Matched Pairs Sign Ranks Test (Siegel, 1956). 
The between-treatment comparisons, in which ‘ECT 
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produced a significantly greater reduction in six 
symptoms—depressed mood, suicide, middle in- 
somnia, agitation, psychic anxiety and loss of insight 
—while imipramine failed to show superiority in 
any symptom, used the Mann Whitney U-test 
(Siegel, 1956). While a Behaviour Rating Scale 
administered by nurses showed no differences 
between treatments, the paper did specifically 
comment on the crude nature of the scale. 

The patients in this trial were diagnosed by two 
clinicians as suffering from depression and chosen 
for ECT assuming that imipramine was not available. 
At the same time, patients diagnosed as suffering 
from depression and not thought to require electro- 
plexy were admitted to a trial of imipramine or 
placebo, with the same dose scheduled for imipramine 
(Robin and Langley, 1964). 

A retrospective comparison of all patients chosen 
for the ECT trial with those for the conservative trial 
showed the former to have severe impairment of 
functional efficiency, heavy night sedation, day 
sedation required, severe degree of depression, 
suicidal preoccupations, genital symptoms, loss of 
insight, paranoid symptoms, more symptoms present; 
significantly more frequently than the patients in the 
conservative trial, who had diagnosis of neurotic 
depression, more than 6 admissions, no night sedation, 
initial insomnia, 

The results of both trials may be combined in the 
table on p. 320, which appears to show the marked 
superiority of ECT over imipramine in patients 
suitably selected, and poorer results of imipramine 
in those patients when compared with patients 
treated with the drug who were not thought to 
require ECT. 


AsHLEY Roam 
Runwell Hospital, 
PO Box 3, 
Wickford, Essex SStr 7QE 
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Dear Sm, , 

. Asa middle-of-the-road, eclectic psyçhiatrist I am 
not usually given to graphic demonstrations, but. I 
feel constrained to voice my feelings, like others have 
done, concerning the College Memorandum on 
ECT (Journal, September 1977, 131, 261-72). 

For some time now I have watched the onslaught 
on orthodox psychiatric methods by the NAMH and 
more recently. by mass media, which seem to imply 
that-consultant psychiatrists are at worst evil people, 
or at best stupid people, who do not have the best 
interests of their patients at heart. 

Like others I waited impatiently for a rebuttal of 
such allegations by our chosen representatives (i.e. 
The Royal College), but, instead, in- their eagerness 
to mollify the detractors, they pen the infamous 
Memorandum which partly states the obvious, and 
partly joins in the attack against, and successfully 
creates chaos out of confusion. 

In my opinion Dr S. Spencer (British Journal of 
Psychiatry, Vol. 131; December 1977) was correct in 
his denunciation of the Memorandum and represents 
the majority view of consultant psychiatrists in this 
country. It is a pity the committee formulating the 
Memorandum did not: have a- twinge of humility 
and did-not canvass the views of the consultant psy- 
chiatrists of this country before pontificating on the 
subject. It is not too late for this to be done and 
published." How cam a committee ‘that professes 
concern for psychiatric patients and their liberty 
suggest that what is currently carried out under the 
umbrella of a 28-day compulsory order should be 
changed to give the same treatment under an order 
lasting one year! 

1t seems obvious to me that the major motivation 
for most of the advice given in the Memorandum was 
self preservation of psychiatrists, using legal ‘belt and 
braces! methods. 

A brief word regarding the Editor's comments іп 
the same issue of the Journal. 

The message came over as didactic and condes- 
cending and perhaps he should be reminded that the 
principle of the ‘super-consultant’ was laid to rest 
when medical superintendents were officially phased 
out. 

He knows, as we all do, that the ‘advice’ of the 
Royal College today becomes the standard practice 
acceptable tomorrow—perhaps part of his difficulty, 
is that living in his postgraduate ivory tower, he is 
somewhat divorced from the realities of the workaday 
psychiatry world, and therefore sees the problem 
as the simplistic decision between EET and 
impoliteness. 

The Editor does not have the monopoly of 
‘humanity; courteousness, or compassion’, or any 
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other decent human emotion, and it is perhaps apt 
to quote the aphorism *patriotism (or in this case 
‘lofty ideals’) is the refuge of the scoundrel’—or 
rather its use in public speech isl 

: . J. CRAvsE 
St Matthews Hospital, 
Burntwood, 

Nr Lichfield, Staffs 


` ELECTROCONVULSIVE THERAPY AND , 
THE DEAF 
Dear Sm, 


Dr W. G. Charles writes in the November issue 
(Journal, 131, 551): about the effect of ECT upon 
nerve deafness and tinnitus. 

Over the space of about 20 years I recall seeing 
three or four such patients who have complained of 
increase in. tinnitus and/or deafness following ECT. 
I have' never seen any reference to it in the literature 
nor have I found that my ENT colleagues were 
conscious of the problem. I am uncertain whether 
the effect is permanent and, on one occasion, have 
had to give further ECT to‘ such a patient withot 
receiving further complaints of that nature. 


` А i E. Howarth — 
Doncaster Royal Infirmary, 
Doncaster DN? 5LT 1. 


SELF-POISONING 
Dear Sir, 


At the Annual Meeting of the College i in July: 1977, 
I presented the results of a clinical trial designed to 
answer the question: is a specialist psychiatric assess- 
ment necessary in all cases of deliberate self-poisoning ? 

We found (1) that, if given suitable teaching, 
medical teams can evaluate the suicidal risk and 
identify patients requiring psychiatric treatment or 
help from social workers, or both. We: concluded 
that a more selective approach towards the psycho- 
logical and social evaluation of such patients is 
preferable to the Department of Health’s recom- 
mendation (2, 3) that in all cases of deliberate 
self-poisoning patients should be seen by psychiatrists. 
If a recent ‘Horizon’ programme on the BBC is 
accurate, at least 100,000 such patients are admitted 
to our general hospitals each year. Taking an average 
25 per cent for the number of patients who may 
discharge themselves from medical wards before 
being seen by psychiatrists, perhaps 75,000 patients 
receive a specialist psychiatric evaluation each year. 
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uM 15,600" of' thè 750006 patients really require this | 


Specialist asscismient,”* эзи ob +i (Queso et! 

I am concerned lest psychia fristy ShOuld-now leave 
hakdujres&ed. physicians to undertake the initial 
psychiatric assessment of such pátieritk "without. first 
ensuring that junior doctors and, nurses: ‘receive 
instruction in this work and that Psychiatric" treat: 
ment and help from social workers are available once 
patients are discharged. What should be taught, and 


how consultation Talon can be achieved, merit wider 
disdudsion: ЗТ CP Feu KYR wef TIS ТЯ 


May I тепе койран nade six months ago 


The first 1s that we invite the College of Physicians 
tojóin us: ind. meeting. which ‘would. ronsider rin 
detail teaching and liaison; The (secondyis that уе 
ask the Standing Medical Advisory.. Gommittees«not; 
only to ireview fhe«arrangemerits for: the. dreatment 
and. after-care of .selfspoisoned patients but-also , to 
initiate, a‘detailed. stüdy.of.the: :prevention, of poison: 
ing Jt:will-be récalled that. the coramittee, chaired by. 
Professor, Sir Denis; Hill. (3):mbt a-decade.agg and 
wasubable:to НЕ the prevention: of poisoning.in 
ite memitee 525, io os PMT DY halt tet 
1: he ofthe aims. of;such 'a; ;coromüttge could. be, to 
formulate questions for.which‘wenged tofind specific 
answers and then to advise the Department of Health 
abet-fündihg.the appropriate research. In this way 
we might achieve a more favourable "bhláncé ‘between 
guesswork and certainty’, Vogel ун. eth 
R. GARDNER 

Self Poisoning Unit, dee 
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asain рч, ГД сө aces pl nagrad Lew os ape or 
Dear Sm, aY оце "j Зо CRUCE sd АЙ cass “Чу es 
: "Miansérir ‘hydrochloride lias ‘Yecenitly} beent“ intro: 
ducéd “às `ah? antidepressant! Clinical’ studies :have 
showin Чорай effective intidépressant) (Le better 
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than placebo, e.g. Murphy, 1975) and to beʻof abou . 
ёдда] pótendyvtó standard” treatments (е. g. ."aritrip- 
tylitié— Gopperi 3t'dl;1976): The following саветероге 
provides sóme!' evidence on two’ further: important 
features: omens PM оныс oat 
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E: 27 Mianserin may Be effective in some .patients-who 
с fail-to! ‘respond tó'other antidepressant-therapy..” ay 
ES Hl andi wee ee c D d i Oy өр Me к ds чо 
The patient was бувівееп three years ‘ago, (aged 24), ` 
When jghe igave "a, sixyoar history,,.which, was ;con- 
firmed, Ьу, her- genoral, .practitioner,.of recurrent 
attacks of depressive;illness which lasted a few. weeks, 
resolved. ispontaneously, but. srecurred. : 17 Ther illness 
appeared; tó-be. unaffected, by. diazepam. ог amitrip: 
ушт. Observation at, psychiatric, put-patients, con; 
firmed the patient's story. «Ehe patient, suffered ‘from, 
‘a, frequently:xegurring, depressive psychosis, which 
was characterized hy- depression, . of mood,. 
motor :retatdation, pessimism, guilt and loss of,gexual 
interest. Betwpen. attacks the. patient was quite well 
The episodes did notappear to-berelated fo menstrua- 
tion. nThg., patient's n treatment and ,response ,arq 
shown injthe.accompanying table. „Fog-the first year 
Tt NG P дл Lb” 


tes or Р, 
DASS Сал!» 


нол дуо, 
does tini таай CL 304 из. 


TE 


LM tonto 
MI inj 





Күттү] " M a ag rors ee ANSHI Diy 





Т xbwb ha. de tag aav + Braction , ud 
yu TUNG yya iue ihieatment, dose/day ыйы из time... 
E Dewi ebro «svatApeo: ghee n “Sopra, 
Er С лета It aee 
d year Lithium c Carbonate 2,000 mg 7: LS nural 
09 мур еіп ё айа (боё dig sla PI #' 11 


d ^ E 17201771 391 





аала jeuanid 
Не patient’ was tréateu- with’ 'imipramirte, -récdiving 
150 mg per day for several-months: She showed: little 
or hb; response, ibeing “severely” depressed ' for 'abbut 
half/the times For thé sécond year,‘ the 'imiprainine 
was ‘stopped? dnd": the " patient. received йт 
tarbofiate: During - the" first six ‘months: of. this:year 
the patient received high doses (approximately 
боб: mig? per” day)? to! maintain! therapeutic’ blood 
lévels, ‘during which’ time: the patient. suffered nd - 
attacks! of depression. For:the second mix ménths:of 
this. year^ thé! dosage" of lithiurn { wasy. reduced: tà 
approximately’. 1j000'.mg mg per day becausé of lithium. 
induced: nádsea; "The plasma‘ ‘concentrations.-werg 
{неп :below' "therapeitiá levels -andt:the idepressive 
episodes reappeared, the patient being :severgly. 
depressed: ‘for aböùt ‘twoithirds ofthe time.: For" the 
thitd "year lithium: was'stopped andthe patientiwag 
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prescribed mianserin hydrochloride iri. doses varying. 
from 30 mg to бо mg per day, depending.on the side 
effects. In the 12 months since commencing mianserin 
the patient:has, had no depressive episodes. 

This patient's illness was obviously’ atypical, in 
appearing at such an early age.. However, it was 
typical in that it responded to treatment with 


adequate doses of lithium. Since, in:the ‘previous. 


year, simply the reduction in dosage of lithium had 
led to the reappearance of the illness and, from a 
reliable history, the attacks had been occurring 
frequently over 8 years, it seems unlikely that the 


absence of depression when on mianserin was . 


purely due to chance. 

That mianserin may prevent recurrent depression 
is important, since our present therapeutic armamen- 
tarium for prophylaxis is very limited. Though we 
haveat our disposal a large-number of antidepressant 
drugs, mošt- of them “are--pharmacologically very 
similar arid in effect we have only а ‘small number of 
distinct artidepressant treatments (ECT, tricyclic 
drugs, monoamine oxidase inhibitors with or without 
tryptophan). It is therefore of considerable importance 
that a, new antidepressant may be effective when 
tricyclic drugs have failed. ; & 

: ] С. J. NAYLOR 
Department of Psychiatry, f 
Ninewells Hospital and Medical School, 
Dundee DD2 1UB 
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DIAGNOSIS OF PSYCHIATRIC ILLNESS 


Dear Sir, 


While it may be true that the absence of laboratory 
investigations ‘forces the psychiatrist to base his 
diagnosis firmly on the clinical interview’ at De 
Crespigny Park (as indicated by Dr Leff, Journal 
(1977), 131, 329-38), I do not think this is the case 
in everyday busy clinical practice, even in Aarhus, 
Agra, Cali, or Ibadan. 

What most of us really do, is to try to get a history 
from an informant, or observe the subsequent course 
of the illness, or response to treatment. 

An excited gentleman presenting himself at the 
emergency room at 2 in the morning, smelling of 
alcohol, and saying that he is the Emperor of China, 
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might. be: one of many: things. He could--be.mgnic,; 
or schizophrenic, an acidhead, a speed. freak, ai 
drunk.with a distorted sense:of humour, a sociologist 
with:a..distorted sense ofimission, or a descendant of, 
the Manchus who lost his. way. to the men's room. 
My interview with such a patient would.tell me little 
of much use at 2 in the morning, whereas five minutes 
with his family would give me the diagnosis, especially 
if they knew his previous response to lithium, sobriety, 
o1 phenothiazines. ? 

PETER BrakETT 


New York rogor 


id. ngos Moo sun LI nan tn 


DEAR Sr, 


-~——J am grateful to-Dr Birkett-for drawing-attention 


to an apparent omission from my review. I certainly 
"did not mean to exclude the psychiatric history in 
" using the term’ ‘clinical interview’. The reason my 
_ review deals exclusively with examination of the 


` méntal state i$ that published work on international 


comparisons of the influence of the psychiatric history 
on diagnostic practice is extremely sparse., However, 
there are some, indications in the International Pilot 
Study of Schizophrenia that the psychiatric history 
plays a much‘greater part in shaping diagnosis in 
some countries than in others. The emphasis placed 
by Moscow psychiatrists on the course of Шпевѕ and 
the patients’ social adjustment allows us'to "infer that 


_ they would be extremely reluctant to make a differen- 


tial diagnosis between schizophrenia and an affective 
chosis without. this information.Their_colleagues. 
in Aarhus, Agra, Cali or Ibadan, by contrast, would 
be much more likely to make such a diagnostic 
distinction on the basis of the mental state alone. 
The other point raised by Dr Birkett is the lack of 
time available for examining the mental state in a 
busy clinic in whatever part of the world it happens 
to be. It is true, as mentioned in my review, that 
diagnostic decisions are made early on in the clinical 
interview, but there is considerable latitude, even 
within three minutes, for great differences in em- 
phasis on phenomenology. Let us consider his point 
about the response to lithium indicating a diagnosis of 
mania. It is evident from both the IPSS and the 
US : UK project that up to a short time ago mania 
was virtually never demarcated from schizophrenia 
by American psychiatrists. Their rediscovery of the 
prophylactic effectiveness of lithium in mania has 
led to an increasing recognition by Americans of the . 
existence of this condition. British psychiatrists, 
however, have been consistently making a distinction 
between mania and schizophrenia for many decades 
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on the basis of the mental state, and without waiting 
for the response to treatment. Indeed, the latter can 
be a very misleading diagnostic tool; for example, 
phenothiazines fail to improve a substantial propor- 
tion of acute schizophrenics and are effective in most 
cases of acute mania. f 

I believe that a phenomenological examination of 
Dr Birkett’s hypothetical Chinese Emperor would 


Table for Dr. Robin’s letter (p. 316) 
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allow the psychiatrist to narrow down considerably 
the diagnostic possibilities he mentions, even at 2 in’ 
the morning. 
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Lecture 


Society Looks at the Psychiatrist 


The Fifty-first Maudsley Lecture, delivered before the Royal College of Psychiatrists at York, 15 November 1977 


By KATHLEEN JONES 


When the Royal College did me the honour of 
asking me to deliver this Lecture, my first reac- 
tion was to ask for a list of Maudsley Lecturers 
for the past twenty years, and their subjects. My 
second reaction was to refuse, because I did not 
know enough. A list of eminent names which 
runs from Alfred Meyer to John Bowlby and 
Anna Freud is extremely daunting. I might have 
given up at that point if it had not occurred to 
me that, though the subjects covered many 

aspects of psychiatry, and some related aspects of 
psychology, law, social policy and social change, 
no one had had the interest—or the temerity—to 
look at psychiatry as a profession; and that it 
might be useful, at this point in time, to hold up 
a mirror from the neighbouring ground of the 
social sciences. If much that I say is familiar, it 
.may at least present you with a different 
“perspective. | 
It is probably true, as Dr Tony Clare says, that 
‘the great mass of Britain's two. thousand 
psychiatrists, junior and senior, go about their 
clinical. activities without engaging in much 
г public discussion. of their attitudes concerning 
ideological issues within their specialty'. Though 
¿a few very articulate psychiatrists have argued 
that they do. not have а specialty at all, the day- 
to-day realities of clinical practice probably 
prevent. most from spending too much time on 


the ‘Zen doubt sensation’ as characterized by Dr . 


David Cooper—' Why am I here, why have I put 
myself here, who is paying me. for what, what 
should 1 do, why do anything, what is anything 
and what is nothing, what is life and death, sanity 
and madness?” 

But the work you do is conditioned not only 
by your own perceptions but by those of others. 
Professional practice is shaped and defined by 
-society, and depends on society for its status. 

"Dr (later Sir) Ronald Bodley Scott, in a classic 
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paper, once suggested that the general public 
was highly ambivalent about professional 
people. It respected their specialist knowledge 
and skill, but treated their claims to professional 
competence with a certain cynicism and envied 
their social standing. Writing in the 1930s, he 
drew his examples from the treatment.of medical 
practitioners in the thrillers of the period— 
general practitioners were usually approved of, 
and tended to. be. described by accepting 
adjectives such. as ‘competent’, ‘stolid’, and 
‘cheerful’, while the negative emotions were 
concentrated on specialists, who were described 
as ‘elegant’, ‘polished’ or even ‘sinister’, and 
quite often turned out to be the murderer. A 
similar ambivalence affects the general public’s 
view of the psychiatrist, though perhaps it is 
expressed in different ways. Certainly you are 
thought to be people of great power and 
prestige. You are clever, and have uncanny 
powers of penetrating the feeble defences of 
ordinary people. When a certain eminent 
psychiatrist was appointed Vice-Chancellor of a 
university not far from here, it was repeatedly 
said by people with some pretensions of their 
own to scholarship that ‘those keen blue eyes can 
see right through you’, and it was anticipated 


‘that. university committees would come to an 


abrupt. standstill, because everybody's motiva- 
tion would be mercilessly revealed. If the Vice- 
Chancellor has these powers, he has been wise 
enough to cloak them, for university administra- 
tion has ground on in its accustomed way. 
You.have something of the attributes of an 
Eastern guru, for your minds are thought to be 
vast repositories of all the wisdom of the ages. 
You can be consulted like oracles, as an 
alternative to the J Ching or What the Stars Foretell, 
and can change people's lives. Sometimes you 
have beards and notebooks and make people lie 
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on couches and tell their life-histories, which is 
thought to be an enjoyable pastime by those who 
have not tried it. 

At the same time, these staggering expecta- 
tions are tempered with a certain cynicism, and a 
certain fear. The Army used to refer to you 
(perhaps it still does) as ‘trick-cyclists’, a term 
which implied several different things: 
ifhpatience with an alien jargon, for who could 
expect plain-spoken military men, whose own 
jargon is staccato with acronyms, to get their 
tongues round the intricacies of psyche plus iatros? 
Acknowledgement, perhaps, that psychiatry 
involves a difficult balancing act; and some doubt 
as to whether psychiatrists can in fact do all the 
tricks claimed as part of their repertoire. 

Today, fear may be à more common reac- 
tion; for the psychiatrist has at his command the 
insights derived from the psychoanalytic tradi- 
tion, which enable him to break into the 
patient's self-image, and possibly tell him things 
about himself which he would rather not know. 
He also has a whole new armoury of 
pharmacology, and he can modify behaviour 
with drugs and ECT. The fear which once 
attached to brain surgery—fear of being turned 
into somebody — else—has been immensely 
strengthened and widened in scope by popular 
knowledge and misknowledge about the effects 
of the psychotropic drugs. It has been fed by 
what is known of the use of these drugs for 
political purposes east of the Iron Curtain. When 
І was working in Northern Ireland three years 
ago, one of the strongest fears among the para- 
military groups was that the authorities would 
put Librium in the water-supply. As far as I 
know, this has never been advocated as a solu- 
tion to the problems of Northern Ireland, 
and there are all sorts of political and practical 
reasons why it never will be; but the fear of drugs 
was so strong that on a number of occasions 
women who gave a tranquillizer to a child or 
young person were tarred and feathered. 

Both the unrealistic expectations and the fear 
will be familiar enough to members of the Royal 
College of Psychiatrists. You are known to be the 
witch-doctors of the twentieth century, wise and 
powerful, and capable of great good and great 
harm. 

But informed models of 


there are more 
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psychiatric practice, which you, who are also 
members of society, may share; and these 
directly affect professional behaviour. I propose 
to argue that up to the early 1960s there was a key 
role for psychiatrists as administrators, first in 
asylum administration, then in the more 
sophisticated administration of therapeutic com- 
munities and community services; that since 
then there has been an increasing tendency for 
psychiatrists to see themselves, and for other 
people to see them, as doctors; that some balanced 
view should be taken of the recent movement 
which sees psychiatrists as agents of social control; 
and that there is now a new role for psychiatrists 
as innovators in a currently unstable situation of 
professional interaction. 


Psychiatrists as administrators 


For much of the past hundred and fifty years, 
psychiatrists have played a major part in the 
administration of the mental health services. 
Other — personnel—nurses, and latterly 
psychologists and social ^ workers—have 
instinctively looked to them not only for 
professional guidance but for management. In 
the nineteenth and early twentieth century, they 
were to play a major role as asylum 
administrators, managing communities of two 
thousand or more patients with large numbers of 
staff. The growth of the county asylum move- 
ment, due partly to widening definitions of 
insanity, and partly to the rapid growth of 
population, was not predicted or planned for. 
They had to learn as they went, coping with ever- 
growing numbers of patients. Trained in 
medicine, they found their main role in 
administration, at a time when there were no 
precedents or text-books to guide them. They 
had to master all the intricacies of committee 
work (and there were some difficult. com- 
mittees), personnel selection, finance, building, 
maintenance, supplies and ward-management. 
The non-restraint movement of the 1830s and 
40s involved a considerable act of faith, for when 
the asylum doctors abandoned the muffs and 
strait-jackets and leg-locks they had nothing to 
put in their place. Gradually they developed 
systems of nurse training and patient occupa- 
tion. Psychiatry turned from crude medical 
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methods and physical restraint to administra- . 


tion and social therapy, fields of study which 
were at that time unknown, and which had no 
articulate exponents. ‘Asylum management’ 
became a subject in its own right, which 
occupied some of the best minds in the field. 
John Conolly, who spread the non-restraint 
movement to Hanwell, had held the Chair in the 
Practice of Medicine at University College, 
London. (Sir George Thane; a subsequent 
Professor of Anatomy at the same hospital, 
thought poorly of his move, judging him 
‘essentially unscientifi and therefore unfitted 
for medical research, though he admitted he was 


a good administrator.) Henry Maudsley himself 


‘spent three years as medical superintendent at 
the Manchester Lunatic Asylum at Cheadle. 


It is fashionable today to denigrate the work of 


the asylum doctors on the grounds that they 
built up authoritarian power systems. Since the 
run-down of the mental hospitals started in 
1961, it has been difficult to find anyone who has 
a good word to say for them; but their work has 
to be viewed in the context of their own day, not 
through twentieth century spectacles. They lived 
in an authoritarian age. The best of them 
accepted authority, and did what they could with 
it: A good deal of idealism went into building up 
the nineteenth. century asylums, keeping them 
out of the hands of the Poor Law authorities, 
and devising more humane and more civilized 
systems of care. No doubt their motives were 
‘thixed, as most human motives are. There were 
-superintendents who were petty tyrants, super- 
"intendents who neglected their work in order to 
live like country gentlemen. Dr Walter Maclay, 
the last Senior Medical Commissioner of the 
Board of Control and himself a former medical 
superintendent, used: to tell a story about a 
certificate for a patient which ran something like 
this: "This man has the delusion that he is a 
medical superintendent. He is arrogant, over- 
bearing and dictatorial, and in fact behaves in 
every way as though he were a medical super- 


intendent’. But cynicism is as much a source of 


distortion as credulousness. When Hack Tuke 
writes ‘Of the work done by the county asylum 
superintendents, it is impossible to speak too 
highly’ and describes their work as ‘services 
performed with. faithful diligence, not always 
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sufficiently appreciated, and not always without 
price’, Гат inclined to respect his verdict. 


^] the 1960s, the system gently collapsed. The 


1959 Mental Health Act referred to the 


"responsible medical officer and this was 
interpreted to mean the consultant in charge of a 


case. Circular HM(60) 66 rescinded the special 
regulations governing the position of medical 
superintendent. Psychiatrists were swept into 
new systems of management-—Medical Advisory 
Committees, Cogwheel, sectorization, tripartite 
administration. At the sarne time, the mental 
hospitals themselves were run down, and staff 
morale suffered. The hospital inquiries of the 
late sixties, with their revelations of ward 
scandals arising from maladministration and 
lack of effective medical leadership should have 
come as no surprise. As Dr Silverman was to tell 
the Whittingham Committee of Inquiry ‘There 
are two ways of conducting а retreat—a 
systematic one and a higgledy-piggledy one’. 
Most of those involved had по choice of 
systematic action. The verdict is already 
emerging that there was too much change, 
undertaken too quickly; and as the White Paper 
of 1975 made clear, separate mental hospitals, 
which were expected under the Powell Plan of 
1961 to be abolished by 1975, are still with us, 
dealing with a mounting volume of work, and 
some ‘will continue in use for many years to 
come’. It is time we stopped blowing the retreat. 
Psychiatrists still have an important part to play 
in medical leadership іп hospitals—not as 
isolated power-figures, but as partners in a 
continuing enterprise which affects the care of 
many thousands of patients. The care of long- 
stay patients in particular has been badly 
neglected, and it should be clear by now that 
they are not simply going to disappear. Though 
there have been some successes in limiting 
chronicity, the problem of the chronic patient is 
still with us. 

In the 1950s and 1960s, when the old style of 
mental hospital administration was becoming 
untenable, psychiatrists found two new roles, 
both drawing on knowledge from the social 
sciences; as the founders and leaders of 
therapeutic communities, and in community 
psychiatry. 

Nicholas Manning has traced the history of the 
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therapeutic. community movement, from the 
early days, when Dr Maxwell Jones and Dr Tom 
Main came out of the Forces with new ideas on 
how to counteract the effects of institutionaliza- 
tion through the use of social process, using the 
hospital milieu as a positive force for treatment 
and rehabilitation through decision-making. 

* ‘Much emphasis was laid on the potential of group 
interaction: staff and patients abandoning stereotyped 
roles and meeting simply as people with problems. 
Hierarchical structures were broken down, patterns of 
passive dependence were smashed, and new and 
constructive relationships were formed.’ 

Manning analyses the success of the movement 
in modifying the depersonalizing effects of 
centralized authority systems, and in influencing 
many types of residential care outside the 
psychiatric field; but he also points to some of its 
limitations. It depended more heavily than most 
of its exponents were prepared to concede on 
charismatic leadership. ‘No known therapeutic 
community has been established without this 
characteristic; and in all cases where such an 
important individual has lett che community has 
suffered considerable disorganization—many to 
the point of dissolution.’ It involved concepts 
drawn from the field of social psychology, going 
back to the work of Wilfred Bion, and through 
him to Kurt Lewin, but its medically-trained 
proponents did not always have a grasp of what 
social psychologists meant by such terms as ‘role’ 
and ‘conflict’. Some were to fall into the ‘no- 
conflict assumption'—the belief that all conflicts 
could be resolved by unmasking and discussing 
them—but experience was to show that articulat- 
ing conflict sometimes exacerbated it. The 
problems might have been worked through, but 
after 1960 the enthusiasm for the therapeutic 
community movement began to wane. Three 
main factors may be responsible-the growing 
medicalization of psychiatry, with a corre- 
‘sponding drop in interest in non-medical 
methods; the development within the social 
sciences of opposition to control systems—the 
therapeutic community was seen increasingly as 
just another means of controlling and changing 
people, and the group meeting as more arbitrary 
and less expert in its judgements than the 
individual therapist; and the growth of com- 
munity care, After 1961, patient 
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increased and psychiatrists were pulled out of the 
hospital into out-patient clinic work and 
consultancies of all kinds. No organization could 
sustain this centrifugal pull and at the same time 
maintain the close internal unity necessary for 
full therapeutic community practice. 

The therapeutic community system had, and 
still has, its successful exponents. But the period 
in which it provided a new style for psychiatric 
administration on a large scale seems to be at an 
end. Its achievements have gone wide, but they 
have not kept an organizational base. — ^ 

The third kind of psychiatric administration 
was that of the community psychiatrist. After 
the setting up of the National Health Service in 
1948, many hospital psychiatrists showed an 
enthusiasm for community work in partnership 
with the local authority mental health services. 
‘Co-ordination’ and ‘co-operation’ were the key 
words, but the concepts were easier to formulate 
than to operationalize. In. some cities, and York 
was one, it was possible to set up a co-ordinated 


mental health service in which 
hospital and local authority services were 
combined ^ under psychiatric leadership. 


American visitors still come to York to see the 
York Mental Health Service. It takes a long time 
to explain to them why this useful work was 
stopped in 1971, why psychiatrists are now firmly 
banished back in the hospital setting, and why 
Social Services Departments have acquired a 
heavy responsibility in mental health work which 
concerns many social work administrators and 
practitioners. It takes even longer to explain why 
it is not possible to cross the boundaries. The 
loss of a community base has narrowed the 
exercise of psychiatric skills, and both psychiatry 
and social work are the poorer for it. 
Administration was one of the major features 
of psychiatric work, and there have been some 
distinguished psychiatric administrators. Since 
1971, that role has virtually disappeared. 
Hospital administration, the running of 
therapeutic community systems, the manage- 


ment of community services, have all passed 


largely into other hands. Psychiatrists are now 
seen primarily as doctors, not as administrators. 


The psychiatrist as doctor 


The relationship between general medicine 


. 
= 





and psychiatry has varied over time. The early 
asylum doctors, while not forgetful of their 
medical origins, were more interested іп 
administration and social developments than in 
medicine as such. Indeed, the medical practice of 
the eighteenth century was better forgotten, and 
they had little in the way of new medical 
technology. 

In 1827, Dr Paul Slade Knight, resident 
surgeon to the Lancaster Asylum, complained 
about the low standing of asylum medicine in the 
eyes of the medical profession : 


‘Till of late, a strange apathy has possessed the great 
mass of the medical profession on this subject, and 
even now, he who devotes his talents to its investiga- 
tion and treatment seems to be occupied in a pursuit 
of doubtful reputation; and to be placed in the lowest 
caste of the medical profession! Strange that the 
judicious exercise of a branch of the profession which 
requires for the due performance of its duties all the 
best qualities of the head and of the heart, and 
information the most extensive, should be thus under- 
valued.’ 


The Medical Qualifications Act of 1858 was to 
provide a sharp reminder of the asylum doctors’ 
allegiance to the medical profession. It gave 
medical practitioners a protected status, set up a 
professional council (later the GMC) and 
tightened professional organization. Professor 
Ronald Hargreaves argued that after 1858 
asylum medicine ‘lost the social view’ and that 
was why asylums became dull апа 
depersonalized. This is probably not the whole 
story. After 1858, there were still asylum 
administrators who developed the ‘social view’, 
but they were unsupported by any theoretical 

“work or power-structure. From Vienna was to 

come the inspired work of a few continental 
psychoanalysts, and a new tradition—highly 
thought of in university centres, practised in 
private consulting rooms, but too expen- 
sive in training and in time per patient to 
have more than a marginal impact on the 
monolithic asylum system. While the theoretical 
input from psychoanalysis was to be of 
enormous importance to the knowledge-base of 
psychiatry, it also lacked a basic power-structure 
тот which to operate. The power-structure 
behind psychiatry was, and still is, that of the 
medical profession. 


KATHLEEN JONES 


325 


The Macmillan Commission of 1924-6 
illustrated something of the contradiction 
between the social base of psychiatry and its 
medical affiliation, for it defined mental illness as 
‘the inability of the patient to maintain his social 
equilibrium' (a social definition) but then went 
on to argue that this created 'essentially a public 
health problem’, and that the nature of the 
mind-body relationship. was so complex that 
only a medical practitioner could deal with it. 
The terminology employed by the Commission 
pre-judged the case. The older specific 
terminology of ‘lunatics’, ‘asylums’ and ‘asylum 
doctors’ was replaced by ‘mentally ill’, ‘hospital’ 
and ‘doctor’. In public relations terms, this 
represented an attempt to get away from the 
special stigma which still attached to the old 
terms in the public mind, and was to be 
welcomed ; but at a professional level it was taken 
as an assertion that psychiatry was part of 
medicine, and no more than a part of medicine. 

In 1943, the question was raised again, for the 
social element in psychiatry kept breaking 
through. Developments in out-patient clinics, in 
psychiatric social work and in occupational 
therapy pulled psychiatrists away from the 
strictly medical, and involved them in broader 
methods of treatment. In the first plans for the 
National Health Service, it was announced that 
the mental health services would be left with the 
local authorities, and would not form part of the 
new Service. It is interesting to speculate what 
might have happened if this intention had been 
carried out. It might have resulted in a second- 
class service, lacking both the prestige to attract 
doctors of good calibre and the financial 
resources to develop а good quality of care, and 
of course this was the fear at the time; but it 
might just possibly have resulted in the more 
rapid development of community care for the 
mentally ill, and in an integration of psychiatric 
and social work knowledge which would have 
made the divisions of 1971 unthinkable; and it 
would certainly have prevented the split in 
patient care between hospital and local authority 
services which was to occupy so many mental 
health conferences in the 1950s. At all events, the 
RMPA, the BMA and the Royal College of 
Physicians combined to kill the idea with a 
report which argued 'there is everything to be 
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said for making the administrative structure of 
psychiatry exactly the same in principle and even 
in major detail as that of other branches of the 
health service’. 

Again, this meant the total loss of the ‘social 
view’, and the slack was to be picked up by the 
social work profession. Social work now has 
itg own power bases with a statutory foundation 
in the Local Authority Social Services Act, free- 
standing departments in every local authority, a 
professional association with ten thousand 
members, a separate section (though a small one) 
in the Department of Health and Social Security, 
the Central Council for Education and Training 
in Social Work, and the Persona! Social Services 
Council. It was neither as powerful, nor as well- 
entrenched, as the medical profession as a whole, 
but its separate existence is now much more 
firmly rooted in the national and local 
administration than that of psychiatry. This 
development brought to an abrupt end the work 
of the community psychiatrist. Since 1971, 
psychiatrists have been largely confined to their 
hospitals, day hospitals and out-patient clinics. 
The loss of a community base has narrowed the 
exercise of their skills, and ended some use- 
ful. experiments in crossing professional 
boundaries. 

Subsequent official pronouncements have 
underlined the message that psychiatry is now 
part of medicine, and has no broader interests. 
Sir Keith Joseph announced in 1971 that 
psychiatry was ‘to join the rest of medicine’: 


. the treatment of psychosis, neurosis and 
schizophrenia have been entirely changed by the drug 
revolution. People go into hospital with mental dis- 
orders, and they are cured, and that is why we want to 
bring this branch of medicine into the scope of the 230 
District General Hospitals that are planned for 
England and Wales.’ 


Mrs Casde's "White Paper of 1975 spoke 
emotively of psychiatry as 'coming in from the 
cold’ (not the best of analogies—John Le Carré’s 
Spy Who Came in from the Cold came to an 
unfortunate end). Community psychiatry was not 
mentioned in this White Paper. There was a note 
that ‘some patients may require intensive 
psychotherapy’ with the cautionary comment 
‘this is not a formal medical specialty’. 


SOCIETY LOOKS AT THE PSYCHIATRIST 


It was once possible, to see. psychiatry and 
general medicine as parallel and interacting 
spheres of work, of equal scope and importance. 
Perhaps this was what the Macmillan Com- 
mission had in mind in 1926 when they made 
their statement on the mind-body relationship. 
Although this is well-known, I will quote it 
again, because it has undeveloped possibilities: 


oo there is no clear line of demarcation between 
mental and physical illness. The distinction as 
commonly drawn is based on a difference of 
symptoms. In ordinary parlance, a disease is described 
as mental if its symptoms manifest themselves 
predominantly in derangement of conduct, and as 
physical if its symptoms manifest themselves 
predominantly in derangement of bodily function. A 
mental illness may have physical concomitants: 
probably it always has, though they may be difficult of 
detection. A physical illness, on the other hand, may 
have, and probably always has, mental concomitants. 
And there are many cases in which it is a question 
whether the physical or the mental symptoms 
predominate.’ 


This view might have led to a situation in 
which every general practitioner was as well 
trained in psychiatry as in general medicine, in 
which there меге as many consultants in 
psychiatry, and as many specialisms, as in 
general medicine as a whole, in which patients 
with carcinoma or coronary disease were treated 
as whole persons, their mental condition being 
considered as important as the state of their 
bodies. It might have led to massive develop- 
ments in psychosomatic medicine, to new 
discoveries about the interaction. of mind and 
body, to new possibilities of healing. But we 
know that it did not. In practice, psychiatry was 
increasingly pulled, into the organization, the 
structures and the professional models of general 
medicine. It has become a medical specialism, a 
small part of general medicine. There was a 
moment in time when it might have been much 
more. 

It is not easy to analyse why. psychiatry has 
been restricted in this way. It has something to 
do with the loss of a distinctive organizational 
base, and perhaps something to do with a desire 
to be associated with the prestige which still 
attaches to physical medicine in the eyes of the 
public. It is certainly related to a general 
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tendency to professional restrictiveness in the last 
few decades. The sharp rise in the power of the 
trade unions has led the members of the 
professions to realize that the public esteem on 
which their work depends (and on which their 
salaries depend) is no longer primarily a matter 
of professional competence and altruistic service. 
It is necessary to have the equivalent of 
industrial muscle'—that is, to stand together, 
and to convince society that. its' services are 
essential to the public well-being (so much easier 
for the electricians, who can simply shut off the 
power and leave us all sitting in darkness). In 
order to do this, a profession has to stress those 
features which its members have in common, 
ignoring or suppressing interests which might 
lead to diversity—even though those interests 
might be growth points for professional practice 
and of benefit to the general public. This move- 
ment towards the centre is very noticeable in 
nursing, where mental nurses and nurses for the 
mentally handicapped have been highly uneasy 
about the process by which the principles and 
practice of general nursing have been used as 
models for their own very different work (and 
where the General Nursing Council is struggling 
to create syllabuses which stress the common 
factors, but leave room for the differences). It is 
equally noticeable in social work, where the 
instant genericism of the Seebohm 
reorganization has resulted in a concern for the 
loss of specialism, mental health social work 
being most frequently cited as the point of 
greatest loss. We are experiencing a new 
mandarinism, in which all members of a profes- 
sion are seen as having common techniques or 
skills. Professions experience contradictory 
pulls—to the centre for unity, and to the 
periphery for growth. At the present time, most 
of the professions are stressing the need for 
unity, and that may leave little possibility of 
growth, 

If the psychiatrist is seen primarily as a doctor 
with a post-qualification specialism, it can be 
argued (and no doubt Sir Keith Joseph's advisers 
did argue) that this is an appropriate 
development, because the real advances in 
psychiatric technique have come, not from the 
social sciences, but from biochemistry. The 
pharmacological revolution has put new 
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methods of treatment into the psychiatrist's 
hands, and made it largely unnecessary for him 
to concern himself with the untidy and tiresome 
business of how patients live, what they 
experience, and how they feel about it. There are 
social workers to deal with that sort of thing, 
with their less exact techniques, their good 
intentions, and their infinite capacity for taking 
time over human vagaries. Psychiatrists can 
concentrate on the satisfyingly concrete tasks of 
modifying human benaviour by organic treat- 
ment, while other people take on the human 
details. 

The Royal College, in its comparatively short 
existence, has been responsible for considerable 
developments in psychiatric education and train- 
ing, including components in the social sciences; 
but how many psychiatrists in training will take 
these seriously; or see them as being as satisfying, 
as the hard knowledge of pharmacotherapy, with 
its promise of rapid adaptation and successful 
outcome? It will require considerable mental 
effort, particularly for students whose previous 
training has been predominantly scientific from 
the days of ‘A’ levels, and it will also require 
some engagement of the heart and mind, which 
is costly in personal terms. A psychiatrist sees 
much of human misery and despair. The 
temptation to defend himself from it by a 
‘scientific’ and impersonal approach is 
understandable. 

I am left with the stubborn feeling that never- 
theless this kind of reaction is wrong and has to 
be resisted. It is a feeling shared by most social 
workers, many psychiatric nurses and a growing 
number of patients. It has been articulated most 
clearly in the writings of the ‘anti-psychiatry’ 
school, who meet the increasing medicalization 
of their colleagues with the contention that 
psychiatry does not exist at all. While the DHSS 
expects you to place both feet firmly in medicine, 
and the drift of my own argument is that you 
would do better to have one foot in medicine 
and one in the social sciences, Dr Laing, Dr Szasz 
and their followers are busy pulling the carpet 
out from under you. 


The psychiatrist as an agent of social control 


The anti-psychiatry movement is a branch, 
and in some of its aspects a derivative, of a much 
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wider movement which has split the world of 


sociology since the early 1960s, and which has 
had a considerable effect on such phenomena of 
the sixties as the alternative culture and the 
generation gap. It involves an unfamiliar way of 
looking at the world, associated with new areas 
of study іп sociology—phenomenology, 
etbnomethodology, interactionist theory, 
deviancy theory and labelling theory. These are 
difficult. to define, not least because their 
proponents do not believe in definitions. Like 
Scotch mist, the phenomena of phenomenology 
and its derivatives are pervasive, indefinable, 


alternating sudden patches of startling clarity 


with areas of total obscurity. It is difficult to carry 
on a discussion with, or about, people who 
distrust labels, categories, frames of reference or 
mental constructs of any kind. Without these 
devices it is not easy to pursue rational thought; 
but of course that is the point. They are trying to 
put back the irrational element into a world 
which has grown static and formalized with too 
much rationality. 

Basically, they believe that deviant acts are 
both defined by society and induced by it as a 
means of maintaining group equilibrium. 
Without the stigmatization of some acts and 
some people as ‘abnormal’ or ‘anti-social’, there 
would be no idea of the normal, no rules to 
govern social behaviour. Robert Dentler and Kai 
Erikson provided a useful early paper on this 
theme in 1960. It follows that people whose 
behaviour is labelled as schizophrenic, criminal, 
inadequate or otherwise anti-social provide the 
yardstick by which acceptable conduct is 
measured. Society is making use of them for its 
own ends, the orthodox depend on the 
unorthodox to define their own orthodoxy; but 
the labels tend to be attached to people 
haphazardly. Behaviour which is seen as 
psychiatric disturbance in one society may be 
regarded as criminal in another, and simply 
tolerated in a third. Labelling theory goes on to 
the study of how and why people become defined 
as members of a deviant category, and the effect 
which such definitions have on their subsequent 
lives. If you give a dog a bad name, it is not 
surprising if it bites.the postman. If you define a 
person as mentally ill, thrust a sick role upon 
him, that role begins the process which Erving 
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Сойтап calls ‘the moral career of the mental 
patient’. 

Goffman writes at some length about the 
‘betrayal funnel’—the process by which the ‘pre- 
patient’ starts in apparent harmony with his kin 
or other immediate domestic circle and is 
pressed into going to ‘talk things over’ with a 
mediator—a clergyman, doctor, lawyer or other 
person with whom he finds his family has set up 
‘a kind of alienative coalition’. He finds that 
there is a prior agreement to attack his ‘honour 
and social weight’ by treating him as inferior or 
irresponsible. From then on 


*... passage from person to person may be effected 
through a series of linked stages, each managed 
through a different agent. While each stage" tends to 
bring about a sharp decrease in adult free status, each 
agent may try to maintain the fiction that no further 
decrease will occur . . . if the patient heeds all of these 
implied requests, and is reasonably decent about the 
whole thing, he can travel the whole circuit from home 
to hospital without forcing anyone to look directly at 
what is happening, or to deal with the raw emotion 
which his situation might well cause him to express.’ 


In another essay, Goffman talks about 


*,.. the wonderful brand of non-person treatment 
с. whereby the patient is greeted with what passes as 
civility, and said farewell to in the same fashion, with 
everything in between going on as if the patient wasn't 
a social person at all.’ 


Patients do complain frequently about mental 
hospital treatment on these grounds. Perhaps we 
are apt to forget that some patients as well as 
doctors and nurses have read Goffman, or 
picked up some of his arguments at second hand. 
We are no longer dealing with the unlettered 
patients of the early nineteenth. century. The 
experience of hospital admission leads them to 
feel rejected, let down, betrayed by those they 
trusted; and once inside the hospital they feel 
that kindness from the nursing staff plus a few 
brief interviews with a doctor who prescribes for 
them is not enough to make up for their sense of 
loss of identity, loss of status, loss of the 
opportunity to communicate. It is possible for 
patients to go into hospital with the most 
complex and appalling human problems behind 
them, to have their pills and their ECT, and to go 


out again to those same problems without ever 
having had a chance to discuss seriously with 
anyone what was wrong. That is not psychiatry. 
Itis factory handling. 

In The Divided Self, R. D. Laing writes about 
"it-processes': man is seen as an organism rather 
than a person, and analysed as an organism into 
a complex of things or its. 


*There is a common illusion that one somehow 
increases one's understanding of a person if one can 
translate a personal understanding of him into the 
‘impersonal terms of a sequence or system of it- 
processes... it seems extraordinary that whereas the 
physical and biological sciences of it-processes have 
generally won the day against tendencies to 
personalize the world of things . . . an authentic 
science of persons has hardly got started by reason of 
the. inveterate tendency to depersonalize or reity 
persons.’ 


 Laing's earlier work tries to express some of 
the complexities of human situations and uses 
interaction theory to explain how problems may 
lie between individuals rather than in individuals. 
Knots is one of the books repeatedly missing from 
my department’s class library, however many 
copies we buy—it evidently speaks to the human 
condition. For many readers, Laing's later work 
is too phenomenological, too assertive and 
sometimes too incoherent to carry the same 
weight; but his basic question stands: 


(Persons) who experience themselves as automata, 
as robots, as bits of machinery . . аге rightly regarded 
as crazy, Why do we not regard а theory which seeks to 
transmute persons into automata as equally crazy? the 
experience of oneself and others as persons is primary 
and self-validating. It exists prior to the scientific or 
philosophical difficulties about how such experience is 
possible or how it is to be explained.’ 


We are all ‘disturbed. personalities’, and life 
consists in learning to deal with one’s own 
problems and those of other people. 

Geoffrey Pearson, a sociologist who has made 
a study of deviancy theory, is probably right 
when he says that Laing and his colleagues 
belong to the ‘soft Left’ of the movement, while 
Dr Szasz belongs to the ‘hard Right’. Dr Szasz 
believes in the cash nexus between the 
psychotherapist and his patient on the grounds 
that it preserves the patient's freedom of 
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choice, and appears uninterested in the problem 
of what choice the patient has if he cannot afford 
to pay. Further, he believes that mental illness is 
no defence against a criminal charge. If people 
break the law, he argues that they should be tried 
by the law, irrespective of their mental condi- 
tion. The effects of such a view may well be 
harsher than those. of the older liberal 
philosophy. However, Szasz also insists that the 
basic problems dealt with by psychiatrists are 
'problems in living', not problems in bio- 
chemistry, and sees "institutional psychiatry as 
society's response to the problem of social 
control. There has been a 'psychiatric take- 
over . . . supported and spurred by the logic, the 
imagery and the rhetoric of science, and 
especially medicine'. Institutional psychiatrists 
are the custodians of the norm, agents of a 
society which demands conformity as the price of 
membership. 

This ‘psychiatric conquest’ does violence to 
human personality. The ‘Age of Faith’ controlled 
misfits through an ecclesiastical ideology and a 
priestly expertise, notably through the Inquisi- 
tion. The Age of Reason (or, as Szasz prefers to 
call it, the Age of Madness) substitutes a clinical 
ideology and a medical expertise, the psychiatric 
case-conference taking the place of the auto-da- 
fé. 

Most psychiatrists probably find this 
entertaining reading, but dismiss it on the 
grounds that they are neither as powerful nor as 
sinister as the author suggests. The hard slog of 
clinical practice does not leave much time for 
fantasies about the conquest of society, and they 
do not feel like ‘agents of social control’. The 
argument is somewhat glib (it does not take 
much study of ‘the Age of Faith’ to discover that 
the Church did not hold the all-controlling 
power he attributes to it, either) and the analogy 
seems far-fetched. The juxtaposition of the 
Inquisition with the psychiatric case-conference 
jars. 

Of course, that is.just what it is meant to do. 
Szasz is employing a method developed by 
Garfinkel and his sociological colleagues in the 
United States and. Lévi-Strauss and his 
anthropological colleagues in France, in which 
events and institutions from | different time- 
periods and different cultures are deliberately 
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torn'out of context for the purposes of compari- 
son. 

To those of us who have grown up in the 
liberal traditions of the mental health move- 
ment, this is less disturbing than confusing. We 
have seen a movement away from the ugly 
specific terms of the eighteenth century—'mad- 
ness’ ‘lunatic’, ‘mad-doctor’, ‘madhouse’. We 
think that this movement, despite the limita- 
tions of the present terminology, represents 
changes in public opinion and changes in care 
and treatment which are for the better. When we 
are suddenly confronted with the work of people 
like Roger Bastide and Szasz and Vieda Skultans 
who write about ‘madness’ and jumble together 
evidence of maltreatment from different periods 
of history as though two hundred years of 
medical and social reform had never happened, 
we tend to assume that they know no history, and 
that their views can be dismissed. But the method 
has a point. Progress does not occur in a linear 
manner and there are still many causes for 
concern. 

Certainly there is much in the anti-psychiatry 
movement which is crude in method, superficial 
in judgement and dependent on raw polemic 
rather than considered analysis. Geoffrey 
Pearson acknowledges the rhetorical excess 
which characterizes some of the work in the 
deviancy tradition—statements that ‘deviance is 
the norm, madness is hypersanity’ can lead to 
‘the counterstigmatization of the good, the clean 
and the healthy. He also points to a basic 
contradiction in the movement—the deviant is 
seen simultaneously as a Robin Hood figure, 
challenging the values and standards of the 
smug, the dull and the powerful, and as society's 
victim; Thus at one and the same time he can 
boast of his superior insight and sensitivity, while 
crying “You made me the way І am—what are 
you going to do about it?’ 

Psychiatrists fare badly under the critique. If 
they are not seen as agents of the state, enforc- 
ing norms of behaviour prescribed by their 
shadowy masters, they are seen as pseudo- 
. scientists, applying | medical solutions to 
problems of social interaction and personal 
suffering. A special scorn is reserved for those 
who try to improve the existing services on the 
grounds that ‘compassion involves invalidation’ 
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of the patient’s experience. As a victim of society, 
he asks for help. To offer it isto deny the reality 
of his anguish. To improve the means of help 
available is to shore up a pathological system 
which would be better abolished. The liberal 
reformer cannot win. The only answer lies in 
Marcuse’s ‘alienation from alienation’—a new 
world of thought and being. 

But behind the rhetorical excesses and the 
studied irrationality there аге some serious 
points for psychiatry to consider. We have been 
led too easily into a terminology which defines as 
‘illness’ a variety of human conditions, some of 
which have in whole or in part an origin outside 
the individual—in the family, the school, the 
work-group or the wider society. To quote Laing 
quoting Wittgenstein, ‘the thought is the 
language’. The words we use condition the 
models we apply. The patient’s view of what is 
happening to him is as valid as that of the 
therapist, and therapists ought to listen as well 
as to prescribe, The so-called helping profes- 
sions do often serve their own professional 
interests rather than the true interests of their 
patients or clients—a fact that troubles many 
thoughtful medical and social work students. 
Psychiatrists can create mental illness by 
labelling those who struggle with impossible 
human situations as ‘sick’ and ‘treating’ them 
with drugs and ECT. Social workers can 
perpetuate social injustice by offering casework 
to people whose basic need is for enough to live 
on, somewhere to live, and a little personal 
dignity. Of course it is not always true, and it is 
not the whole truth; but there is enough truth in 
the critique for it to be taken seriously. 


The psychiatrist as an innovator 


Psychiatry has always been at the mercy oc 
panaceas—perhaps because the problems it 
deals with are so intractable, so much part of the 
basic human dilemma. Many exaggerated claims 
have been made for new methods of treat- 
ment—from the twirling stool and the cold bath 
through malarial therapy, insulin coma treat- 
ment and leucotomy to the psychotropic drugs. 
But alongside these medical methods there has 
been a steady development of social and 
administrative solutions, and on the whole these 
have stood the test of time rather better. Social 
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therapy, occupational therapy, out-patient 
clinics, day hospitals, the therapeutic com- 
munity movement may not have fulfilled all the 
claims of the early enthusiasts, but they have 
added a great deal to the comfort and happiness 
of patients; and if that is considered an 
‘unscientific’ aim one might query what else you 
are in business for. i 

‘In a moment of pessimism, I once told an 
eminent biochemist that if 1 had my time over 
again 1 would be a biochemist because his 
subject held out a quicker hope of helping the 
mentally ill than the obscurities and confusions 
of the social sciences. He said he thought I was 
wrong; that biochemistry might have the 
successes now, but that ultimately progress in the 
mental health field depended on the capacity of 
people from many professions and many fields 
of knowledge to work together on a broad front. 

If that is right, good psychiatrists (and I have 
known many, and been fortunate in working 
with some) ought to have one foot in medicine, 
because that will always be their basic skill, but 
the other firmly planted in the social sciences; for 
the practice of their profession takes them well 
beyond medicine into philosophical questions 
about the nature of man in society, into 
sociological questions about what is ‘normal’ 
and how societies construct-and enforce norms, 
into questions of social administration about 
what part their work plays in the total range of 
the health and social services, and how to work 
with other professionals. Professor Querido, so 
«well-known as a pioneer of community саге in 

Holland, argued at a meeting of the World 
Federation for Mental Health in 1963 that men- 
tal health work was not a profession but a meta- 


profession, in which people from a number of 


different backgrounds—psychiatry, psychology, 
social work, sociology and others—could come 
together and find a new professional identity. We 
have not progressed much in the past fourteen 
years; and we shall not progress if psychiatrists 
withdraw from this kind of team-work into a 
medical world of their own. 


The changes involved in the reorganization of 


the health and social services have had profound 
effects on the people who work in those services. 


Dr Cyril Sofer has outlined a model of 


organizational change in which the workers 
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involved experience a temporary euphoria at the 
thought that change may get rid of some of their 
existing problems апі present пем 
opportunities; but this quickly leads to depres- 
sion as they perceive that change means loss of 
existing status, 1058 0Ё valued social roles, and 
acute uncertainty about the future. Some cope 
with this by retreatism—looking forward eto 
retirement, cultivating their roses, finding some 
minor displacement activity into which to direct 
their time and energy. Robert Merton, the 
American sociologist, calls retreatism ‘a form of 
deviant behaviour in which the wells of the spirit 
run dry’. Some cope by a paranoid reaction—the 
new uncertainties are seen as somebody else’s 
fault. During the reorganization of the Health 
Service, my department was responsible for 
running Senior Health Service Management 
Courses, and we found that doctors, nurses and 
administrators all recognized these reactions in 
themselves and their colleagues. On the whole, 
the retreatists stayed away from the courses, but 
paranoid reactions were very marked. The 
villains of the piece were the consultants—until 
we were able to include consultants as course 
members. Then the attack switched to general 
practitioners—until we included GPs. Directors 
of Social Services got rough handling when they 
came to give lectures, and we solved that by 
getting members of our own staff who were 
social workers or could speak for social work to 
speak first and draw some of the fire, so that the 
harassed Directors got a hearing. Indignation 
mounted about the activities of the DHSS—until 
we asked the Elephant to send a representative to 
join the groups. Eventually the course members, 
who included someheroicand lively spirits, came 
to recognize that anxieties and uncertainties 
could not be exported—they had to be 
contained within the group. 

The way out of this syndrome, according to 
Sofer, is ‘realistic assessment’: an honest 
acknowledgement of the problems and the 
perils, and a joint search for new solutions which 
can release new energies. 

Of course this is only saying in organizational 
terms what the psychiatric text-books say about 
depression in individuals; but 1 wonder how far 
you are applying this kind of thinking to your 
own situation—with the recognition that this 
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time'pharmacology is not going to provide the 
answer? 

After the trauma of reorganization, things are 
moving again. The shape of the health and social 
services has changed drastically in the past few 
years, but it will change again—indeed it must if 
we are to overcome the new barriers which have 
split off the health needs of patients from their 
social needs. There are new developments in 
planning—the — recent Circular НС(77)17 
specifically mentions the importance of 
combined work ‘to secure the best balance of 
services. and (to) make the most effective 
use of the resources available' for mental illness 
and mental handicap. The Royal College has 
produced its own policy statement on ‘The 
Responsibility of Consultants in Psychiatry’ in 
multi-disciplinary team-work. The Community 
and Social Psychiatry Group of the Royal 
College is not just keeping alive the traditions of 
the 1950s, or looking wistfully across to the very 
active developments in the United States—it has 
a forward-looking role in helping to create new 
structures and new patterns of care. 

Psychiatry has produced some great 
innovators in the past. We need them now. We 
need them in the declining mental hospitals, 
which will be with us for a very long time. We 
need them in the community services, which are 
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as yet no more than embryonic. We need them in 
joint planning at many levels. We need an energy 
and a vision and a breadth of concern which 
psychiatry possessed twenty years ago, but which 
has been discouraged by recent developments. 
The old power-bases have gone, but we are 
moving into more flexible forms of administra- 
tion where power resides less in structural 
position than in sapiential ability. If the 
knowledge base is right, and the concern is 
demonstrated, the power to get things done will 
follow. | 
You are уоуйс чатрої, healers of the mind and 

spirit. If you think that the title is just a gesture to 
antiquity, and that man is no more than a collec- 
tion of cheap chemicals, your future mus lie in 
somatic medicine, because there is nothing 
beyond it; but if you take your professional title 
seriously, if you are prepared to work at the 
point where the psyche meets the soma and to 
accept the multiple roles which society thrusts 
upon you, you have a unique task. For the basic 
human dilemmas do not alter, and all mankind 
is caught, like Christopher Fry's soldiers in A 
Sleep of Prisoners 

‘In a sort of a universe 

In a bit of a fix. 

It's what they call flesh we're in 

And a rare old dance it leads us'. 


Kathleen Jones, B.A., Ph.D., Professor of Social Administration, University of York, Heslington, York YO15DD 
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Dichotic Listening in Psychotic Patients 


By W. A. LISHMAN, B. K. TOONE, C. J. COLBOURN, 
E. R. L. McMEEKAN and R. M. MANCE 


SUMMARY Patients recently recovered from schizophrenic or 
manic-depressive psychoses showed larger ear difference scores than 
normal controls on a dichotic listening test, i.e. when asked to identify 
dissimilar words fed synchronously to the two ears. The possible 
significance of the finding is discussed, in relation both to hemispheric 
organization and to other aspects of cognitive activity which may 


underlie performance on the task. 


Introduction 


The present investigation was undertaken to 
explore further the question of abnormalities of 
lateralization of cerebral function in psychotic 
patients. Dichotic listening was selected as a 
harmless and relatively simple means of 
examining hemispheric differences in verbal 
information processing, and such a test was 
administered to patients and normal controls. 

Several lines of evidence have recently 
converged to suggest that subtle variations in 
brain organization may exist in. psychotic, and 
especially schizophrenic, patients. Such varia- 
tion might lie in unusual patterns of 'domi- 
nance’ between the hemispheres (i.e. unusual 
patterns of specialization of the hemispheres for 
" different functions), or in abnormal modes of 
integration of the activities of the hemispheres 
across the cerebral commissures. In support of 
such hypotheses one may note, for example, 
that in schizophrenia there are commonly 
elements of symptomatology which might be 
held to reflect disturbance of functions known 
to be lateralized within the brain—disruption of 
propositional speech, verbal hallucinations and 
body image disturbances; that the psychoses 
associated with temporal lobe epilepsy have been 
found to be more often schizophrenia-like in 
nature when the epilepsy arises in the hemi- 
sphere dominant for language and more often 
affective in nature when arising in the non- 
dominant hemisphere (Flor-Henry, 1969; Gre- 
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goriadis ef al, 1971); that skin conductance 
responses have proved to be often asymmetrical 
in schizophrenics and depressives, in a manner 
suggestive of left hemisphere dysfunction in the 
former and right hemisphere dysfunction in the 
latter (Gruzelier, 1973; Gruzelier and Venables, 
1974); and that monozygotic twins discordant 
for schizophrenia are also frequently discordant 
for handedness, whereas this is not so for pairs 
concordant for schizophrenia (Gottesman and 
Shields, 1972; Boklage, 1977). 

Further evidence suggesting a disturbance of 
functional inter-relationships between the hemi- 
spheres has come from the finding at autopsy 
of a significant increase in the size of the corpus 
callosum in chronic schizophrenics (Rosenthal 
and Bigelow, 1972), and the demonstration of 
impaired capacity for cross-matching visual 
information fed separately to the two hemi- 
spheres in schizophrenics as compared to 
normal subjects or patients with other psychia- 
tric diagnoses (Beaumont ànd Dimond, 1973). 

A recent survey of hand preference patterns, 
carried out by two of the present authors, has 
shown a small but significant shift towards 
mixed or left-hand preference among patients 
admitted to a psychiatric hospital when com- 
pared to the normal population. This shift in . 
distribution was more marked in psychotic than 
in non-psychotic patients, emerging particularly 
clearly in male psychotics and applying to both 
the schizophrenics and the manic-depressives in 
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the sample (Lishman and McMeekan, 1976). 
It was not related to a familial propensity 
towards left-handedness, the inference being 
that acquired abnormalities of functional brain 
organization may have contributed to vulner- 
ability to psychotic breakdown and/or helped 
to determine significant features of the illness. 

ethe above evidence is admittedly frag- 
mentary and often insubstantial. No one set of 
observations can be considered compelling in 
itself, but the common theme of unusual hemi- 
spheric relationships in psychotic patients has 
emerged repeatedly. It was therefore deemed 
worthwhile to follow-up the finding of altered 
hand preference patterns in psychotics by using 
dichotic listening to examine cerebral domi- 
nance in a more discriminating fashion. 

Dichotic listening was introduced by Broad- 
bent (1954), and has subsequently been 
demonstrated to be a reasonably reliable method 
of indicating which hemisphere is ‘dominant’ 
for language functions (Kimura, 1961, 1967). 
The results on such tests have proved to correlate 
well with the results of cerebral dominance as 
determined by intracarotid amytal injections 
(Kimura, 1961), and to show in general a 
parallel with other lines of evidence regarding 
the proportion of subjects who are right or lef: 
dominant for language (Roberts, 1969). Briefly, 
the technique consists of delivering different 
words simultaneously to the two ears (via head- 
phones connected to a stereophonic tape 
recorder), and noting the number of words 
correctly identified at each ear. Provided the 
words are delivered synchronously to the two 
ears, it has been shown that the subject correctly 
identifies more words at the ear contralateral to 
his dominant hemisphere than at the ipsilateral 
ear. 

This is widely held to reflect the asymmetrical 
distribution of language capabilities between 
the hemispheres, together with the greater 
efficiency of the crossed auditory pathways 
connecting the ears to their opposite hemi- 
spheres. The ipsilateral pathways are revealed 
to be less effective than the crossed pathways 
when forced to compete under conditions of 
double simultaneous stimulation. Furthermore 
the interhemispheric commissures probably 
play an important role in mediating the 
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task. Thus, in persons who are left hemisphere 
dominant, words entering the right ear proceed 
directly via the crossed auditory pathway to the 
dominant hemisphere for decoding; those 
entering the left ear must gain the dominant 
hemisphere either via the uncrossed auditory 
pathway or by a more circuitous route, first 
entering the right hemisphere then being 
transmitted across the commissures before being 
identified by the subject. Evidence from 
commissure-sectioned patients strongly suggests 
that in the performance of dichotic tasks this 
transcommissural pathway is normally more 
important than the ipsilateral projection in 
enabling material entering the left ear to be 
reported (Sparks and Geschwind, 1968; Milner 
et al, 1968; Springer and Gazzaniga, 1975). 
Thus, after section of the commissures the 
number of words identified at the left ear under 
dichotic conditions falls virtually to zero. 

Whatever may be the exact explanation of 
the means by which the technique displays 
cerebral asymmetries, it clearly provides a 
useful method for exploring lateral asymmetries 
of function in groups of patients and appropriate 
control subjects. 


Patients Methods 


The patients selected for testing had all 
suffered from psychotic illnesses, either manic- 
depressive or schizophrenic in form. Most had 
been discharged from in-patient care and were 
currently attending follow-up clinics, though 
some were still in hospital pending discharge. 
The florid symptoms of the illnesses had in- 
variably come under control at the time of 
testing, though the majority of the schizophrenic 
patients still showed residual. symptoms by 
way of emotional blunting or continuing mild 
psychotic phenomena. Most patients were 
tested while still in receipt of regular medication 
as described below. 

In the selection of patients care was taken to 
include only those for whom a diagnosis of 
manic-depressive or schizophrenic psychosis 
could readily be made, patients with an ad- 
mixture of schizophrenic and manic-depressive 
symptoms being excluded. Additional require- 
ments were that they should be free from 
evidence of organic brain damage, either in the 
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history or on examination, that they should be 
of at least average intelligence, and that they 
should be fully cooperative. 

Suitable patients between the ages of 15 and 
55 were asked to volunteer after having had the 
nature of the test explained to them. Annett's 
hand preference questionnaire (Annett, 1970) 
was then administered, and the present report 
will deal only with those who emerged as 
strongly right-handed (i.e. declaring right-hand 
preference for all six of Annett's ‘primary’ ques- 
tions). Any patient who showed impaired hearing 
in either ear during the preliminaries to the 
dichotic testing procedure was not tested further. 

'The definitive test was given.to 34 patients. 
Of these, 4 were later excluded (3 manic- 
depressive and 1 schizophrenic) because of poor 
overall performance on the test (i.e. obtaining 
less than a total of one-sixth of all possible 
responses correct). Two more were excluded 
(1 female manic-depressive and 1 male schizo- 
phrenic) because they obtained a distinct left 
ear advantage on the test; in this respect they 
were highly atypical of the remainder and of all 
the normal controls, so that their inclusion in 
the analysis of results would have made valid 
comparisons among the rest of the subjects 
impossible. The present report is thus confined 
to 28 strongly right-handed patients who 
showed evidence of left hemisphere dominance 
for language perception; of these 13 had suffered 
from manic-depressive and 15 from schizo- 
phrenic psychoses. Of the manic-depressives 3 
had a history of bipolar and то of unipolar 


illnesses, the latter being manic in 5 cases, 


. depressive in 3, and with a mixture of manic 
and depressive features in 2 cases. Of the 
schizophrenics 7 were diagnosed as having 
paranoid schizophrenia, 5 as Һерерһгепіс 
schizophrenia, and in 3 the subcategory was 
undecided. All patients had been either deluded 
or hallucinated or both. 


Normal controls 


These were obtained by recruitment from 
among the staff of the Institute of Psychiatry 
and the Maudsley Hospital. All were strongly 
right-handed on Annett’s questionnaire and all 
showed right-ear advantage on dichotic testing 
(i.e. left hemisphere dominance for language). 


The dichotic listening test " 

The test involved delivering pairs of words 
simultaneously to the two ears via earphones 
connected to an Akai 4000 stereophonic tape 
recorder. Monaural, and later dichotic, pre- 
sentations were first carefully balanced to ensure 
subjective equality on the right and left ears. 
A practice period then followed to make the 
subject familiar with the precise dichotic 
procedure to be used in the test. 

In the definitive test the words were delivered 
in groups of three pairs at half-second intervals, 
each group being followed by a fifteen-second 
pause during which the subject reported what 
he had heard. The tape contained 20 sets of 
triplets, i.c. 60 words delivered to the left ear 
and 60 delivered synchronously to the right ear. 
The words were all common monosyllabic 
words consisting of consonant-vowel-consonant 
(e.g. ‘bed’, ‘jam’, *fit"). In testing each subject 
the tape was played through twice, inter- 
changing the headphones between ears for the 
second delivery in order to allow for any 
channel differences which might have been 
built into the construction of the tape. Thus 
the maximum score obtainable at either ear 
was 120 words correctly reported. Subjects 
were not constrained as to ear order of report, 
but merely asked to repeat in any way they chose 
the words heard after each presentation of 
dichotic triplets. 

The tape and the technique used were 
identical to those employed by Lishman and 
McMeekan (1977) in their comparison of 
right-, mixed- and left-handed normal subjects. 


Results 

The age and sex distribution of the two groups 
of patients and of the controls is shown in 
Table I, along with their precise handedness 
categories on the Annett hand preference 
questionnaire. The three groups are seen to be 
closely comparable, apart from slightly increased 
age among the manic-depressives and the male 
schizophrenics. 

The results from the dichotic listening test 
are displayed in Table II. The overall level of ` 
performance has obviously been very con- 
siderably poorer among patients than controls, 
and all groups. have shown a marked right ear 
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. Taste I 
Age, sex and handedness distribution 





Manic-depressive patients 


Schizophrenic patients Normal controls 











Number vx gs 13 15 15 
Male : Female m 6:7 8:7 817 
м Е м Е M F 
A... 
Age—Mean .. 36:2 371 35'4 29:4 31:5 29:9 
Range .. 19-55 26-53 23-54 19-49 22-48 19-55 
SD... vs 15:6 1155 11:7 11:2 9:8 1177 
Annett Handedness 
Category-—CR* is 6 5 6 6 6 E 
IR* үз - 2 2 1 2 2 





* CR = Consistent right hander, i.e. right-handed for all of Annett’s (1970) questions. ` 
IR = Inconsistent right hander, i.e. right-handed for all of Annett's ‘primary’ questions but left-handed 


for one or more ‘secondary’ questions. 
| y 


Taste П 
Mean scores on Dichotic Listening Test 
(Standard deviation in parentheses) 
Scores are presented as percentages of the maximum possible correct 











Right ear 
Total Left ear Right ear minus Left 
correct correct correct ear correct 
All subjects 
Manic-depressive patients (N = 13) 25°9 (4°4) 14°6 (7:1) 37:2 (6:4) 22:6 
Schizophrenic patients (N = 15) . 29:9 (6:7) 17:2 (10:9) 42:6 (10:4) 25:4 
Normal controls (N = 15) " 49:6 (7:2) 32:5 (8:9) 5479 (12:3) 22:4 
Male subjects 
Manic-depressive males (№ = 6) 26:7 (4:7) 1778. (7:1) 35:7 (5:6) 17:9 
Schizophrenic males (N — 8) 29:7 (7:1) 16-5 (13:4) 42:9 (6:1) 26:4 
Control males (№ = 8) .. 43:3 (8:0) 34:2 (7:4) 52:7 (1471) 18:5 
Female subjects | 
Manic-depressive females (N == 7) 25:1 (4:4) 11:8. (6:3) 38-4 (7:2) 26-6 
Schizophrenic females (№ = 7) 30:1 (6:9) 18-0 (8-1) 42:3 (1474) 24:3 
Control females (N == 7) 43:9 (6:9) 30°5 (10:6) 57:4 (10-4) 26:9 





advantage. Ап analysis of variance performed 
on the data, as a function of subject group, sex 
and ear, and using the general model for a 
non-orthogonal design (Finn, 1974) confirmed 
significant main effects of subject group (F = 
29:20, df = 2, 37; P < 0-o001) and ear 
(Е = 107:27, df — 1, 37; P < 0-0001). Neither 
the sex factor пог any of the interactions 
approached significance. Further analysis of 
the subject groups showed that while overall 
performance was considerably poorer among 
patients than controls (Scheffé’s ratio, F— 


57:73, df = 3, 37; Р < o-oo1) there was no 
difference in the overall performance of the 
two patient groups (Scheffé's ratio, F — 2-66, 
df = 3, 37; P > 0-05). 

Although these results initially suggest that all 
subjects showed the same asymmetrical pattern 
of performance across ears on the dichotic 
listening test, it can be seen fróm Table II that 
the mean absolute ear difference score appears 
considerably larger in the male schizophrenics 
than in the male manic-depressives or controls 
(26:4 compared to 17-9 or 18:5). However, 
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Motipress - 


Treats the fatigued apathetic patient 
and the tense andi irritable 
patient with equally good results 


In a simple once daily dosage 


Motipress 
nortriptyline hydrochloride 


equivalent to 30mg, nortriptyline 
base and fluphenazine 


@ Full prescribing information is available from hydrochloride 15mg." 
squires E. R. Squibb and Sons Limited Regal House Twickenham Middlesex TW1 3b 
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such. differences were still not significant on 
a priori t-test comparisons. 

. Comparisons of absolute ear difference scores 
can, however, be misleading when the level of 
overall performance differs markedly between 
individuals. Thus a subject who obtains 60 
words córrect at the right ear arid 40 at the left 
has obviously shown a less striking ear difference 
than one who obtains 40 words at the right ear 
and 20 at the left, yet absolute ear difference 
scores would in both instances be 20. In order 
partially to overcome such difficulties the 
absolute ear difference score obtained by each 
subject may be divided by the total score he 
achieves at both ears, thus yielding a ‘laterality 
quotient? which is relatively independent of 
overall accuracy of performance (Marshall et al, 
1975): ; 

Laterality quotients were derived in this 
мау from the present data. In order to assess 
whether they were in fact independent of overall 
accuracy of performance, the correlation þe- 
tween these two measures was computed for 


the normal control group and the psycliotic 
group separately, using Spearman's rank corre- 
lation procedure. The groups were treated 
separately because the foregoing analyses had 
shown that they performed differently, and 
therefore any corrélation. computed over all 
subjects would Бе biased. The correlation 
between the. laterality quotients and total 
accuracy was insignificant in each case (i.e. for 
normal controls r. 0-41, t = 1°64, df = 13, 
P > 0-05 for a two-tailed test; for psychotics 
r = —0-26,t == —1:35, df == 26,.P > 0-05 for 
a two-tailed test), and. the assumption of 
independence is therefore supported. 

The «results. of such; laterality-quotients are 
shown in the first column of Table III. The 
manic-depressive. and schizophrenic patients 
are now seen to have obtained much larger 
laterality quotients than the controls. When the 
sexes are considered together, two-tailed t-tests 
show that both groups of patients differ to a 
statistically significant extent from the controls: 
тапіс depressives versus controls t = 2-61, 


Taste ПІ 
Derived scores on Dichotic Listening Test 




















Laterality* Analysis of first 50 ‘correct responses! 
T. | | Right ear 
(Кт) Leaf ear Right ear minus Left 
R--L correct correct ear correct 
ЗАП subjects Way i 
i; Manic-depressive patients 0*45 (0:23) 16 (470) 34. (2:0) 18 (9:0) 
Schizophrenic patients 0°44 (0-28) 14 . (5:0) 36. (5*5) 22 (11:0) 
, Normal controls 0:25 (0:18) 21 (4'0) 29 .(3:5). 8 (6:0) 
Male subjects | 
` Manic-depressive males 0:35 (0:20) 17 (2:0) © 33 (20) 16 (4:0) 
Schizophrenic males 0*50 (0:30) 13 / (5:5) 37 (5*0) 24 (10:5) 
Control males w 0:20 (0:16) 21:5(3:5) 28*5(1:5) 7 (5:0) 
Female subjects 
Manic-depressive females 0:54 (0:23) 14 (3:75) 36 (3:75) 22 (5:0) 
Schizophrenic females . . .. 0:88 (0:25) 15. (5:5) 35 (570) 20 (11:0) 
Control females 0:31 (0:19) 21 (5:0) | 29 (5-0) 8 (10-0) 





* Means (standard deviations in parentheses). 


+ Medians (quarter deviations in parentheses). Medians and quarter deviations are displayed here since 


the Mann-Whitney test (see text) is a ranking test. 
R — Total correct at right ear. 
L = Total correct at left ear. 


f Excluding two female patients who each achieved a total score of 46 only. 
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df'— 26, P < 0-02; schizophrenics versus 
controls t = 2:25, df = 28, Р < 0-05. When 
males and females are considered separately, it 
is only the male schizophrenics who differ 
significantly from the male controls (t — 2-43, 
df = 14, P < 0-05), all other comparisons 
yielding non-significant values. 
* A further method of analysis is shown in 
Table III, viz. a computation restricted to the 
first 50 correct responses made by each indi- 
vidual. This was carried out as an additional 
check on the findings and for the following 
reason. Concern has recently been expressed 
that measures of laterality should be inde- 
pendent of any particular model attempting to 
account for cerebral asymmetries of function, 
since as yet no theory can predict a relation 
between the relative sizes of left and right 
correct scores, as overall accuracy of per- 
formance varies (Richardson, 1976). Such a 
measure of laterality was suggested by Richard- 
son on the basis that a set of left and right 
correct scores would represent a greater degree 
of (right) lateralization than another such set, 
if, and only if, the left correct scores (LC) of the 
first set were less than the left correct scores of 
the second set, and at the same time the right 
correct scores (RC) of the first set were greater 
than the right correct scores of the second set. 
From the nature of such a technique un- 
equivocal outcomes will only derive from sets 
of scores where overall performance is approxi- 
mately the same. The present analysis on the 
first 50 correct responses made by each indi- 
vidual goes some way towards meeting such a 
requirement. It imposes the same total score on 
every subject, and while it may suffer from the 
possible influence of different levels of practice 
between subjects it was thought to be a reason- 
able procedure in the present state of knowledge. 
The results are shown in the final columns of 
Table III. Both groups of patients are again 
seen to have obtained greater ear differences 
than the controls, reinforcing the findings from 
the laterality quotients. The Mann-Whitney 
U-test was used to compare the LC and RC 
sets of scores independently, to explore the 
contrasts between each patient group and the 
normal controls, Considering the sexes together, 
the manic-depressives and the schizophrenics 
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again both differ reliably from the controls 
(manic-depressive LC < controls’ LC, U = 
43, P < 0-05, and manic-depressives’ RC > con- 
trols’ RC, О = 43, P < 0:05; schizophrenics’ 
LC < controls’ LC, U = 49:5, Р < 0:02, and 
schizophrenics’ RC > controls’ RC, U = 49:5, 
P < 0-02). When the sexes are considered 
separately it is again only the male schizo- 
phrenics who differ significantly from their 
controls (male schizophrenics’ LC < male 
controls’ LC, U = 12, P < 0:04, and male 
schizophrenics’ RC > male controls’ RC, 
О = 12, P < 0:04). 

Detailed analyses of subgroups of patients are 
scarcely possible on account of the small 
numbers involved. Certain trends, however, 
perhaps deserve comment. Thus, among the 
schizophrenics the 4 who had made a complete 
recovery showed a mean laterality quotient of 
only 0:27 compared to 0:54 for the remainder; 
in this they were therefore virtually identical to 
the normal controls (mean laterality quotient 
0:25). The 8 schizophrenics who had experi- 
enced auditory hallucinations during the acute 
stages of their illnesses showed rather larger 
laterality quotients than the 7 who did not 
(0:51 compared to 0°37). This finding was 
reversed, however, among the 5 manic- 
depressives who had experienced auditory 
hallucinations compared to the 8 who had not 
(laterality quotients 0-37 compared to 0:51). 
Finally, considering both manic-depressives 
and schizophrenics together, the 15 without a 
family history of psychosis showed larger 
laterality quotients than those with such a 
history (0:50 compared to 0:38). In each 
comparison the total correct scores were not 
widely divergent. It thus appears to be those 
schizophrenic patients who had made an 
incomplete recovery, and perhaps those who 
had hallucinated in the auditory modality, who 
made the chief contribution to large laterality 
quotients in the schizophrenic group. Among 
the patients generally, those who lacked a 
demonstrable hereditary component to their 
psychoses have perhaps been particularly liable 
to show large laterality quotients. 

The question of drug effects is difficult to 
explore because virtually all the schizophrenic 
patients were taking phenothiazines in one form 
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or another at the time of testing. All but 3 
manic-depressives were not on such medication, 
however, and the mean laterality quotient for 
this group was still high in comparison to the 
controls (0:41). The 4 manic-depressives taking 
tricyclic antidepressants obtained similar scores 
to those who were not (laterality quotients of 
0:46 and 0-45 respectively); likewise the 8 
taking lithium compared to those who were 
not (laterality. quotients of 0-47 and 0:44 
respectively). The 3 manic-depressives who were 
taking no drugs at the time of testing showed a 
mean laterality quotient of 0-41. 


F ; Discussion . 

The, principal finding has been. that both 
groups of patients, manic-depressive and schizo- 
phrenic, have shown larger ear difference 
scores on dichotic testing than have healthy 
controls. But when males and females are 
considered separately it is only the male 
schizophrenics who differ significantly from 
same-sex: controls. It is noteworthy that among 
the control subjects females have obtained 
larger ear difference scores than males, no 
matter what form of scoring is employed, 
whereas in the schizophrenics this situation has 
always been reversed. 

Several possible interpretations of the findings 
must be considered. The difference between 
groups may merely be artefactual, i.e. a reflec- 
tion of the lower overall scores: obtained by 
patients compared to controls. This would seem 
unlikely, however, because of the further 
manipulations: described for the scoring pro- 
cedures, also in the case of the schizophrenics 
because schizophrenic males and females ob- 
tained closely similar overall scores. Neverthe- 
less, the considerable problems inherent in 
deriving valid scores from dichotic tests when 
group differences exist in overall performance 
must not be overlooked. 

If the differences are accepted as real, two 
main interpretations present themselves for 
consideration—first, that they reflect an altered 
pattern of hemisphere function in psychotic 
patients compared to controls, or, second, that 
they result from more general cognitive factors 
such as memory load, selective attention, 
retrieval strategy, etc, which may influence the 


patients’. performance differently from that of 
the controls. 

An explanation in terms of hemisphere 
function could imply a more unequal participa- 
tion of the two hemispheres in language pro- 
cessing, the left hemisphere being unusually 
prepotent in the patients. This may be termed 
the ‘hemispheric efficiency’ model. However, фп 
view of the results from dichotic listening studies 
with commissure-sectioned patients, referred to 
in the Introduction, it.could equally be that 
interhemispheric communication is deficient in 
the psychotic patients. This may be called the 
‘transfer’ model. 

An interpretation based on the hemispheric 
efficiency model would: not fit well with the 
previous observation that psychotic patients are 
unusually prone to be left-handed (Lishman 
and McMeekan, 1976). The greater incidence 
of sinistrality among: psychotics might have led 
one to predict lesser not greater, dominance for 
language among those psychotics who remain 
right-handed, especially since the shift in distri- 


bution of hand preferences appeared. to be 


attributable to an acquired abnormality rather 
than an inherited: tendency. Moreover, it was 
the male psychotics in the previous survey who 
were especially prone to be left-handed, and it is 
again the males who.have differed most deci- 
sively from their controls on dichotic testing. 
The alternative hemisphere function explana- 
tion, in. terms of deficient interhemispheric 
transfer, would suggest that the larger ear 
differences. scores in the patients may be a 
product of an abnormality in the interhemi- 
spheric commissures rather than carrying any 
implication for increased lateral asymmetry. 
The conception of deficient commissural transfer 
in the present schizophrenic patients could fit 
the observations of Rosenthal and Bigelow 


(1972) concerning increased corpus callosum 


size at autopsy in schizophrenics, although the 
connection between the latter finding and 
functional abnormality must be considered 
tenuous. Further support for the transfer model 
would come from Beaumont and Dimond’s 
(1973) evidence that interhemispheric cross- 
matching capacity may be impaired in the 
disorder. The factors contributing to a greater 
incidence of left-handedness in psychotics and to 
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deficient commissural transfer could conceivably 
be mutually interdependent. 

Tt is difficult to evaluate these two alternative 
models of hemisphere function, since existing 
experimental paradigms cannot adequately 
discriminate between them. Moreover, the 
second main interpretation referred to above, 
cencerning more general cognitive factors, may 
itself adequately account for the present findings. 
Such factors as memory load or selective atten- 
tion have, of course, been suggested previously 
as a basis for lateral asymmetries in performance 
(e.g. Kinsbourne, 1974; Morais, 1975), and it 
has recently been suggested that dichotic pro- 
cedures of the type employed here may measure 
response strategies rather than auditory per- 
ceptual dominance (Friedes, 1977). The larger 
ear differences revealed in patients as compared 
to controls may therefore reflect attentional 
asymmetries, differences in retrieval strategies 
or other cognitive factors which vary between 
patient and control groups. Such differences 
are known to exist at least for schizophrenic 
populations (e.g. Helmsley, 1976) and may 
therefore combine with entirely normal hemi- 
spheric asymmetries of function to produce the 
effects observed here. Clearly, more precise 
experimental paradigms will be needed to 
disentangle these different interpretations. + 

With regard to diagnostic categories, both 
manic-depressives and schizophrenics have 
shown the increased ear difference scores, even 
though when the sexes are considered separately 
these reach acceptable levels of statistical signi- 
ficance in the schizophrenic males alone. The 
testing of larger numbers will be required to 
clarify the situation, but the possible implication 
that ‘psychosis’ rather than ‘schizophrenia’ is 
the responsible variable corresponds with the 
earlier finding of abnormal hand preference 
patterns in psychotic patients regardless of their 
precise diagnostic category (Lishman and 
McMeekan, 1976). 

There is some suggestion from the present 
data that psychotic patients without a demon- 
strable hereditary component to their illnesses 
may have been particularly liable to obtain 
large ear difference scores. This might suggest 
an acquired abnormality of dominance rela- 


t 3,tonships (or of commissural function) relevant 
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to the genesis of the illnesses, rather than an 
inherited abnormality which is part and parcel 
of a genetic predisposition towards them. 

Whether the present findings represent tran- 
sient changes or permanent abnormalities is 
not known. If transient they could reflect some- 
thing of the pathophysiology of the psychotic 
process; if permanent they could reflect abnor- 
malities of brain organization which have pre- 
disposed to the development of the psychoses. 
It has not been possible to test patients at the 
height of their illness and then again upon 
recovery in order to explore such possibilities. 
The sole strand of evidence lies with the few 
schizophrenics who had recovered completely 
and who obtained ear difference scoreg within 
the normal range. This finding could support a 
transient effect, or alternatively reflect a 
better prognosis in patients whose brain organi- 
zation has been less demonstrably abnormal. 
The question of drug effects is obviously also 
important; however, no clear evidence has 
been obtained to suggest that any particular 
class of drugs has been influential in leading to 
large ear difference scores. 

The present report deals with provisional 
findings only, and is seen to raise more questions 
than it answers. Further approaches could use- 
fully employ tachistoscopic as well as dichotic 
techniques, to see if the abnormalities emerge 
in the visual as well as the auditory modalities. 
Techniques for detecting superiorities of right 
hemisphere function would usefully comple- 
ment techniques for revealing left hemisphere 
dominance. And it would be important to seek 
to employ controls who achieve similar overall 
scores to the psychotic patients in order to 
obviate the risk of obtaining artefactual results. 
Recent electrophysiological techniques for study- 
ing interhemispheric differences (Butler and 
Glass, 1974; Shaw et al, 1977) should also find a 
useful place in exploring the situation further. 
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SUMMARY The serum and CSF of 66 patients with functional 
psychoses were tested for immunoglobulins and antibodies to measles, 
HSV-1, CMV, and rubella viruses. Ten surgical and 80 neurological 
patients were controls. There were no significant findings in the 
serum, consistent with most previous studies. In the CSF 6 of 17 
multiple admission schizophrenic patients had definite elevations of 
IgG or measles antibody and differed significantly from the surgical 
controls. Immunologically this group resembled the seriously ill. 
neurological patients. No previous study has been made of immuno- 
globulins or viral antibodies in the CSF of psychiatric patients. It is 
concluded that further work is warranted in a search for biological 


subgroups of schizophrenia. 


Abnormalities in various serum and cerebro- 
spinal fluid (CSF) proteins have been reported 
in psychiatric patients for over fifty years (Fessel, 
1962; Autry, 1973; Pearson, 1973; Bock and 
Rafaelson, 1974). In view of recent advances 
in the technology for measuring the immuno- 
globulin and viral antibody protein fractions, a 
study was undertaken on a large group of 
patients with functional psychoses. 


Method 


Serum and/or CSF specimen were collected 
from 66 patients with first admission schizo- 
phrenia, multiple admission schizophrenia, 
schizo-affective psychosis, and manic-depressive 
psychosis who were in-patients on two research 
wards at the National Institute of Mental 
Health, Bethesda. Diagnoses were based on 
multiple psychiatric interviews and psycho- 
logical testing and generally followed the 
Research Diagnostic Criteria (Carpenter et al, 
1976; Spitzer et al, 1975). 

Controls consisted of то surgical patients 
with no known neurological or psychiatric 
disorders, and 80 patients with proven or 
suspected neurological disease; all were in- 
patients at the National Naval Medical Center, 


Bethesda, except for the patients with CNS 
syphilis, who were at Saint Elizabeth's Hospital, 
Washington, DC. Age, sex, and race of the 
patient groups are indicated in Table I. - 

Not all patients had both serum and. CSF 
specimens available, and in some the quantity of 
CSF was not sufficient to do all the tests (indi- 
cated as NA in Table I). CSF was available 
from 48 of the 66 psychiatric patients, and 
serial samples from 26 of these, yielding a total 
of 92 CSF specimens from psychiatric patients. 
Serum and CSF. specimens were almost all 
drawn within 24 hours of each other. All 
microscopically blood-stained specimens were 
rejected; the absence of CSF IgM in the 
specimens was a further check that the specimen 
had not been contaminated with serum. All 
testing was done with paired and blindly coded 
specimens. Over two-thirds (48/66) of the 
psychiatric patients had been drug-free for at 
least two weeks. 

CSF protein was measured by the turbidi- 
metric method (Mulemans, 1965). Immuno- 
globulin determinations were done by the 
radial immunodiffusion’ method’ of Mancini 
(1965). Since the absolute level of immuno- 
globulins in the CSF is directly related to the 
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total protein, CSF immunoglobulins were 
expressed in mg/100 ml as a percentage of the 
total protein IgG/TP% and IgA/TP%, con- 
sistent with recent neurological studies. Anti- 
body to measles virus and herpes simplex virus 1 
(HSV-1) were measured by a plaque neutraliza- 
tion test and expressed as a general mean titre 
(GMT); titres of less than 4-0 were considered 
négative. Antibody to cytomegalovirus (CMV) 
and rubella virus were measured by a haemag- 
glutination-inhibition test. Specific details of 
method are available upon request. The results 
were analysed statistically, using Student’s t test, 
with the ten surgical patients as the control 
group. 
Results 

Serum IgG: None of the diagnostic groups 
had a significantly elevated serum IgG com- 
pared with the surgical controls, Individually, 
there were no psychiatric patients with serum 
IgG above the highest of the surgical controls. 
These negative findings are consistent with 
those of Arko and Persic (1969), Solomon et al 
(1969), Strahilevitz and Davis (1970), Bock et 
al (1971), Hendrie et al (1972), Domino et al 
(1975), Bock (1976) and Strahilevitz et al (1976). 
There was also no elevation of serum IgG in 
five patients on phenothiazines; this is in agree- 
ment with. the findings of Solomon et al (1969) 
but contrary to those of Strahilevitz et al (1976). 

Serum IgA: No significant differences were 
found between the means of any diagnostic 
group and of the surgical controls. This is 
consistent with the studies of Arko and Persic 
(1969), Bock et al (1971), Hendrie et al (1972) 
and Domino et al (1975). Strahilevitz and Davis 
(1970) found significantly elevated serum IgA 
in schizophrenic patients, but later were able to 
replicate their findings only for female and black 
schizophrenic patients (Strahilevitz et al, 1976). 
Solomon et al (1969) reported significantly 
elevated serum IgA in psychiatric patients as a 
whole but not in schizophrenic patients com- 
pared with other psychiatric patients; later these 
investigators reported an association between 
elevated serum IgA and poor prognosis in 
` schizophrenic patients (Amkraut ef al, 1973). 
In an intriguing study, Vecchio et al (1975) 
found that schizophrenic patients with a positive 
family history for schizophrenia had elevated 
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serum IgA, but not those with a negative family 
history. 

Serum IgM: No psychiatric group had signi- 
ficantly elevated serum IgM; this is consistent 
with previous findings of all serum immuno- 
globulin studies referenced above except those 
of Bock et al (1971) and Bock (1976), who 
reported significantly dower serum IgM in 
schizophrenic patients compared with controls. 

CSF IgG|TP95,: The 6:4 per cent mean 
value for the surgical control group is consistent 
with previously established normal means of 
6-1 per cent (Link and Muller, 1971) and 5:6 
per cent (Ansari et al, 1975). The multiple 
admission schizophrenia group was elevated as a 
whole but failed to achieve statistical significance 
(Р > +5). Of greater interest are the three (out 
of 17) patients with multiple admissions for 
schizophrenia who had definite elevations on 
this test. A 32-year-old black female had 8 CSF 
specimens drawn over a nine-month period, 
with IgG/TP%, ranging from 25-3 per cent to 
46:8 per cent. Such values have previously been 
found only in patients with multiple sclerosis 
and other severe neurological diseases. She had 
originally become psychotic at age 20 at which 
time she was working in a coroner's office 
taking dictation during autopsies. She subse- 
quently had eight psychiatric admissions over 
12 years with classical symptoms and diagnoses 
of catatonic and chronic undifferentiated schizo- 
phrenia. CSF protein and electrolytes, serology, 
and cultures were all normal. Because of per- 
sistent WBC's in her CSF, a neurology consulta- 
tion was requested, with completely normal 
findings. Two EEG's were normal. Two other 
patients with multiple admissions for schizo- 
phrenia had CSF IgG/TP% decreases from 
12:9 per cent to 8-6 per cent and 13:9 per cent 
to 10:6 per cent over three-month periods while 
they clinically improved. A first admission 
schizophrenic patient rose from 8:5 per cent to 
12:7 per cent over a three and a half month 
period while he clinically got worse. All four of 
these schizophrenic patients were drug-free. 

Two patients with manic-depressive psychosis 
also had elevated IgG/TP% of 11-3 per cent 
and 11:5 per cent. Both were taking Melatonin, 
an experimental drug (Carman et al, 1976), so 
it is possible that pharmacological action caused 
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the increase. Five patients on phenothiazines 
did not have elevated values. 

No previous study of CSF immunoglobulins 
in psychiatric patients has been made, except 
for elevations found in four out of five patients 
with ‘psychiatric syndromes’ (diagnosis not 
givén) in а study by Schneck and Claman 
(1969). The findings of the present study are 
also consistent with reports of elevated CSF 
alpha globulin (Jensen et al, 1964), beta globulin 
(Habeck, 1959; Shanmugam, 1971),and gamma 
globulin (Dencker and Malm, 1968; Hunter 
et al, 1969) in. subgroups of patients with 
schizophrenia. 

It is noteworthy that three of the four schizo- 
phrenig patients with elevated CSF IgG/TP% 
were black, although only 16 per cent of the 
schizophrenic patients in the study were black. 
Since it is known that serum IgG levels are 
higher in blacks, race must be considered as a 
possible, although partial, explanation for the 
CSF elevations; however, the report by Neren- 
berg and Prasad (1975) found that CSF IgG 
levels do not vary with race, and the normal 
CSF levels in two other black schizophrenic 
patients and three black neurological patients 
in our study were within the normal range. 

An attempt was made to correlate serum 
IgG levels with CSF IgG/TP%. No significant 
correlation was found. This is consistent with 
the findings of Hartley et al (1966), who con- 
cluded that *. . . the effect of CNS disease upon 
the CSF IgG is independent of the level of 
serum IgG’. 

Significant elevations in CSF IgG/TP% were, 
as expected; found in patients: with demyeli- 
nating diseases, neurosyphilis and aseptic menin- 
gitis. This is consistent with reports in the 
neurological literature (Link and Muller, 1971; 
Skrabanek et al, 1973; Carroll and Booss, 1976). 

CSF IgA| ТР: First admission schizophrenic 
patients had a significantly elevated mean 
compared with the surgical controls; patients 
with demyelinating diseases, aseptic meningitis 
and ‘other’ neurological problems also showed 
significant elevation. No individual patient with 
schizophrenia had IgA/TP% values as high as a 
neurological patient with migraine (9:3 per 
tent) or one with a seizure disorder (7-3 per 
cent). 
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Because Link and Muller (1971) had'de- 
scribed a relationship between CSF IgA eleva- 
tions and acuteness of onset in patients with 
encephalitis, an attempt was made to relate 
CSF IgA/TP%, to the length of time the patient 
had been psychotic in the current episode. 
Schizophrenic patients with high CSF IgA/TP%, 
were compared with those with low values en 
the length of time which had elapsed between 
the onset of psychosis and the drawing of the 
sample. No significant correlation was found. 

An attempt was also made to correlate both 
CSF IgG/TP% and IgA/TP% with severity of 
psychiatric symptoms at the time the sample 
was obtained. Fifteen psychiatric patients (nine 
with multiple admissions for schizophrenia, 
three with a first admission for schizophrenia 
and three: with schizo-affective psychosis) were 
selected, for whom daily psychosis ratings were 
available. These ratings were made daily by 
nursing personnel during stay in hospital 
according to a scale rated 1-15 (Bunney and 
Hamburg, 1963). The average rating of the 
three days preceding lumbar puncture day was 
used. Comparison of the psychosis ratings with 
both CSF IgG/TP% and IgA/TP9, revealed 
no significant correlation. 

Antibody to measles: All sera tested showed 
detectable measles antibody. Some individual 
psychiatric patients. had very high titres, but 
since there was not a corresponding elevation 
in CSF measles antibody in any of them this 
was probably unrelated to their illness. Previous 
studies of measles: antibody in the serum of 
psychiatric patients have also given negative 
results (Lycke et al, 1974; Halonen et al, 1974; 
Chacon et al, 3975). 

There have been no previous studies of CSF 
measles antibody in psychiatric patients. Two- 
thirds of the CSFs'in. all groups tested showed 
detectable: antibody to this virus. The signifi- 
cance of viral antibody in the CSF is indicated 
by the ratio of antibody titre in the serum to 
that in the CSF. The normal serum/CSF ratio 
for measles antibody is «7200. Values below 160 
are currently considered to indicate either 
disturbance in the blood-brain barrier or local 
virus antibody production in the CNS, pre- 
sumably in response to antigenic stimulation 
(Link et al, 1976). 
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The present study found eight neurological 
patients and: four psychiatric patients with 
serum/CSF ratios for measles antibody of less 
than 160. The neurological patients included 
four patients with multiple sclerosis (ratios of 
16, 27, 75 and 82) and one with subacute 
sclerosing panencephalitis (ratio of 72), one 
with metastatic melanoblastoma (ratio of 15), 
one with radiculitis following disc surgery (ratio 
of 37) and one with polymyalgia rheumatica 
vasculitis (ratio of 145). The last three could 
theoretically have had some degree of inflam- 
mation resulting in increased permeability of the 
blood-brain barrier. The psychiatric patients 
included two multiple admission schizophrenic 
patients with ratios of 99 and 119 and a third 
multiple admission schizophrenic patient with a 
ratio that decreased from 174 to 105 over a three- 
month period. The other psychiatric patient 
(schizo-affective psychosis) had a ratio of 64. 

The findings in the neurological cases are not 
surprising for those patients with possible 
impairment: of the blood-brain barrier, nor 
for the SSPE or multiple sclerosis patients in 
whose disorders the measles virus is thought 
by some researchers to play an aetiological 
role. What is surprising is to find three multiple 
admission schizophrenic patients and one with 
schizo-affective psychosis with similar low 
ratios. Either the antibody was being selectively 
produced in the CNS in these patients or the 
blood-brain barrier was not intact. To say 
definitely which is true would require the 
simultaneous measurement of an indicator virus 
ratio. Such a procedure should be included in 
all future viral studies of psychiatric patients. 

Antibody to HSV-1: The majority of sera 
showed antibody against HSV-1. No psychiatric 
group tested had an elevated mean, which is 
consistent with the findings of Chacon et ai 
(1975) but contrary to those of Halonen et al 
(1974). Rimon and Halonen (1969), Rimon 
et al (1971), and Lycke et al (1974) also reported 
elevations of HSV-1 antibodies in psychotically 
depressed. patients, but Pokorny et al (1973) and 
Chacon et al (1975) failed to replicate this. The 
present study has no comparable group. 

‘There have been no previous studies of HSV-1 
in the CSF of psychiatric patients. Over one- 
third of the CSFs in all groups were positive, 
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but there were no significant differences in 
means between the groups. Analysis of indi- 
vidual serum/CSF ratios revealed that the two 
lowest ratios (3 and 17) were in patients with 
multiple admission schizophrenia and no history 
of clinical herpetic disease. No other patient in 
any group had a ratio below 20, although a 
ratio of 8 was reported in a case of herpes 
encephalitis ( Joncas et al, 1974). Unfortunately 
not enough is known about HSV-1 antibodies 
in CSF to enable us to interpret our findings. 

Antibody to CMV: One-third of all sera tested 
had antibodies to this virus. The highest end- 
point dilution titres (7-256) occurred in three 
patients with serious neurological diseases and 
two patients with multiple admissions for,schizo- 
phrenia. One of the latter had a titre which rose 
from 128 to 1,024 over a three-month period, 
indicating active infection. The failure to find 
elevation in the psychiatric patients as agroup is 
consistent with the findings of Lycke et al (1974). 

In the CSF only one patient (with multiple 
sclerosis) had detectable antibody. No previous 
study of this antibody in the CSF of psychiatric 
patients has been done. More sensitive methods 
for detecting this antibody are being developed 
and in view of the known neurotropism of this 
virus, its latency and its association with mental 
retardation, it should continue to be of interest 
to psychiatrists. 

Antibody to rubella: Over 9o per cent of patients 
tested had rubella antibody in their sera, but 
there were no significant differences between 
the groups. This is consistent with the report 
of Halonen zt al (1974). Eight per cent of 
patients had detectable antibody in their CSF, 
but in none was it sufficiently high to be of 
likely significance. No previous study of rubella 
in the CSF of psychiatric patients has been 
done. In view of the association of this virus 
with mental retardation and its possible associa- 
tion with infantile autism (Chess, 1971), it 
should also continue to be of interest to psychia- 
trists as more sensitive methods for detecting it 
are developed. 

Discussion 

Although not one of the psychiatric groups as 
a whole is markedly abnormal for any single 
immunoglobulin or viral antibody, 6 out the 
17 tested in the multiple admission schizophrenia 
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group had definite elevations of IgG/TP% or 
measles antibody in their CSF. Compared with 
the 10 surgical controls who had no such 
abnormalities, the CSF ofthe multiple admission 
schizophrenic group is statistically abnormal 
(Р = +042; Fisher's Exact Probability Test). 

In terms of percentage of abnormal CSFs, 
the multiple admission schizophrenia group 
(6/17) is most similar to severely ill neurological 
patients (demyelinating diseases 7/11, aseptic 
meningitis 3/5, ‘other’ neurological conditions 
6/17) and less similar to less severely ill neuro- 
logical patients (disc disease 1/13, seizure 
disorders 1/11, vascular-headache-syncope 0/18) 
or to other psychiatric groups (manic-depressive 
2/14, schizo-affective 1/7, first admission schizo- 
phrenia 1/10). These figures’do not include 
probable abnormal elevations in herpes anti- 
body level, the highest two of which were in 
other multiple admission schizophrenic patients ; 
final judgement on these will have to await 
more definitive studies of the range found among 
normals. 

It is not possible at this time to say whether or 
not these abnormal findings are aetiologically 
related to the psychiatric disorders. They may 
be directly related; they may be indirectly 
related as secondary symptoms; they may be 
epiphenomena of an altered immunological 
response which is either primary or secondary to 
the symptoms of psychosis; or they may be un- 
related altogether. It does appear, however, 
that the search for immunological abnormalities 
in psychiatric patients, especially those with 
multiple admissions for schizophrenia, should 
be pursued. The search should probably focus 
on CSF samples rather than serum samples 
even though CSF is more difficult to obtain. 

In future research, emphasis should be laid 
on careful diagnosis and account should be 
taken of age, race, sex and drug consumption. 
Serum specimens should be obtained within 24 
hours of CSF specimens and serial measure- 
ments of CSF should be undertaken whenever 
possible. 
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A Controlled Evaluation of the Therapeutic Effectiveness of a 
Psychiatric Day Centre for Pre-School Children 


By SUSAN WOOLLACOTT, PHILIP GRAHAM and JIM STEVENSON 


The progress over one year of 25 children aged 2} to 3} years attending 

a psychiatric day centre was compared with that of 25 similarly dis- 

turbed 3-year-old children identified in a total population study. There 

were few differences in outcome, and those that were found did not 

particularly favour either group. Implications for the organization of 

treatment services are discussed in terms of the need to lay down clear 
* objectives and to pursue systematic controlled evaluation. 


Introduction 


Psychiatric day centres for the assessment and 
treatment of disturbed children have now been 
operating in the United Kingdom for approxi- 
mately 20 years, though they remain few in 
number. The first report of such a centre was 
that made by Connell (1961), but since that 
time a number of similar facilities have been 
described. In particular, the development of 
psychiatric facilities provided on a day basis for 
pre-school children ‘has accelerated, and four 
years ago Bentovim and Lansdown (1973) were 
able to report on the existence of seven such 
centres in the London area. Some of these 


facilities had been the subject of previous 


reports, e.g. Frommer (1967), Coleman and 
Lindsay-German (1971). 

Centres of this type have different functions 
(Hersov and Bentovim, 1977). They aim to 
observe and assess the yourig child's behaviour, 
level of development and relationship with 
other family members. Such observation and 
assessment may allow for appropriate subse- 
quent placement, perhaps in a special educa- 
tional facility, but it may also help the parents 
come to terms with the need for such a place- 
ment which they otherwise might reject. 
Assessment may also be a preliminary to treat- 
ment of the child, parents or family as a unit, 
‘and most such centres have as one of their 
objectives the provision of a therapeutic milieu 
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in order to promote development and reduce the 
level of behavioural disturbance. Finally, such 
a centre can have a 'containing' function. By 
providing a milieu in which the child and family 
feel acceptable, they may provide a comforting 
and supportive experience, when in other 
settings, such as ordinary play group or nursery 
school, there may have been only rejection. 

The therapy provided by the day centre is 
not, therefore, its only function, but it is central 
to its existence, and, just as the staff in such units 
see thernselves and are often called ‘therapists’ 
so the families attend on the assumption that 
disturbance is likely to be made better. To date, 
little evaluation of the effectiveness of psychia- 
tric treatment in such centres has been re- 
ported. Mitchell e£ al (1975) have produced one 
such report, but their data were obtained retro- 
spectively, and the sample obtained was small 
and incomplete. The present study provides data 
on a larger group of children who attended a 
psychiatric day centre over a period of a year, 
and compares their behavioural progress to that 
of a matched uritreated control group. 


Method 

The psychiatric day centre at the Hospital for . 
Sick Children, London, has been described by 
Bentovim and Boston (1973). Children under 
the age of 5 years who are admitted to the 
centre attend usually on one, but very occa- 
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sionally on two days a week with their mothers 
and younger sibs. This pattern of attendance 
makes it possible for children and families living 
some distance away to use the facility regularly. 
It is also sometimes possible for fathers to 
attend, and this is encouraged. The children 
are mainly referred by general paediatricians, 
Igcal authority doctors, health visitors, and 
general practitioners. The referrals occur for 
a variety of reasons, and pressure by parents to 
receive more help than they are currently 
getting is certainly one important factor. The 
children show a variety of difficulties, but 
particularly behavioural management problems, 
undue fears of separation, and developmental 
delay. A small proportion (about 10 per cent) 
are autistic or show marked autistic traits. 
About 8-10 children attend each day, so that 
the centre deals with 40-50 children each week. 
The centre is staffed by a psychiatrist, social 
worker, psychologist and psychotherapist, each 
of whom provides part-time attendance. A 
group of 3-4 ‘day centre workers’ spend the 
day (from 10 a.m. to 3.30 p.m.) in play group/ 
nursery school activities with the children and 
parents. These are usually nursery nurses or 
social science graduates employed as social 
work trainees or assistants, who are relatively 
inexperienced when beginning the work but 
receive a considerable amount of supervision 
and in-service training in child and family 
management. 

At the time ihe study was conducted the 
therapeutic aim of the day centre was to improve 
the level of disturbance mainly by helping: 
parents to become more aware of the emotional 
needs of their children, improving communica- 
tion between parent and child, and encouraging 
parents to obtain a more accurate view of the 
child's level of development. Although speech 
therapy and techniques derived from behaviour 
modification were occasionally used, most 
emphasis was placed not on the specific removal 
of symptoms but on the provision of a generally 
caring and supportive environment with under- 
standing staff who could act as models with 
whom parents could identify. Daily supervised 
parent groups led by an experienced therapist 
without children present allowed sharing of 
parental experience in a formal setting, and most 


parents also had an individual session with the 
social worker. This session with the social worker 
represented the heaviest use of specialized 
professional services in a facility characterized 
by generally rather low use of this expensive 
resource. 

Over a period of 18 months, all mothers 
(including two immigrants) with a child aged 
between 24 and 34 years admitted to the unit 
were interviewed by one of us (S.W.), using a 
standardized behaviour screening questionnaire 
(BSQ). Children who were offered a place in 
the centre but did not attend or attended only 
once were excluded. 'The questionnaire has been 
described in full elsewhere (Richman and 
Graham, 1971). It is a semi-structured interview 
in which the parent is asked in detail about 12 
items of behaviour. Using carefully laid down 
criteria, each item is scored at 0, 1 or 2 points 
by the interviewer—o signifying no difficulties 
or only trivial ones, and 2 marked difficulties. 
Before the interview the parents were asked to 
complete a behaviour check-list (ВСІ) (Rich- 
man, 1977), in which, using the same 12 items, 
the parent chooses out of 3 or 4 behavioural 
descriptions the one that best fits the child’s 
behaviour over the previous 4 weeks. The 
check-list is scored in a very similar way to the 
BSQ, with a possible range, like the BSQ of 
0-24 points. On both scales a score of 10 or 
more indicates the likely presence of a significant 
problem in the child. In addition to these two 
methods of behavioural assessment, a clinical 
judgement of severity of disorder was made by 
an independent psychiatrist (Dr Naomi Rich- 
man) on a 4-point scale. This rating, it should be 
noted, was based, in this and in the comparison 
group to be described below, on maternal report 
rather than on direct observation of the child. 
The mothers were also asked about the chil- 
dren’s use of language and their reply was 
scored o if no speech, 1 for speech limited to 
a few words, 2 if using sentences. In addition, 
the mothers were given a similarly standardized 
interview about their own physical and mental 
health and about relationships within the family, 
especially the marital relationship and relation- 
ship of each parent with the child in question. 
This part of the interview, which has also been 
described elsewhere (Richman, 1977, submitted 
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for publication) allowed quantitative judgement 
to be made on a number of items, e.g. the 
marital relationship on a scale of 1-4 points 
(the higher score reflecting a more disturbed 
marriage), mental health of parents on a 0-3 
scale (the higher score reflecting more psychia- 
tric disturbance), and irritability to child by 
each parent on a 0-4 scale (again the higher 
score representing more irritability). 

One year after the initial interview the 
mother was seen again by the same interviewer 
and the same information (except for the infor- 
mation on language development) was obtained 
and similarly rated and coded. In all, 26 children 
and families were assessed in this way, but one 
child .was excluded because she was living in a 
different family at the end of the study. The 
follow-up interview was obtained in all cases. 

For comparison purposes a sample was drawn 
from an untreated group of 3-year-old children 
of non-immigrant mothers who had been 
assessed in an almost exactly identical way on 
two occasions a year apart. This sample had 
been studied in an epidemiological project 
(Richman et al, 1975) aimed at providing an 
estimate of the rate of emotional and behaviour 
problems in a total population of 3-year-olds 
living. in an Outer London borough. A І in 4 
sample of this population was drawn, and 705 
mothers were interviewed about their children’s 
behaviour, using the BSQ, while the BCL was 
previously completed by the mother. Afterwards 
all mothers of children with a score of 10 or 
more on the BSQ (approximately тоо children), 
together with a comparison group matched for 
sex and social class and a small group of children 
‘with language delay. alone, were. seen for а 
further social interview in. which details of 
parental health, family relationships etc. were 
obtained in exactly the same way as in the day 
centre group. These roughly 200 children were 
also interviewed one year later in the same 
manner. 

In order to obtain a comparable sample 
from the community group, a computer print- 
out was prepared in which the children were 
ranked first in order of initial severity of dis- 
turbance as assessed on the BSQ, and then, in 
order, on the initial overall clinical assessment 
of behaviour, the mother's mental state, and the 
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child's language development as reported by 
the mother. Control children were then selected 
by taking the day centre child's BSQ score and 
matching for this, and then matching as nearly 
as possible for the other variables in order. 
Matching was carried out in ignorance of the 
one year follow-up status of the control children, 
but control children for whom no follow-up 
data were available (a very small number) 
were discarded. In this way, as will be seen 
below, a closely comparable group was 
obtained. 
Results 

The community group and day centre group 
were compared ori initial status (see Table I). 

It can be seen that the two groups were in 
general very closely matched and that there 
were no significant differences in terms of BSQ, 
or BCL scores, marital rating, mental state of 
either parent, or the language development of 
the child. However, the day centre group was 
rated as significantly more severely disturbed 
on overall clinical assessment and the com- 
munity group mothers were rated as significantly 
more irritable to their children. The two groups 
did not differ significantly in terms of social 
class, sex or age. _ 

In order to cope with the problem of the 
community group being less severely disturbed 
on overall clinical assessment, a second control 
group (community Group A) was drawn from 
the total population sample and matched in 
terms of this variable alone. 

Table I shows what were regarded. as key 
variables, but a large number of other variables 
were examined. In particular the two groups 
were found to be not significantly different 
(indeed. remarkably similar) in scores for each 
individual item of behaviour on the BSQ, in 
all areas of family relationships (other than that 
already mentioned in which the controls were 
more severely affected than cases) and in the 
attitude shown by mothers to the seriousness of 
their children's behaviour problem. The day 
centre group, however, as well as being more 
severely disturbed on overall clinical assessment 
had had more separation from their parents ` 
than the controls (Р < 0-02), and associated 
with this had had more in-patient hospital stays 
(P < 0-05); 
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Tase I 
Comparison between the groups at the beginning of the study 





Day centre group 


Community group 








Variable (N = 25) (N = 25) p* 
Mean Mean 

Age (in months) m 35:0 26-0 NS 

e Behaviour score (interview) 13:8 13:8 NS 

Behaviour score (check list) 13:3 16:9 NS 
Overall clinical rating 3:2 2:8 Р < -05 

(Community group А) 

(3°3) (NS) 

Marital rating E - 2:6 2:5 NS 

Mental state (mother) (past year) 2:2 2-1 NS 

Mental state (father) (past year) 0:6 0:7 NS 
Irritability to child (mother) .. 3:0 3'4 P< -o5 

Irritability to child (father) 2:2 2-0 NS 

Language development 0:28 0:24 *NS 

Percentage boys - т - 72 48 NS 

Social class (percentage non-manual) 36 20. . NS 





* Significance levels of results of Kolmolgorov-Smirnoff 2 sample tests for the ordinal variables for which 
means are entered in the table and chi-square tests on percentages. 


During the year between the two assessments 
the groups differed mainly in terms of the 
specialized psychiatric help which the one 
group but not the other had received. The 
25 day centre children had attended on average 
a total of 41 half-day sessions over a mean period 
of 26 weeks. By contrast, in the community 
group only one child had attended a child 
guidance clinic (on one occasion for diagnostic 
purposes), two children had attended a speech 
therapist, and one had attended a hospital (for 
hearing tests). A number of others had attended 
child welfare clinics (8) and their family 
doctors (6), but none of these attendances 
had involved any attempt at active treatment. 
Within the day centre all mothers had had 
individual case-work with a social worker, 
4 had had planned family therapy, 4 had had 
marital therapy and 4 had had a combination 
of planned marital and family therapy. As 
far as the children were concerned all had 
been exposed to the experience of the nursery 
. milieu, 4 had had individual child therapy, 
4 systematic behaviour modification, 4 drug 
therapy, and 8 speech therapy. 

On the other hand, during the year many 
Children in both groups had attended other 


pre-school facilities, especially. play-groups and 
nursery schools. At the onset of the study there 
was no significant difference in the two groups 
in attendance at other pre-school facilities, but 
by the end of the study significantly more of the 
day centre children were attending (P < 0-05) 
and this is probably a reflection both of the some- 
what more middle-class nature of the group and 
of the influence of the day centre staff in helping 
to find such placements for children locally. 

In Table II the one-year follow-up status of 
the children is presented on a number of key 
variables. It can be seen that there were signi- 
ficant improvements in both groups in all 
global measures of the child's behaviour, but 
not in items concerned with family relation- 
ships or the mental health of parents. Of the 
large number of other items examined, it was 
found that in the cases significant improvement 
had occurred in night wetting, over-activity, 
concentration, management difficulties and 
worries (Р < -o1) and in day wetting, soiling, 
and mother's mental state over the past month 
(but not past year) (P < +05). In the controls 
significant improvement had occurred in peer 
relationships and mother's mental state over 
the past month (Р < -01) and in soiling, overall 
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Taste II 
The mean scores after one year and the results of within group comparisons with initial mean scores 





Day centre group Community group 





(N = 25) (N = 25) 
Variable Mean Mean 
Behaviour score (interviewer) 10:4** 12:1** 
Behaviour score (check list) 11:8* 10:6** . 
Overall clinical rating 2-5%% 2:4* 
(Community group À) 
(a-6*) 
Marital rating . 2:7 2:4 
Mental state (mother) (past year) 1:3 rey 
Mental state (father) (past year) 09 o8 
Irritability to child (mother) .. 2:7 3'1 
Irritability to child (father) 2:0 ag 





* рб -05; ** P < -o1—significance levels of Wilcoxon Matched-Pairs Signed Ranks test comparisons 
between scores at first and second interviews (all significant differences are improvements). 


habits, management problems and worries 
(P < +05). 

‘In Table I changes from onset of study to 
one year follow-up have been presented 
separately for ease of reference. The data in 
this table have been obtained by subtracting 
the score after one year from the initial score for 
each child and calculating mean changes. 
The two groups were compared in the amount 
of change identified from one interview to the 
next, and no significant differences emerged. 
Out of the large number of variables examined 
in this way the only significant differences 
(and this may well have arisen by chance, as 
Jover roo variables were examined) was ‘overall 
in which controls were significantly 
"more improved than the cases (Р < 0-05). 

The improvement in cases attending the day 
centre was considered in terms of the type of 
. treatment they received, but it was not possible 
to draw any conclusions, mainly because of the 
small numbers in each treatment group. It was 
also not possible to compare the two groups in 
terms of language development over the year, 
às the relevant information had not been 
collected. 

Discussion 

It is firstly of interest to note that it was 
quite possible to identify in a group of less than 
1,000 children in the general population a 
. sample of 3-year-olds as disturbed as those 


attending a highly specialized psychiatric 
facility. The children in the community were 
not only receiving virtually no psychiatric 
help, but the amount of contact with other 
professional services was also fairly minimal. 
Of course, many of these families did not see 
the need for specialized help, but others would 
clearly have appreciated even the opportunity 
of discussion with: someone knowledgeable in 
the area of childhood behaviour disorder. 

Next, one must consider the validity of the 
finding that, though both control and treated 
groups improved, the-amount of improvement 
was no greater in the tréated group. Various 
reservations must be made to the obvious 
conclusion that treatment made no difference 
to the outcome. It is possible that the two 
groups differed in ways other than those 
examined, and the fact that no direct observa- 
tions were made does. increase this possibility, 
especially as this was not a trial involving 
random allocation. There was certainly a 
tendency for the treated group to have had more 
physical investigations and illness in the past, 
as indicated by their significant excess of 
hospital in-patient stays. However, the groups 
did not differ on most measures of clinical 
severity or items of disturbed behaviour or in 
family pathology, and these are the factors 


known to affect outcome to the greatest degree. 


When another group (community group A) 
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Taste HI 


Mean change scores from beginning of study to one year afterwards 
(positive figure indicates improvement) 





Day Centre Group 


Community group 





N = 25 N = 25 pt 

Mean Mean 
Behaviour score (interviewer) 3'4 iy 'NS 
* Behaviour score (check list) 2-0 5:3 NS 
Overall clinical rating 0:7 0:4 NS 
| (Community group A) NS 

(0-6) 
Marital rating .. ue p —0'1 o'i NS 
Mental state (mother) (past year) 0:0 0*4 NS 
Mental state (father) (past year) —0:3 ST UNS 
Irritability to child (mother) .. 0:3 0:3 ^ UNS 
Irritability to child (father) 0:2 “Org” NS 





* No significant differences between the two groups in amount of improvement as measure. by the 


Mann-Whitney U-test. 


was drawn from the population more com- 
parable in terms of overall clinical state—the one 
global measure on which the two original 
groups had differed—no difference in outcome 
in this measure could be detected. It. seems 
likely, therefore, that although the groups 
differed in some ways they were sufficiently 
similar in factors relevant to outcome to make 
the comparison a meaningful one. 

Secondly, one must point to the possibility 
that although the two groups did not differ in 
outcome at the end of one year (and some of 
them continued in treatment beyond this point 
in time) they might have differed had they 
been examinated at an earlier or later point in 
time. А gain in short term improvement would 
certainly not have been a trivial achievement 
іп many of these families, and it has been 
suggested, albeit by a rather tortuous demon- 
stration (Wright et al, 1976), that long-term 
follow-up of individual child psychotherapy 
shows incremental benefit over no treatment. 
We can only say that we have no impression 
one way or the.other about possible longer-term 
or shorter-term benefits. 

Despite these reservations, it must be admitted 
that if significant extra gains did occur in the 
treated group over the year it is likely that they 
were very modest and out of proportion to the 
resources invested. It should, however, be 
remembered. that the therapeutic function of 


the day centre represents only one of its tasks, 
and we have not attempted to evaluate success 
in observation and assessment or in its ‘contain- 
ment' or supportive function. These, functions 
аге perhaps somewhat less amenable to evalua- 
tion, but there is every reason to think that such 
evaluation is necessary and should be attempted. 

In the meantime the therapeutic work of the 
day centre is in the process of reconsideration. 
For example, more effort is now being made to 
formulate a specific treatment plan with defined 
behavioural and developmental goals. It is our 
view that measurable gains are more likely to 
be obtained if greater attempts. are made to 
focus on the symptoms or items of behaviour, 
developmental delays or relationship problems 
which are to be the targets for change. with 
introduction of specific measures—behavioural, 
dynamic psychotherapeutic ог whatever—to 
achieve such a result. Our belief is that know- 
ledge exists at the present time which should 
enable demonstrable advantage to a treated 
group to occur, but of course this is only a 
hypothesis whose validity requires careful testing. 

A recent Government report (Report of the 
Committee on Child Health Services, 1976) 
supports a DHSS proposal that there is a need 
for 20-30 psychiatric day hospital places per 
60,000 child population. Our own findings 
strongly support the caution embodied in this 
section. of the Report, namely that 'without 
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further evaluated experience of the provision of 
day care it is not possible to determine whether 
this will meet the needs’. It should not be 
forgotten that the mere provision of any sort of 
facility (medical, psychiatric special educational, 
etc) for a particular group of disadvantaged or 
handicapped children does not by itself consti- 
tute a benefit for such children. It is only 
possible to claim a benefit if this has been 
demonstrated by careful evaluation—a con- 
clusion which, it should perhaps be noted, 
applies similarly to all psychiatric facilities, 
including day centres, set up for adult patients. 
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An Alternative to Group Homes 


By B. H. ANSTEE 


SUMMARY This paper describes a supported lodgings scheme as an 


alternative to group homes. It is pointed out that the County Council 
has a statutory duty to finance supported lodgings and that schizo- 
phrenics are ideally suited to such a scheme. Some short-stay, the 
majority of the ‘new’ non-demented long-stay, and a large number of 
the ‘old’ long-stay patients have been discharged by this means. After- 
care facilities were important, as nearly half attended the day centre 
and over one third were regularly visited in their lodgings by the com- 


munity psychiatric nurses and social workers. 


Introduction 

The Old Manor Hospital is situated in the 
centre of Salisbury and it gives a comprehensive 
psychiatric service for a catchment area popula- 
tion of 200,000. It has been the policy at the 
hospital from 1 January 1974 to discharge 
suitable patients on the rehabilitation and 
long-stay wards to supported lodgings rather 
than to group homes. The County Council 
Social Service Department have supplemented 
the rent under the National Health Service and 
Public Health Act. 1968. These patients have 
been either the elderly or the under sixty-fives 
who would always need some support and never 
be able to obtain a job in open employment. 
Any patient who has secured a job, or has the 
potential to work, is admitted to Herbert House, 
a short-stay rehabilitation hostel in Salisbury 
run by the Wiltshire Social Services. 

This paper describes how the scheme was 
initiated and how it has operated up to the 
end of 1976. 


Method 


A multidisciplinary team consisting of a 
consultant psychiatrist with special interest in 
rehabilitation, social worker and rehabilitation 
nursing officer interviewed the patients to 
decide in each case whether he or she could 
cope in supported lodgings and to try to 
anticipate any problems with the after-care. 
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Two wards, with 9 and 20 beds, were 
organized to resocialize and rehabilitate patients 
so they could live in the community. This 
included assessment as to suitability for sup- 
ported lodgings. 

The part-time social worker interviewed the 
relatives of the patients and found the supported 
lodgings amongst the nursing staff of the Old 
Manor and their friends and later on by adver- 
tisements in the local newspaper. Careful 
selection of the initial patients for discharge 
encouraged other landladies to offer their 
services and open their homes to the guest as 
if he or she were a member of the family. Re- 
assurance was given the hospital would con- 
tinue to support and would readmit if necessary. 
The social worker investigated the patient’s 
financial situation. (From January 1977, if the 
patient has no personal income or capital over 
£1,250 the retirement or invalidity pension is 
augmented by supplementary benefit.) An 
additional care allowance was given, as extra 
care of these patients was needed. The payments 
were £21.55 per week and over £4 pocket 
money. 

A leaflet describing the supported lodgings 
scheme and some of the practical difficulties 
which could occur was given to the landlady. 
It was stressed that all landladies should keep 
a book which should be signed by them and 
the resident each week when payment was made. 
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Findings 

Over the three-year period 9o patients were 
discharged to supported lodgings. Their ages 
were between 46 and 91 years old. There were 
‚ 93 women, average age 70 years, and 37 men, 
average age 65 years. All were single, widowed, 
divorced or separated. 

In Table I the age incidence and length of 
stay in hospital before discharge to supported 

lodgings are given. 
2 The average age in years for (i) short-stay 
men was 71 and women 77, (ii) ‘new’ long-stay 
men was 59 and women 70, and (iii) ‘old’ 
long-stay men was 66 and women 68. 

Of the patients discharged | to. supported 
lodgings, 15 ( 17 per cent) were short-stay, 17 
(19 per cent) ‘new’ long-stay and 58 (64 per 
(cent) ‘old’ long-stay. Thirty-two per cent were 
under 65 years old and unemployable. 
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- Details of the diagnosis and length of stay in 
hospital before discharge appear in Table II. 

There were 50 landladies and landlords, of 
whom 27 were qualified nurses—17 of them 
registered mental nurses. The County Council 
subsidized the finances of 29 patients in sup- 
ported lodgings. Twenty-one patients who were 
discharged had their finances looked after by thg 
Court of Protection. 

When discharged, 42 latens (47 per cent) 
attended as day-care patients at the Old Manor. 
There were 21 women, average age 66 years, 
and 21 men, average age 60 years. Half were 
under 65 years old-—5 women and 16 men. 
By December 1976, 10 patients no longer 
required day attendance. 

Every patient discharged was on a general 
practitioner's list. Community psychiatric nurses 
visited regularly 17 patients (19 per cent) in 






































ТавіЕ I 
Age and length of stay in hospital 
Short-stay ‘New’ long-stay ‘Old’ long-stay 
(under 1 year) (1—5 years) (over 5 years) 
Age (years) "Total 
Male — Female Male Female Male: Female 

- 45754 o о 2 1 5 2 10 
55-64. 1 o 4 1 8 5 19 
65-74 I 2 1 4 6 1B 32 
75-84 2 8 о 3 6 7 26 
85+ о 1 о 1 1 о 3 
Total 4 11 7 10 | 26 32 90 

ТАВІЕ II 
Diagnoses and length of stay in hospital 
Short-stay ‘New’ long-stay ‘Old’ long-stay 

3 (under 1 year) (1-5 years) (over 5 years) 

. Diagnoses - - otal % 

Number % Number % Number % 
Schizophrenia .. = o 6 35 33 57 39 43 
Affective psychoses 9 6o 5 29 9 16 23 26 
Depressive neurosis 3 20 2 12 7 12 12 13 
Psychosis associated with 
cerebral condition 3 20 2 12 о о 5 6 

Alcoholism К о о о о 2 3 2 2 
Personality disorder о о o о 2 3 2 2 
Miscellaneous .. о о 2 12 5 9 7 8 
Total 15 100 17 100 58 100 90 100 
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their ‘new’ -homes. Similarly, social workers 
visited another 17 patients (19 per cent). 

Of the 9o patients discharged 10 are no 
longer in supported lodgings. Of these 6 have 
died, 2 have been permanently readmitted to 
the Old Manor, and 2 have been admitted to 
nursing homes. There were 12 readmissions, 
but ro were successfully placed in other sup- 
ported lodgings. Other patients readmitted for 
a short period of time so that the landlady could 
have a holiday have not been included in the 
above figures. 

Discussion 

Supported lodging schemes are a method of 
continuing rehabilitation and resettlement. 
They have been tried in various forms for 
many years. The most famous and longest 
established boarding-out scheme is at the town 
of Gheel in Belgium. In 1:960 the mental 
hospital there cared for 200 in-patients and there 
were 2,600 patients in family care. 

In England, the Mental Health Act in 1959 
required County Councils to undertake ‘to 
provide residential accommodation for mentally 
disordered persons either directly or by arrange- 
ment with other authorities and/or voluntary 
organizations or by boarding out'. The National 
Health Service and Public Health Act, 1968, 
made it a statutory duty for the County Council 
to finance boarding-out schemes. Most hospitals 
have developed some links with a number of 
local landladies, but organized supported 
lodging schemes have remained few. 

A highly organized programme of rehabilita- 
tion is needed to return previously desocialized 
patients to productive citizenship, as Hansell 
and Benson (1971) point out. The patients, if 
they are to become lodgers, must be able to 
look after themselves to a great extent, and their 
behaviour must not be socially embarrassing to 
others or to the general public. The success of 
rehabilitation can depend on the ability to 
choose accommodation which suits the needs 
of each individual. 

A large boarding-out scheme in Somerset 
linked with Tone Vale Hospital, Taunton, 
and Mendip Hospital, Wells, has been described 
by Parry Jones et ai (1970). Over a ten-year 
period from 1960-1969, 275 mentally disordered 
patients were boarded out with landladies, 
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mostly in ones or twos. Three quarters of the 
patients were 60 years old and over, and women 
outnumbered men to the ratio of 10 : 1. 

In the Old Manor Hospital supported 
lodgings scheme there was an excess of women 
to men in the ratio of 1:4 : 1. Two thirds of all 
patients were over 65 years old. Most of these 
patients could have been discharged to group 
homes or residential accommodation. Several 
boarding-out schemes for  psychogeriatric 
patients have been described. Whitehead has 
written about a scheme at Severalls Hospital, 
Colchester (1965), and also one involving the 
Social Services of the Brighton area (1971). 

Figures from the Census of Patients in Mental 
Hospitals and Units in England and Wales at the 
end of 1971 (DHSS, 1971) show that nearly 
23,000 people (21 per cent of total mental 
hospital population) had accumulated in mental 
hospitals as ‘new’ long-stay, i.e. in-patients for 
1-5 years. Mann and Cree (1975, 1976) have 
described the ‘new’ long-stay population by 
taking a sample survey of 15 mental hospitals 
in England and Wales. They estimate that about 
one third of the ‘new’ long-stay population 
could have lived outside hospital. Half of the 
patients were more than 65 years old. They 
conclude that unless alternatives are found the 
‘new’ long-stay groups will inevitably become 
an ‘old’ long-stay population. 

In the Old Manor Hospital scheme, 17 (19 
per cent) of the patients discharged to supported 
lodgings were in the ‘new’ long-stay group. 
Half were over 65 years old. There were 4 non- 
demented patients, 3 men and 1 woman, who 
were ‘new’ long-stay remaining in hospital in 
December 1976. The supported lodgings scheme 
allowed 81 per cent of the ‘new’ non-demented 
long-stay patients to be discharged. However, 
there were 50 ‘new’ long-stay patients with 
dementia and confusional states in the psycho- 
geriatric wards with a total of 113 beds. The 
supported lodgings scheme did not help to 
discharge the demented. Overall, therefore, 
17 out of 71 ‘new’ long-stay patients were dis- 
charged to supported lodgings, i.e. 24 per cent. 

In the Government’s White Paper Better 
Services for the Mentally Ill. (DHSS, 1975), the 
rehabilitation and resettlement of the ‘new’ and 
‘old’ long-stay patients is a central issue. The 


paper reported that there were 104,638 in- 
patients in mental hospitals in England in 
1971. Fifty-two per cent had spent more than 
5 years in hospital; in other words they were 
the *old* long-stay population who accumulated 
before the introduction of the new policies. 

In the Old Manor Hospital scheme 64 per 
cent had been in-patients for over 5 years, 
47 per cent over 10 years and 31 per cent over 
20 years. Supported lodgings were a successful 
way of discharging ‘old’ long-stay patients. 

Schizophrenia was the diagnosis in over half 
of the ‘old’ long-stay and 35 per cent of the 
‘new’ long-stay patients. Priest, in an Edinburgh 
survey of the homeless person showed that 
schizophrenics can cope in lodgings. They do 
not présent themselves to the psychiatrist as 
often as alcoholics and cases of personality 
disorder. In the present study no schizophrenic 
was readmitted even temporarily because of 
behaviour problems or recurrence of symptoms. 
Brown et al (1958, 1962) have shown that some 
schizophrenics do better living in the household 
of carefully selected landladies than with near 
relatives. Schizophrenics are often ideally suited 
to supported lodging schemes. 

The after-care is the most important aspect 
of the whole project. If a supported lodgings 
scheme is to be successful for the under-65 age 
group, a day centre is needed. At the Old Manor 
there are day care facilities where patients 
attend for shelter, occupation in a work milieu 
of an industrial therapy department and social 
activities. In other supported lodging schemes, 
day care attendance has been found to be 
essential. Barton (1961) reported that at the 
mental hospital in Beilen, Holland, there were 
100 in-patients and 280 patients in family care, 
of whom 95 per cent attended as day patients. 
At the Old Manor 47 per cent of the discharged 
patients attended the day centre. A day centre 
has important consequences for the ‘new’ 
long-stay patient, as explained by Freudenberg 
(1976), in that it provides an alternative to 
prolonged stay in hospital once specialized care 
as an in-patient or day-patient is no longer 
required. 

Thirty-eight per cent of the discharged 
patients were followed up in their new family 


<: homes by visits from the community psychiatric 
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nurses (19 per cent) and social workers (19. per 


cent). The over-65s were encouraged to attend 
the voluntary organizations such as luncheon 
clubs, Church groups:etc. The patients’ social 


club is open in the évenings to any ex-patient 


living in supported lodgings. 

Of the discharged. patients. only 2 per cent 
have been permanently. readmitted to the 
Old Manor: The family setting has greatly 
helped ex-patients to regain their self-esteem 
and have the security of a home. Over half the 
landladies were qualified . nurses, and this 
helped to provide their guests with the required 
care. 

A part-time experienced social worker found 
finances the most difficult problem. One third 
of the patients had their finances subsidized 
by the County Council. The Old Manor was a 
private hospital until 1954. This factor has 
been important to the success of the scheme, as 
many of the ‘old’ long-stay patients had con- 
siderable finances. A problem occurred when a 
patient had some private means, though in- 
sufficient, and Social Security could not assess 
his contribution until they had visited the 
lodgings after discharge. The charitable trusts 
and ex-service pension boards were quick to 
rise to the needs of the patients for whom 
money was held in trust. There was reluctance 
to use the capital of the 21 patients whose 
finances were the responsibility of the Court of 
Protection. 

Few hospitals use supported lodgings to any 
great extent, although group homes are popular. 
It is essential to have the interest of a social 
worker or lodgings officer to assist the rehabili- 
tation team to find new lodgings. The sup- 
ported lodgings scheme at the Old Manor 
continues to flourish as short-term, ‘new’ and 
‘old’ long-stay patients are rehabilitated and 
become fit for discharge. . 
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Familial Nature of Reading Disability 


By J. C. DeFRIES, S. M. SINGER, T. T. FOCH and F. I. LEWITTER 


SUMMARY An extensive psychometric test battery was administered 


to 125 children with a reading disability, to their parents and siblings, 
and to members of 125 matched control families (N = 1,044). In 
addition to expected differences in spelling and reading, probands 
obtained significantly (P < сот) lower scores than controls on tests of 
other cognitive abilities. Manifold deficits were also found in siblings 
and parents of probands, conclusively demonstrating the familial 
(genetic and/or common-family environmental) nature of the disorder. 


Introduction 


Specific developmental dyslexia (Critchley, 
1970) has been defined as: ‘A disorder mani- 
fested by difficulty in learning to read despite 
conventional instruction, adequate intelligence 
and socio-cultural opportunity (р 11). The 
syndrome was first described by Morgan (1896) 
and termed ‘congenital word-blindness'. Subse- 
quently, other terms for the disorder have been 
employed, including dyslexia, specific develop- 
mental dyslexia, specific reading disability, and 
reading disability. In the following discussion, 
the term reading disability (symbolized RD) will 
be used. 

Prevalence estimates for RD among school- 
age children vary widely (Zerbin-Riidin, 1967); 
however, typical estimates are between 5 and 
10 per cent (Critchley, 1970; McCarthy and 
McCarthy, 1969). The condition is more 
common among boys than girls, with sex ratios 
of three or four to one usually being reported. 

RD has been observed to be familial (Hall- 
gren, 1950; Owen et al, 1971; Walker and Cole, 
1965), and various modes of inheritance have 
been postulated (see Critchley, 1970, for a 
review). However, the only previously reported 
family study which employed extensive psycho- 
metric testing of adults (Finucci ef al, 1976) was 
confined to a small sample of 20 RD children 
and their relatives. The primary objective of 
the present communication is to report the 
familial nature of RD observed in the Colorado 
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Family Reading Study, in which extensive test 
data were obtained on 125 RD children, their 
siblings and parents, and members of 125 
matched control families (N = 1,044). 


Method 


RD children (probands) were ascertained by 
referral from personnel in the Boulder Valley and 
St Vrain Valley school districts in the state of 
Colorado. Criteria for inclusion in the study were 
as follows: (1) between 7-5 and 12 years of age; 
(2) an IQ score of atleast go on a standardized 
test; (3) reading performance one-half of grade-level 
expectancy or lower; (4) living with both biological 
parents; (5) no emotional or neurological problems; 
and (6) no uncorrected auditory or visual acuity 
deficits. Control children were matched to probands 
for age (within six months), sex, grade, school, and 
home neighbourhood. With the exception of reading 
level, which was equal to or greater than their grade- 
level expectancy, control children met all the criteria 
for probands, Between т October 1973 and зо July 
1976, 125 probands, their parents and siblings (7-5 
to 18 years of аве), "апа members of 125 matched 
control families were tested. Each family member 
received a $10 payment for participation. 

During the first 15 months of the study, members 
of 58 matched families were administered a three- 
hour test battery (Foch et al, 1977). Two versions 
were employed, one for children less than 10 years 
of age and one for older children and adults. Based 
upon analyses of these data, a shortened (two hour) 
battery was developed for subsequent testing (Table 
D). Criteria for retaining a test included considera- 
tions of test reliability, usefulness in differentiating 
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Taste I 
Colorado Family Reading Study tests* 





Tests common to all subjects 





Peabody Individual Achievement Test 
Mathematics 
Reading Recognition 
Reading Comprehension 
Spelling 
Non-verbal Culture Fair Intelligence Test 
Auditory Closure 
Colorado Perceptual Speed. Test: Rotatable 
Letters and Numbers 
Coding B 
Spatial Relations 
Benton Right-Left Discrimination Test 





Tests for subjects under 10 





Hidden Patterns 
Illinois Test of Psycholinguistic Abilities 
Grammatic Closure 
Visual Closure 

Auditory Reception 

Visual Reception 
Auditory Association 

Auditory Sequential Memory 





Tests for subjects 10 and over 





Concealed Words 
Gestalt Completion 
Verbal Analogies 
Digit Span 





* For test sources, see Foch et al (1977). 


between proband and control families, and unique- 
ness as indicated by discriminant function analyses. 
(A detailed discussion of the development of the 
shortened. battery has been provided by Foch, 1975.) 
The IQ test was. Cattell's Test of ‘g’: Culture Fair 
Scale 2, Form A (Institute for Personality and Ability 
Testing, 1973). This non-verbal test was designed to 
reduce. the influence of cultural and educational 
differences on IQ test performance. The tests in the 
shortened battery were individually administered in 
two one-hour blocks separated by a 15-minute rest 
period. 

In order to adjust the test data for age differences, 
each subject's score was expressed as a deviation 
from. a regression line (quadratic regression of 
members of control families on age). Separate age 
adjustments were employed for children under 10 
years of age, for older children, and for adults. In 
order to facilitate comparisons among tests, age- 
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adjusted test data were transformed to T' scores, 
yielding a mean of 50 and a standard deviation of 10 
for control subjects in each of the three age groups. 

Separate two-way univariate and multivariate 
analyses of variance of the test data were employed 
for each of five comparisons: (1) probands and 
controls less than 10 years of age; (2) probands and 
controls то years of age or older; (3) siblings under 
10 years; (4) older siblings; and (5) parents. The two 
main effects tested for statistical significance were 
‘family type’ (probands or their relatives versus 
controls or their relatives) and sex. Because of the 
large number of significance tests reported, only 
main effects and interactions whith are highly 
significant (P < ‘o1) are indicated. 

In addition to the psychometric testing, parents 
also responded to self-report questionnaires. Informa- 
tion concerning parents’ education, occupation, 
reading habits and television viewing habits; occur- 
rence of RD in their families; mothers’ pregnancy 
history; and their children’s’ development was 
obtained in this manner. Questionnaire data were 
analysed by Chi-square tests of statistical significance. 
As in the case of the test data, only highly significant 
differences (Р < :01) are reported. 


Results | 


Mean test scores for younger and older pro- 
bands and control children are presented in 
Tables II and III. Differences between pro- 
bands and controls are especially marked. for 
the Reading Recognition, Reading Compre- 
hension, and Spelling subtests of the Peabody 
Individual Achievement Test (PIAT). Although 
these differences alone demonstrate that the 
probands are reading disabled, significant 
differences were also noted for a number of 
other cognitive variables. Probands less than 
10 years of age obtained significantly lower 
scores than controls оп РІАТ Mathematics; 
IQ; Coding; Spatial Ability; Perceptual Speed; 
the Auditory Reception, Visual Reception, 
Auditory Association, Auditory Sequential 
Memory, and Grammatic Closure ‘subtests of 
the Illinois Test of Psycholinguistic Abilities 
(ITPA); Hidden Patterns; and Benton Right- 
Left Discrimination. The. comparison of older 
probands and controls (see Table III) yielded 
significant differences for PIAT Mathematics, 
IQ, Coding, ITPA Auditory. Closure, Per- 
ceptual Speed, ITPA  Auditory Sequential 
Memory, Concealed. Words, and Verbal Analo- 
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Tam 
Mean scores and results of two-way analyses of variance че: Reading disabled probands vs matched controls (< 10 Fi 












































F-values 
Test NE SY ues ; 
Male | ale gd Baile Family type 
proband Conte " proband Control Family type Sex xsex 
Mathematics, a К ‚40117 oe 37°10 48-72 ло; Syo 2:20 0:13 
Reading Recognition .. .. 28:62 48:82 29:07 53°52 272: 51* og'zi 2:90 ~ 
Reading a aac .. 29:28 49:50 26:39 52:31 172:72* 0-00 2:35 
Spelling . .. 32:38 49:06 33:45 5307 362:46* 321 1:31 
IQ (non-verbal). y .. 40:66. 52:68 38:27 47:51 55:07* 4°58. 0:62 
Coding PS Е so 41:385. 47:25. 48:95 55:48 16°45". 20:92* 0°03 
Spatial Ability m xu oi 45°92, 52:22 41:68 47-14 18: 15* 7:89* 0:06 
Auditory Closure . ^ .. 45:62 48:84  45'01 51'11 4:44 0'31 0'74 
Coo Perceptual Speed .. c 9 39:77 49:09! 44:37 53:93 (098:26* — 7:42* о.о! 
< Auditory Reception a .: > 45°97 51:39 41:04 49°19 57195706 ^ 4:62 0:40 
. Visual Reception... act .. 48:0; 51:59 42:38 48-32 .g:223*- бо: o:26 
Auditory Association .. e 4467 51:77 39:37 48:49 24:78* 6:35 0:30 
Auditory Sequential Memory ws 44°25 50:37 45°53 47°91 12:44* — 0:16 0:25 
Visual Closure — .. .. 82:32 57:16 52:09  45'71! 2:73 2:72 2:24 
Grammatic Closure S ee 39:38 49:17 36:04 59:99 52:17* — 0:02 3:62 
Hidden Patterns .. 45:45 51:33 40:09 45:67 18-23* ^ 12-092* 0°03 
Benton Right-Left Discrimination 40:94 50:05 46:34 51714 21:10* 7. 1:40 0:44 
Nu y S iss .. 64 64 21 21 
O e E E? E 
Multivariate analysis .. js 14*14*.— 4795* — 0:86 
* P < 01. 
a te Taste III 
Mean scores and results of two-way analyses of variance : Reading disabled probands vs matched controls (> 10 yrs) 
| Mean scores | F-values 
Test Male Control Female Control Famil | Se Family type 
proband “0? tO" proband пиз amily суре. Эех x sex 
Mathematics ыз T .. 40°61 54°62 38:61 46:47 61:06* 6:36 2:44 
Reading Recognition — .. .. 24:61 51:73 21:09 53'27 207:57* 0:18 1:11 
Reading Com ais MD .. 32:08 54:55 26:18 — 45759 iog:95* 7:89*% 0:41 
Spelling . vs .. 30°66 51°65 28-60 50°88 129:04* oqi 0:06 
Io. полета. As e 38:51. 51:79 39:35 46:94 23°36" о:50 0:95 
Coding p$ " .. 44°23 48:68 43:33 52°43 11:08* 0:50 1:932. 
Spatial Ability z КУ .. 48°58 52°67 50:310 46-16 106 0-69 1737 
Auditory Closure . "s .. 46:44 52:95 37:25 51:18 11:62* 3-49 1:60 
Perceptual Speed .. .. 42:89 51:082 43°21 52:52 31:06* . o-06 о'0ї 
Auditory Sequential Memory .. 41:02 51:06 42:28 52:73 24:24" 0°92 0-01 
Concealed Words T .. 40°64 51:57 40:93 50717 37:20* 0°07 0:15 
Verbal Analogies .. s .. 29:86 52:93 28:41 45:23 127:88* 3-60 1:68 
Gestalt Completion = 49:96 50:90 40-57 48:89 1-03 3°65 1°53 
Benton Right-Left Discrimination 44°75 50:02 46:12 50:51 2-88 0:07 осот 
N .. si + ee < 82 32 8 8 
Multivariate analysis .. T - i2:29* 1-61 1:16 





* P x со 
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gies., For both age groups, the multivariate Е 
test of family type was highly significant. 

Several significant sex differences were also 
found. Girls less than 10 years of age (see 
Table II) received higher scores than boys on 
Coding and Perceptual Speed, whereas boys 
performed somewhat better on spatial tests 
(Spatial Ability and Hidden Patterns). Some- 
what surprisingly, older boys obtained higher 
scores than girls on Reading Comprehension 
(see Table IIT). 

Although there were over three times as 
many RD boys as girls in the sample, in no 
case (including the multivariable analysis) was 
there a significant interaction between sex and 
family type. This lack of an interaction suggests 
that the extent of the disability is as marked in 
RD girls as in boys, even though the prevalence 
among girls is less. 

Since the IQ scores of probands and controls 
were significantly different, additional analyses 
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of variance of the reading and spelling test 
scores were undertaken, using IQ as а co- 
variate. Although resulting F values for the 
main effect of family type were somewhat 
smaller, differences between probands and 
controls remained highly significant. Thus 
observed differences in reading ability between 
these two groups cannot be attributed merely 
to differences in IQ. 

Means for younger and older siblings of 
probands and of controls are given in Tables IV 
and V. Large differences may again be noted 
for Reading Recognition, Reading Compre- 
hension, and Spelling. In addition, younger 
siblings of probands obtained significantly 
lower scores than those of controls on Gram- 
matic Closure, and older siblings of probands 
manifested significant deficits on Perceptual 
Speed and Verbal Analogies. Although there 
were several significant sex differences, a 
significant interaction between sex and family 























ТАвгв IV 
Mean scores and results of two-way analyses of е wed of reading disabled probands vs siblings of controls 
« I0 yrs 
Mean scores of siblings F-values 
Test Brothers Sisters ; 
Family type Sex Family type 

Proband Control Proband Control "tex 
Mathematics 42:30  50'10 45:28 48:43 5:82 0'19 11g 
Reading Recognition 33:92 48:48 42:96 52:31 28-89* 8.87% 1-40 
Reading Comprehension 34°33  52'14  40'01 45:90 17:79* — o-o08 5:49 
Spelling .. б - 36:96 48:13 43:98 52:42 21:52* 8.50% 0:63 
IQ (non-verbal) 43:72 46:83 45:21 47:18 o-88 0°34 0:16. 
Coding  .. i vx 00 46:21 47:83. 54-14 57:07 0:96 11-45% 0:12 
Spatial Ability .. s : 45:00 48:70 46-09 46-73 1-00 0:02 0:45 
Auditory Closure .. sa 0 45°18 50-89 48:89 53:95 4:31 1:92 0:03 
Perceptual Speed... - 40:91. 47:09. 48-10 53-03 471 8:88* 0-21 
Auditory Reception a ^o 49:73. 47:82. 45:85 48-64 0-01 0:47 0:85 
Visual Reception .. qs +» 50:08 50:85 41:00 — 44:66 0:95 — 12-66* 0:44. 
Auditory Association — .. e 45°54 46°36 44°94 50721 1:79 0:21 1:12 
Auditory Sequential Memory .. 42-97 50:53 49:67 50:24 3'90 2:69 2:60 
Visual Closure —.. bi . 52:73 48:83 48:35 52:72 0:01 0-13 2:64 
Grammatic Closure Qs * 40°34 47°90 42°45 52:42 10: 77* 1-36 0:17 
Hidden Patterns .. E - 47°30 51°49 46:29 — 47:26 1:28 1'10 0'47 
Benton Right-Left Discrimination 43- 50 48:33 50-84 бо:8о 1:98 4:87 1:07 

SNC sia bx € vg wo Bi 23 25 16 

Multivariate analysis 1°93 3:69* 1711 
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TABLE V. 
Mean scores and results of two-way analyses of variance: Siblings of reading disabled probands us siblings of dish 
(> ro yrs). 
Mean scores of siblings | F-values 
Test 4 Brothers Sisters DE В 
Family type `` Sex ка pe 
Proband -Control Proband Control 2 
Mathematics 2 ES .. 46°21 50:53 48:63 46-66 1:24 0:21 4:66 
Reading Recognition — .. .. 4019 49:78 47:75 40:48 10:66* — 3:54 6-01 
Reading ces .. 417044 50°53 44:26 ^ 46°87 18:95*. 0-02 5:06 
Spelling  .. m we 41:406. 48:03 48:79 51:04 . 10*79*. : 12:08* 1:75 
15 (nonverbal) - . 45:24 . 50:13 47:04  49'18 6:54. ола. 0:85 
e .. eo 42:77. 46:90 52:39 — 54:28 5:20. 39°35* 0:68 
Spatial Ability i is S0 4841 5003 47:98 — 48:75 0"92 0:38 0:16 
Auditory Closure . v .. 48-63 48:80 48:07 49-10 0:06 0'00 0-02 
Perceptual Speed .. e 04125. 44°95 48:29 54:32 dip25*  37:59* — 0:54 
Auditory Sequential Memory .. 44899 48:97 48-16 — 50:00 4-68. 2°47 0:65 
Concealed Words ... 43°99 . 51:04 48-72 47:60 5:18 0°30 7'75* 
Verbal Analogies... ©... .. 42:41 49:95 45°47 48-81 15-00* . 0:49 1:98 
“Gestalt Completion iy 51:93 51:89 — 48:90 47:28 '0*98 7*98* 0:27 
Benton. Right-Left Discrimination 43:36 49:53 49:55 48:66 2°63 244 3°61 
N .. io T m .. 60 53 52 44 
Multivariate analysis — .. vs POS 2:17* — 6:07* 1:53 
| * P x со. 
Tase VI 
i. Mean scores and results of two-way analyses of variance: Parents of reading disabled probands us parents of controls 
Mean scores of parents F-values 
Test ` Fathers Mothers : Я 
-— Family type’ Sex кы туре 
Proband Control Proband Control TN 
.. Mathematics be 2s .. 48954 5416 42:87 45:85 22:92* Go-Bo* 2-16. 
Reading Recognition — .. .. 39°88 50:10 45°19 49°90 42*15* ' 4°93 5:76 
Reading at dac .. 49:66 50:50 44:17 49:50 30:35* 0-05 0:47 
Spelling .. . . .« 40:66 47:91. 45:91 52-10 48-40* . 23-89* 0°31 
IQ (non-verbal) . т" .. 48:67 53°11. 45:39 46:89 10:93* . | 27-19% 3:49 
Coding... s fs 2744757 48:91. 47:51. 51:03 16:52* — 7-]3* 0:32 
Spatial Ability .. ы; +. 050712. 52:51. 46:90 — 47:50 2-01 22-11% 1:26 
Auditory Closure . A .. 46:93 49:37. 47:37 50-64 9:25* ^ o-82 0:25 
Perceptual Speed . . .. 41:26 48:32 46:45 51:68 Д9°4]* at -og* 1:22 
Auditory Sequential Memory .. 47:45 52:16 45:30 47:85 .15:00*  19*09* 1:42 
Concealed Words e 47771 51:23 47:80 48:79 6:35 1:78 2:02 
Verbal Analogies . sa .. 44°42 50:96 45:96 49°04 24:27* . 0-02 3:56 
Gestalt Completion. bs 51:05 52:30 49I 477 70:637 19° 56* 01:177 
Benton Right-Left Discrimination 46:71 51:01 47:20 49°00 718" 0:47 1°20 
N - - vd .. ERS 125 125 125 
Multivariate analysis — .. «rs .4:88*  17:98* 1:05 
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type. was found in only one instance, viz. per- 
formance on Concealed Words by older siblings. 

Corresponding data for parents of probands 
and of controls are summarized in Table VI. 
It may be noted that the pattern of differences 
parallels that for older probands and controls, 
who were administered the same tests. Reading 
Recognition, Reading Comprehension, Spelling 
and Perceptual Speed produced the most 
striking family-type differences. Smaller, but 
highly significant, differences occurred for 
Mathematics, IO, Coding, Auditory Closure, 
Auditory Sequential Memory, Verbal Analogies, 
and Benton Right-Left Discrimination, as well 
as for the multivariate comparison. Several 
significant sex differences were found. However, 
none of the interactions between sex and family 
type was significant, suggesting that the extent 
of the disability is equally serious in mothers and 
fathers of RD children. 

Analyses of the questionnaire data revealed 
that parents of probands had received signifi- 
cantly less (P < :01) formal education than 
those of controls, but that their occupational 
ratings (Reiss, 1961) were similar. Parents of 
probands were more likely to report that they 
and their male relatives were reading-disabled, 
and that they read less and watched more 
television; they reported fewer attempts to 
teach their children to read prior to starting 
school. Parents of probands also indicated that 
their children spent less time reading and more 
time watching television. Although the causal 
nature of these differences is unknown, it seems 
reasonable to hypothesize that they are the 
result and not the cause of RD. 


Discussion 

Test performance of probands in the Colorado 
Family Reading Study showed that they are 
severely reading-disabled. In addition to pro- 
blems with reading and spelling, deficits in 
other cognitive domains were also found. The 
finding that the disability extends to performance 
on tests which involve reasoning might suggest 
that differences in reading ability between 
probands and controls are merely a reflection 
of differences in IO. However, differences in 
performance on reading-related tests remain 
significant after IO differences have been re- 
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moved by covariance analyses. Furthermore, 
differences in IQ between siblings of probands 
and their controls are not significant for either 
the younger or the older group, and the 
difference in IQ between parents of probands 
and those of controls is much smaller than that 
for the reading-related tests. Thus, it does not 
seem likely that observed differences in reading 
ability are due to differences in general intelli- 
gence. In fact, it is not implausible that per- 
formance on the ‘non-verbal’ IQ test may be a 
function of differences in abilities basic to 
reading and not vice versa. 

It is possible that deficits found in the pro- 
bands may share some common causal nexus. 
For example, a defect in a basic information 
processing system (such as visual perception or 
sequential memory) could account for the 
obtained pattern of results. It is also possible, 
of course, that RD may be a heterogeneous 
disorder with varying secondary symptoms and 
distinct aetiologies. Taxonomic analyses are 
currently in progress to test the latter hypo- 
thesis. In any case, the results reported here 
suggest that the term 'specific reading disability' 
may be somewhat misleading. 

Manifold deficits in siblings and parents of 
probands conclusively demonstrate the familial 
nature of RD. Various analyses are currently 
being undertaken in an attempt to assess the 
relative importance of the genetic and environ- 
mental factors contributing to this familial 
resemblance. 
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The Contingent Negative Variation in Antisocial Behaviour: 


a Pilot Study of Broadmoor Patients 


By G. W. FENTON, P. B. C. FENWICK, W. FERGUSON and C. T. LAM 


Using a classical click/flash paradigm, the CNV was recorded from 
the following three groups of subjects at Broadmoor Hospital: (х) 14 
‘psychopathic’ patients selected by use of the 4/9 MMPI profile and 
confirmed by independent clinical diagnosis; (2) 15 ‘non psychopathic’ 
patients, all psychotic and mainly schizophrenic; (3) 14 healthy staff 
control subjects. All three groups were matched for age and sex; the 
two patients groups were also matched for length of stay. Two series 
of 32 paired stimuli were used, separated by an interval of 30 minutes. 
The mean CNV voltage was significantly lower in the ‘non-psycho- 
pathic’ patients. The amplitude of the ‘psychopath’s’ CNV response did 
not differ significantly from that of the staff controls, but the response 
variability between the first and second series of trials was much 
greater in the ‘psychopathic’ patients than in the other two subject 
groups. The ‘psychopathic’ subjects tended to show more rapid initial 


development of the CNV. 


Introduction 


When a warning signal ($1) precedes the 
delivery of a stimulus (S2) to which the subject 
is required to make some kind of response, 
either motor or cognitive, a slow negative 
potential change develops in the cerebral cortex. 
This is maximal at the vertex in scalp recordings, 
first appears about 200 milliseconds (ms) after 
the warning stimulus and continues to develop 
until the second or imperative stimulus (S2) is 
delivered and responded to, Then the potential 
suddenly subsides towards the baseline. This 
negative potential change is known as the 
contingent negative variation (CNV) and was 
first described by Grey Walter et al (1964). 
Grey Walter (1964; 1966) was also the first to 
report that the CNV was either absent or of 
. small amplitude in patients of psychopathic 
‘personality. The CNV in psychopathy was 
studied in more detail by McCallum (1973), 
who examined 18 psychopaths selected from a 
prison population and compared them with 20 
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healthy control subjects using a classical click/ 
flash reaction time paradigm. The mean CNV 
amplitude for the psychopathic group was 
9 -+5°2 microvolts; this contrasted with a mean 
of 16 --5 '6 microvolts for the control group. 

A recent survey has demonstrated that almost 
one third of all patients admitted to Broadmoor 
Hospital have a clinical diagnosis of psycho- 
pathic personality, while about two thirds are 
considered schizophrenic (Tennent et al, 1974). 
This observation, together with those of Grey 
Walter and McCallum led us to undertake a 
pilot study of the CNV in Broadmoor patients. 


Materials and Methods 


Selection of subjects 

On admission each Broadmoor patient is 
routinely given the Minnesota Multiphasic 
Personality Inventory (MMPI), a self-rating 
questionnaire containing some 566 questions. 
This gives a series of scales which allegedly 
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measure either a personality dimension or a 
pathological personality trait. 
clinical validity of many of these scales is open 
to serious question, Blackburn (1970, 1974) has 
analysed the Broadmoor MMPI data empiric- 
ally, using a cluster analysis technique, and has 
described an MMPI profile which appears to 
fit the clinical diagnosis of psychopathy. This 
profile shows high scores on the Pd (psychopathic 
deviate) and Ma (Hypomania) scales of the 
MMPI; the so-called 4/9 pattern similar to that 
obtained by Hare (1970) from 30 prisoners 
identified as primary psychopaths, using the 
clinical criteria of Cleckley (1955). Other 
features of this profile are unduly high extra- 
version and impulsivity scores and anxiety scores 
which are within the average range. 

Fifteen patients resident in Broadmoor Hos- 
pital who displayed the 4/9 MMPI profile were 
selected by one of the clinical psychologists and 
will be known as the ‘psychopathic’ patients. 
A similar number of Broadmoor. patients show- 
ing relatively normal MMPI profiles were 
selected for comparison and will be known as 
the ‘non-psychopathic’ patients. These latter 
patients were matched with the psychopathic 
group for age, sex, duration of stay and IQ. 
‘Fourteen age-matched staff controls were also 
examined, 13 being members of the nursing 
staff of Broadmoor Hospitals and the remaining 
one being one of the authors. Details of the 
mean ages, the age range, mean duration of 
stay in years and mean IQ of the two patient 
groups are shown in Table I. Only 14 'psycho- 
раіс” patients were examined, as one of the 
15 initially selected was discharged before the 
CNV recording could be carried out. All the 








Taare I 
Non- 
Psychopaths psychopathic 
patients 
Number `.. Е 14 15 
Age in years .. .  25:24ct45:3 394457 
Age range à 20:40 22:40 
Mean duration of stay 
in years . 475£30 57532 
Range of duration of 
stay in years I'2to10'O I'I1tO 10°0 
Mean IO (WAIS) 106-6+10°1 105:44-9:5 





fnon-psychopathic' parente and staff controls 


Although the were examined. 
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"Um order to ascertain that the selection on 
MMPI criteria was clinically valid the case notes 
of each: patient were scrutinized without know- 
ledge of the MMPI data and a clinical diagnosis 
made, the diagnostic criteria being those formu- 
lated in the Glossary of Mental Disorders 
(1968). Only three of the patient sample were 
receiving medication at the time of the experi- 
mental procedure; all three were in the ‘non- 
psychopathic’ group and. were taking either 
antidepressants or phenothiazine drugs. The 
remaining patients had been drug-free for at 
least four weeks, and попе of the staff controls 
were on medication. 


Recording procedure 

Silver chlorided, stick-on electrodes were 
applied with collodion to the scalp; at the 
vertex (vertex); the mid-line pre-frontal region 
2 cm above the nasion (prefrontal) ; just behind 
the zygomatic processes of the right and left 
frontal bones (inferior frontal); on the right and 
left mastoid processes (mastoid) ; 2 cm imme- 
diately superior to the inion (occipital). During 
the experimental procedure the subject lay on 
a couch in а semi-darkened room adjacent to the 
recording. equipment room. Bipolar recordings 
were taken between the mid-line pre-frontal 
electrodes and the right and left inferior frontal 
electrodes (to monitor eye movements), between 
the vertex electrode and linked-mastoid elec- 
trodes (to record the CNV), and between the 
vertex and mid-line occipital electrodes (to 
monitor the subjects’ alpha rhythm апа hence 
the subjects’ level of alertness). In order to 
decrease the possibility of interference by eye 
movement artefacts, the potential changes 
produced by conjugate eye movements were 
balanced. out of the vertex to linked mastoid 
tracing, using a variable resister connected 


between the mid-line pre-frontal and linked ^ ~ 


mastoid electrodes. 
A classical click/flash reaction time experi- 


mental paradigm was followed. The warning |. 


stimulus (S1) was a soft click just above audi- 
tory threshold delivered to both ears by ear- 
phones. The imperative stimulus (82) occurred 
1:5 seconds after S1 and was a flash of red light 
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provided by a light-emitting diode mounted 
behind a half-silvered mirror placed parallel to 
the plane of the subject’s face and 10 inches 
away. The subjects were informed that S1 was 
a warning signal to expect S2, to which they 
were required to respond by pressing a micro- 
switch. Operation of the microswitch extin- 
guished the light and also stopped a digital 
counter triggered by S2 which, thus measured 
the reaction time in msecs. . 

After a few practice sessions, pairs of stimuli 
(Si-S2) were delivered to the subject at regular 
10-second intervals, the stimulation procedure 
being automatically triggered by pulses genera- 
ted by a Devices digitimer. Amplification was 
through a 1:2-channel SLE EEG machine 
employing AC-coupling with a time constant of 
10 seconds on the vertex to mastoid channel 
and 0:3 of a second on the other channels. As 
well as the primary EEG tracings, the signals 
recorded from the vertex to linked mastoid 
channel were recorded through a tape-loop 
system (using a РКѕоо Ampex FM tape 
recorder) and input to a Biomac 1010 сот- 
puter. The computer summed the responses to 
successive pairs of stimuli. The summated 
response to the two series of 32 paired stimuli 
was computed; sweep time 5:12 seconds, 
commencing one second before the application 
of Si. Throughout the recording the EEG 
tracing was monitored visually and any stimulus 
epoch observed to be contained by eye move- 
ment or other types of artefact was rejected by 
the manual operation of a switch and the yse of 
logic. circuitry. This rejection procedure of 
epochs containing artefact was made possible 
by a tape-loop system which introduced a 
9-second delay period between the recording 
of the signals and their introduction into the 
Biomac computer, for averaging. The event 
related potential recording to each series of 32 
paired stimuli were separated by an interval of 
30 minutes during which the subject was per- 
mitted to remove the earphones and distract 
himself from the experimental procedure by 
reading, conversation or smoking a cigarette. 


Measurement of the CNV 


CNV parameters. were measured without 
knowledge of the subject’s identity. The follow- 


ing measures were. used: (1) the maximum 
amplitude in microvolts. above а base-line 
drawn visually through the one second of EEG 
recorded before 51; (2) the total integral of the 
CNV from P2 (the second positive wave of the 
voked response to S1 to the time of occurrence 
of S2 computed automatically by the Biomac 
computer; (3) the integral of the 300 ms of 
CNV preceding the occurrence of S2 (also 
calculated automatically by the  Biomac 
machine); (4) the amplitude in microvolts 
above the baseline of the CNV was measured 
at five points in time, the last point being the 
precise time of occurrence of S2 and the other 
four at successive intervals of 268. ms going 
backwards in time from S2. A typically normal 
CNV is displayed in Fig 1 and the sampling 
points (1—5) are indicated. The inverted arrow 
indicates the maximum amplitude value. 


Results 


2omparing the MMPI profile diagnosis with 
the clinical diagnosis, all 14 of the MMPI 
‘psychopaths’ had a clinical diagnosis of anti- 
social (psychopathic) personality disorder, four 
of the MMPI 'non-psychopathic' patients had a 
clinical diagnosis of personality disorder, and the 
remaining 11 psychosis (9 schizophrenia and 2 
paranoid psychosis). Comparing the MMPI 
profile diagnosis with the Mental Health Act 
category reveals that all fourteen of the MMPI 
‘psychopaths’ were allocated correctly to the 
Psychopathic Disorder category, while 14 out 
of the 15 non-psychopaths were diagnosed as 
sufferimg from Mental Illness, the remaining 
one patient being considered to have Psycho- 
pathic Disorder. 


Inter-rater reliability and relationship between the 
three CNV measures 

To assess the inter-rater reliability of the 
visual measures, two independent raters mea- 
sured the maximum CNV amplitude of 10 
subjects, and the Spearman Rank Order corre- 
lation coefficient between the measures calcu- 
lated by the two raters was 0*99. The product 
moment correlation coefficients between each 
of the three CNV measures were computed and 
are illustrated in Table II. It can be seen that 
there is a high inter-correlation between all the 
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Fic 1.—A classical CNV from a staff control subject: the lower waveform represents the summed response to 32 paired 
trials (S1~Sa, a click and a flash respectively 1,500 ms apart). The first negative (upgoing) and positive deflection after 
51 is the cortical potential evoked by the click. This is followed by the development of a negative (upgoing) slow potential 
change of about 12’microvolts, the CNV, with a rapid return to the baseline after the occurrence of S2. The numbered 
arrows indicate the 5 points on the waveform sampled at 268 ms intervals before 52. The inverted arrow indicates the 
maximum CNV voltage at or before the occurrence of 52, one of the CNV measures used in the study. The vertical 
deflections of the time scale (1,500 ms) indicate the temporal occurrence of 81 and S2. A то microvolt calibration is also 
displayed. The top waveform is the sum of 32 epochs of background EEG sampled by the computer at regular 10 second 
intervals in the absence of stimuli. 


CNV measures used. In view of this, only two 
measures, namely the maximum amplitude in 
microvolts and the total integral in microvolt 
units, were used for the purposes of statistical 
analysis. 


Test-retest reliability between the first and second 
series of 32 trials 

The product moment correlation coefficients 
«between the maximum СМУ amplitude of the 
first. and. second series of 32 trials were as 


follows —"psychopaths' 0-30, ‘non-psychopaths’ 
0:63, staff controls 0:59. The correlation co- 
efficients between the amplitudes of the CNV 
sampled at 5 points 268 ms apart are plotted in 
graph form in Fig 2. This shows a striking low 
reliability for the psychopathic patients, while 
the staff controls and non-psychopaths are 
essentially similar. Тһе correlation coefficients 
are lowest at the second, third and fourth 
sampling points of the CNV waveform in the 
psychopathic patients. 
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Tase П 
Correlation coefficients between CNV measures 








Psycho- Non- 
paths psychopaths — Staff 

Maximum 

amplitude and 
e total integral 0:83 0:90 0-86 
Total integral and 

integral of last 

300 ms 0:90 0:92 0:96 
Maximum 

amplitude and 

integral of last 

300 ms 0:70 0:89 0:88 





CNV amplitude and MMPI diagnosis 


The mean of the maximum CNV amplitude 
values in microvolts for the first and second 
series of trials in each subject was calculated. 
The grand mean for each subject was used in 
the statistical analysis. The mean maximum 
CNV amplitude in microvolts for the two trials 
combined was 12:4 4-3:9 in the ‘psychopathic’ 
group, 9:6 4:0 in the ‘non-psychopathic’ 
patients and 11:5 -+4-4 in the staff controls. 
Using a Mann Whitney U-Test there is no 
significant difference between the psychopaths 
and the staff controls. On the other hand, the 
maximum CNV amplitude is significantly 
higher in the psychopaths as compared with the 
non-psychopathic patients. There is also a 
trend which almost reaches the 5-0 per cent 
level for the staff controls to have higher 
maximum CNV amplitudes than the ‘non- 
psychopathic’ patients. Using the total integral 
measure, exactly similar results are found (see 
Table ПІ). 

The mean of the CNV amplitudes sampled 
at 5 points.at intervals of 268 ms going back- 
wards in time from the occurrence of S2 the 
mean ofthe two amplitude values at each sample 
point for each subject being used are plotted in 
Fig 3. 

As well as the obvious differences in mean 
amplitude there is а slight difference in slope of 
the CNV curves, that of the ‘psychopaths’ 
‘showing a steeper initial rise. In order to test 
whether the mean CNV curves for each subject 


group differed significantly from each other and 
to look for significant differences in slope, a 
Multivariate Analysis of Variance was per- 
forned by a program distributed by the 
National Educational Resources Inc. (1972, 
version V) on the University of London CDC 
6600 computer. This technique included the 
fitting of linear, quadratic, cubic and quartic 
equations to the CNV curves. 

The 10-voltage values from each subject in 
the three groups (the first and second series of 
32 trials being combined) were analysed. The 
data from each group for the first and second 
trials were combined in the first analysis. A 
significant difference in the means between the 
three groups was demonstrated (P = 0:03). 
There was also a significant difference in the 
quartic trends between the groups (P = 0-02), 
but no difference in the linear, quadratic and 
cubic trends. As it was not possible, from the 
Multivariate Analysis of Variance, to determine 
between which of the groups these differences 
lay, t-tests were applied to the data of the two 
trials combined foreach of the five sampling 
points; see Table IV. Significant differences 
were found between the ‘non-psychopathic’ 
and the ‘psychopathic’ patients. No differences 
were found between the ‘psychopaths’ and staff 
controls, nor between the staff controls and the 
“‘non-psychopathic’ patients. This suggests that 
the differences between the ‘psychopathic’ 
patient group and the ‘non-psychopathic’ 
patient group contribute the greatest variance 
to the difference between the means found by 
the Multivariate Analysis of Variance. The 
significant quartic trend is probably a conse- 
quence of the more rapid initial development 
of the GNV observed in the ‘psychopathic’ 
group. 

The Multivariate Analysis of Variance was 
also extended to examine for differences between 
the first and second trials for each patient and 
for differences between the groups for the first 
and second trials series. There were no signifi- 
cant differences for either the mean, linear, 
quadratic, cubic or quartic trends between trials 
nor between the subject groups across trials. 

In summary, therefore, the mean СМУ curve 
of the ‘non-psychopaths’ is of significantly lower 
voltage than the ‘psychopaths’ and staff controls. 
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LÁTIONS EN 


TRIAL 1 AND TRIAL 2 


0.9 


0.8 


0.7 


0.6 


CORRELATION 
COEFFICIENTS 
0.5 


0.4 


0.3 


0.2 





690 





960 


p 0.001 


pr 0.01 


p = 0.08 


—-- PSYCHOPATHS 
/ — STAFF 
; am NON-PSYCHOPATHS 


1230 1500 


TIME ( msec) 


Fi6:2,— The .abcissa represents the time between S1 and S2 (o to 1,500 ms) and the ordinate the correlation coefficients 
between the: СМУ amplitudes sampled at 5 points 268 ms apart along the waveform during the first and second series 


ef paired stimuli, The solid line indicates the correlation coefficients of the *non-psychopathic' patients, the interrupted 


line with short dashes the staff controls and the interrupted line with alternate long and short dashes the ‘psychopathic’ 
patients. 


On the other hand, the CNV- curve of the 
*psychopaths' differs in the initial steepness of 
slope. Data from the first and second series of 
32 trials are essentially similar. 


СМУ maximum amplitude, personality and IQ. 
Arbitrary division of the patient sample into 
those with amplitudes of less than 10 micro- 
volts {М == 11) and those with amplitudes of 
10 microvolts or more (№ = 18) revealed 
significantly higher Psychopathic. Deviate. (Pd), 
=" Hypomania (Ma), Extraversion (Ex) in the 
vohigher amplitude group (see Table V). The 


latter also had significantly higher impulsivity 
scores and showed a trend towards higher IQs 
on the WAIS, which almost reached the 5 per 
cent probability level. Mann Whitney U-tests 
were again used. 


CNV and Mental Health Act category 


Patients with. a. higher amplitude CNVs 
usually had a Mental Health Act category of 
Psychopathic Disorder, while the lower ampli- ' 
tude groups contained more patients with a 
MHA diagnosis of Mental Illness (Р = 0-02, 
Fisher test, see Table VI). 
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Тав IH 
CNV amplitude measures 
Mean Non- 
CNV Psychopaths Staff psychopathic 
measures patiehts 
Maximum 
CNV 
“amplitude 
in micro- 
volts 12:43:9 Uag 9:640 
Total 
integral 
in units 1195-4439 1085+545 803-8+443 


Psychopaths/Staff 
Maximum CNV amplitude 
Total integral 


NS 
NS 


Psychopaths/Non-psychopathic patients 
Maximum CNV amplitude P < 0:025 
Total integral = 0:01 


Non-psychopathic patients/staff 
Maximum CNV amplitude Р > 0:05 < 0-10 
Total integral Р > 0:05 < 0-10 





Discussion 


Our findings are in keeping with the reports 
of Hare (1970) and Blackburn (1974), that 
the 4/9 MMPI profile describes the essential 
features of the primary psychopath. It would 
also appear from our results that this profile 
can be used as a valid means of selecting patients 
who have a clinical diagnosis of psychopathic 
(antisocial) personality. Since the great majority 
of patients admitted to Broadmoor are diagnosed 
as either psychopathic personality or schizo- 
phrenia, it is hardly surprising that the ‘non- 
psychopathic’ control group consists largely of 
schizophrenic patients. This may well account 
for the findings that the non-psychopathic 
patients had significantly lower CNV ampli- 
tudes, since some workers have reported smaller 
amplitude CNVs in schizophrenic patients 
(McCallum, 1967; McCallum and Abraham, 
1973). However, our findings differ from those 
_ of McCallum (1973) in that we did not observe 
any significant amplitude difference between the 
psychopathic patients and the staff controls. It 
will be noted that the mean CNV amplitude of 
our control sample is much smaller than that 


reported by McCallum for his 20 normal 
subjects. We used a regular inter-stimulus 
interval of 10 seconds, while those of McCallum 
were randomly varied from 5 to 15 seconds. 
Having the stimuli delivered predictably every 
то seconds may have resulted in smaller CNVs. 
The intensities of the conditional and imperative 
stimuli were lower than those of McCallum, 
but according to the available evidence reduc- 
tion in stimulus intensity tends to augment 
the CNV response (Teece, 1972). Certainly it 
is difficult to explain our negative findings with 
regard to amplitude on the basis of a differing 
experimental paradigm and stimulus para- 
meters. Differing selection criteria and possibly 
motivational factors on the part of the subjects 
may have been more important. McCallum's 
psychopaths were selected on clinical grounds 
from a prison population, while ours were 
Special Hospital patients and were selected 
by MMPI critera. Nevertheless, the clinical 
features manifested by McCallum's patients are 
remarkably similar to those observed in the 
Broadmoor sample. Possibly more crucial was 
the subjects’ familiarity with the recording 
procedure and attitude towards the test situa- 
tion. Most of the Broadmoor patients had had 
EEG recordings performed previously and were 
very familiar with the laboratory environment 
and the technical staff performing the recording. 
They all participated enthusiastically in the 
experiment and appeared to enjoy the experi- 
ence. McCallum's patients were transferred 
from prison to an unfamiliar laboratory for the 
testing and their motivation to participate in the 
experiment may be open to question. Syndulko 
et al (1975) working in Los Angeles, have also 
been unable to demonstrate a CNV amplitude 
difference between psychopaths and controls. 
A greater inter-epoch variability of response 
in the Broadmoor. psychopathic patients is an 
interesting finding. A prolonged duration of 
recording due to exclusion of large numbers of 
responses from the analysis procedure because 
of artefact could possibly result in boredom, 
lack of involvement in the task and inter- 
mittent lapses of attention, and hence a greater 
variability in response over the whole recording 
period. This could account for the psycho- 
paths’ greater response variability if their 
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Fic 3.—The course’ of development or the CNV: the abcissa represents the time between 8i and S2 in ms and the 
ordinate the mean CNV amplitude in microvolts for each of 5 points sampled at intervals of 268 ms going back in time 
from 82 (the mean of the two trials being taken for each subject). 


| Taste IV ets Т oe 
Mean and standard deviations of CNV amplitudes in microvolts 
С a rr Pe м PI a nA sgt E EOE eee a UN 
‘Sampling points m т $^ x38 4 5 
Time in milliseconds 

fron S2  .. 20 —1072 —804 “596 —268 Sa 
 Psychopaths | Mean .. 5% e OTE 9:3 9*5 1074 I0*5 
г: р T SD e 46 3:5 ugs 377 4'8 
_ Staff controls Mean .. ba e 6.3 6-6 8-9 8-7 9:6 
ие SD .. e e 98 4^8 4*3 47 52 
Non-psychopaths Mean .. 2:1 5:3 6-6 6-5 7o 
SD -. 3:8 3:8 3*9 4t 4:8 


t-tests between the 3 subject groups .. .. 





Sampling points x 1 ав 4 5 
Psychopaths/Non- t value = 2. 205 —3'45 261^ 7 =g r2 —2:49 
psychopaths Probability | .. .. 0705 0-002 0:015 07004 оо: 
Staff controls v. t value M e. 07917 1:9 0:97 т'22 0-6 
Psychopaths Probability .. 00787 0707 6:34 0:23 0*55 
Staff controls v. t value єз ‚.-—-0*02 —0*94 1:18 —-1*59 —1:69 
Non-psychopaths Probability |... 1 Orga) 0:56 0:25 ' оза с Озо 





CNV amplitudes in microvolts at 5 points оп the waveform sampled at successive intervals of 268 ms backwards 
in time from 52 (the mean of the two trial series being taken for each subject). Group comparison using t-tests 
-was performed and probability values are shown. Note that all the significant differences are between: the 
psychopathic and. non-psychopathic patients. 
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Taste V 
Sample divided according to CNV maximum amplitude 
Less than то micro- Proba- 
10 microvolts volts or more bility 
Number 11 18 
Mean age 30:369 29'556 
Man IO. 102:6--9:2 108--9:9 0:06 
Personal 
disorder 5 13 NS 
Psychosis 6 5 
Mean MMPI 
scores Mean SD Mean SD 
Pd 19:9 5'2 2391 57 0:03 
Ma 16-3. 3:6 21:0 5:3 0-007 
I 44 45 37 3:8 NS 
A 47°4 10:1 46:0 12:0 NS 
Ex 44:8 115 5294 14:0 0:05 
Mean 
impulsivity 
scores iD 6 бу тло 74 004 
Taste VI 
Mental Health Act category of the patients 
CNV amplitude 
Less than 10 micro- 


10 microvolts volts or more 





Number with imental 


illness F s 8 6 
Number with psycho- 
pathic disorder... 2 13 





Р = 0-016 (Fisher test) 


recording periods were consistently much longer, 
because of more artefact, compared with the 
staff controls and non-psychopathic patients. 
However, the recording time was remarkably 
constant in all subjects, being usually a total 
of approximately 75 minutes from first applica- 
tion of the electrodes to the end of the experi- 
ment. It seems more probable that the greater 
response variability represents a real difference 
in psychopaths’ capacity to deal with a situation 
which involves sustained attention and requires 
a succession of consistent decisions and responses. 
A prominent feature of the behaviour of psycho- 


paths is impulsiveness and lack of consistency in 
response to identical situations, The Broadmoor 
psychopathic sample was no exception, having 
high scores on a test of impulsivity. This 
impulsivity may lead to erratic and inconsistent 
responses to successive stimuli, and might 
account for the greater initial rise in amplitude 
combined with the higher response variability. 
McCallum also comments on a high variability 
of СМУ response both within and across his 
psychopathic subjects. Clearly, variability of 
response is a parameter which requires further 
investigation, and we propose to examine in 
detail the variability between the responses to 
successive single imperative stimuli in both 
psychopathic and non-psychopathic Broadmoor 
patients, as well as in staff controls. 

The significantly higher Psychopathic De- 
viate, Hypomania, Extraversion and Impulsivity 
scores in those patients with CNV maximum 
amplitudes of 10 microvolts or more doubtless 
reflect the higher prevalence of patients with a 
diagnosis of Psychopathic Disorder in this 
group. These associations may have been 
influenced by factors involved in the initial 
selection of the patient sample. Nevertheless, 
since only 2 out of the 15 patients in the Mental 
Health Act category of Psychopathic Disorder 
had CNV maximum amplitudes of less than 10 
microvolts, the use of this CNV parameter as а 
diagnostic aid in Broadmoor patients merits 
serious consideration. The possible association 
with the personality traits also requires con- 
firmation by the study of an extended sample of 
randomly selected patients. The observation 
that higher IQs tend to be associated with higher 
amplitude CNVs is interesting, and detailed 
investigation is indicated. 
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Resting Levels of Alpha and the Eysenck 


Personality Inventory 


By C. Y. KONDO, J. A. BEAN, T. A. TRAVIS and J. R. KNOTT 


The number of microvolt seconds of alpha rhythm emitted during a 
five-minute period were collected for 30 male and 30 female subjects. 
This measure of alpha abundance was then compared in subjects who 
scored high and in those who scored low on the E and N scales of the 
Eysenck Personality Inventory. Subjects who scored low on the Е scale 
tended to have a significantly greater number of microvolt seconds of 
alpha than did subjects who scored high on the scale. No differentiation 
on the basis of emitted alpha was possible for subjects scoring high and 


low on the N scale. 


Several previous investigations (Savage, 1964; 
Fenton and Scoton, 1967; Brodhurst and Glass, 
1969; Young, Lader and Fenton, 1971; Kondo, 
Travis and Knott, 1972; Travis, Kondo and 
Knott, 1974) have reported conflicting results 
concerning possible relationships between occi- 
pital alpha and Neuroticism and Extraversion, 
as measured by the Eysenck Personality In- 
ventory (EPI). The present study enters into 
that controversy by using a method of measuring 
occipital alpha different from those used by the 
above-mentioned authors. 


Method and Procedures 
Subjects. Subjects were 60 (30 male, 30 female) 
students and employees of the University of 
Iowa. These subjects were paid $2.00 an hour 
for participating in the present study and ranged 
in age from 18 to 24 years. 


Apparatus. A Grass Model 78 polygraph was 
used for all recording. EEG was recorded by a 
wide-band AC pre-amplifier and filtered for 
alpha (8-13 c/sec). using a band-pass filter 
which gave 80 per cent attenuation at 7 and 14 
cycles per second. The filtered alpha was then 
fed into Ст and Ge of a Grass Model 7P3 
RC integrator pre-amplifier. An output of this 
pre-amplifier (at J33) was integrated by a 
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Grass 7Pio integrator pre-amplifier. This 
system was calibrated before each subject was 
run using a signal of known frequency (9 Hz) 
and known amplitude (50 microvolts), such 
that the 7Pro (true integrator) reset each time 
it had accumulated 100 microvolt-seconds of 
alpha. Subjects were seated in a comfortable 
chair inside a sound-attenuated chamber 
(Acoustics Research Model 403). Temperature 
ranged 72°+2°, with illumination of approxi- 
mately one foot candle. 


Procedures. Occipital alpha was recorded be- 
tween 0; and the right mastoid. Impedance of 
this electrode pair was routinely kept below 
5 Kilohms. A wrist ground was used. Subjects 
sat in the chamber for approximately three 
minutes prior to the actual recording of 
occipital alpha. The recording session took five 
minutes, during which the subjects were 
instructed to close their eyes, sit-back and relax. 

The Eysenck Personality Inventory (EPI; 
Eysenck and Eysenck, 1960), Form A, was 
administered to all subjects at the end of the 
experiment. All scores were graded and con- 
verted to percentile scores, using American 
Coliege Population Norms. Subjects with the 
fifteen highest and fifteen lowest percentile 
scores on the Neuroticism and Extraversion 
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Taste T 
Mean EPI and integrated Alpha scores 





Mean EPI percentile 


Mean integrated Alpha P 





High 84:7 
Neuroticism Scale 

Low 21:1 

High 81:4 
Extroversion Scale 

Low 1370 


4:7 X 10* MV-sec. 


0:10 
5:1X 107 MV-sec. 
е 
4°5 Хто? MV-sec. 
0:05, 
5:5 хто? MV-sec. 2-tailed 





dimensions of the tests were compared with 
respect to the amount of integrated (i.e. 
microvolt-seconds) alpha produced. 


Results 


Table І shows mean EPI and integrated 
alpha scores for subjects in the highest and 
lowest quartiles. No differences in integrated 
alpha were found between subjects who scored 
high and those who scored low on the Neuro- 
ticism (N) Scale of the EPI (t = 0:9773; 
df = 29; P > ото). Subjects who scored high 
on the Extraversion (E) Scale (mean E score = 
81:4), however, produced significantly less 
integrated alpha than did subjects who scored 
low (mean E score = 13:00) on the Extra- 
version Scale (t = —2:215; df = 29; P < 0:05, 
two-tailed). 

Discussion 

'The results of the present study tend to 
. support those of Brodhurst and Glass (1969), 
‘who noted that both alpha amplitude and 
prevalence tended to bear an inverse relation- 
ship to Extraversion scores. Since integrated 
alpha is a combination of both amplitude and 
per cent time alpha, the similarity of the results 
between that study and the present one would 
be expected. The data do not support Éysenck's 
hypothesis concerning the relationship of cortical 
activity to personality types. 

Differences between the present study and 
those (e.g. Young, Lader and Fenton, 1971) 
which show no consistent relationship between 
the EPI and alpha may possibly be due to 
differences in methods of measuring alpha. In 
the study by Young et al, for instance, both 


| ; peak to peak amplitude and alpha index were 





determined during the last minute of a five- 
minute recording session. It may be that in 
that time the one minute sample may have been 
too short. Another difference between the 
present study and that of the three authors 
mentioned above is that they used a different 
form of the Eysenck test to that used in the 
present study. Thirdly, it would appear that 
they used raw scores to determine their group- 
ing, whereas, as noted above, the present study 
used precentile rating derived from American 
College Population Norm. 

The most interesting difference, however, 
obtains, between the results of the present 
study and those reported by our laboratory 
earlier (Kondo et al, 1972; Travis et al, 1974). 
Those reports noted that subjects with high N 
scores tended to produce more alpha than did 
low N subjects. during eyes-open biofeedback 
training. Taken together with the present 
results, it would appear that both scales of the 
EPI can be reliably related to occipital alpha. 

That occipital alpha and personality traits 
may predict one another is an interesting 
phenomenon. Further investigation would cer- 
tainly be of interest and may provide useful 
objective measures of otherwise quite subjective 
behaviour. 
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Validity of the Zung Self-rating Depression Scale" 


By JOHN T. BIGGS, LAURENCE T. WYLIE and VINCENT E. ZIEGLER 


SUMMARY The Zung Self-Rating Depression Scale (ZSDS) correlated 
well (0:69) with the treating physician's global rating in 26 depressed 
out-patients during the six weeks of treatment with a tricyclic anti- 
depressant. In a larger sample of 41 patients, a high correlation was 
found between the ZSDS and the Hamilton Rating Scale. The sensitivity 
of the ZSDS was found to be adequate. The scale was able to differen- 
tiate, at the 0-05 level, four severity groups classified on the basis of the 
global rating. The importance of the direct relationship between the 
range of severity studied and the value of the correlation coefficient 
was discussed. Previous investigations and the results of this study 
. indicate that the ZSDS is a valid and sensitive measure of clinical 
severity in depressed patients and support its continued use as a 


research instrument. 


Introduction 

Although a large number of rating scales 
have been developed for the systematic assess- 
ment of clinical response in therapeutic studies 
of depression, few are widely employed. Of the 
clinician-administered scales, the Hamilton 
Rating Scale for Depression (HRS) (Hamilton, 
1960), and its modified forms are the most 
frequently used. The major advantage of the 
clinician-administered . scale is the greater 
experience involved in its scoring, which allows 
symptoms detected in an individual patient 
to be evaluated relative to those observed and 
studied previously. The Beck Depression In- 
ventory (BDI) (Beck, Ward, Mendelson, Mock 
and Erbaugh, 1961) and the Zung Self-Rating 
Depression Scale (ZSDS) (Zung, 1965) are 
the most frequently used self-administered 
scales. The administration and scoring process 
is more standardized for the self-administered 
scales, but these scales are handicapped by the 
isolated view of psychopathology characteristic 
of the individual patient. They are also de- 
pendent on the co-operation and reading ability 
of the patient. In terms of time and personnel 


* Supported in part by USPHS Grants MH-25571, 
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required for their use, the selfadministered 
scales have a great advantage over the clinician- 
administered scales. Most investigators attempt 
to obtain the benefits of both types of scales by 
incorporating the two in the design of thera- 
peutic studies. 

'The validity of the ZSDS has been examined 
in only a limited number of investigations, and 
these have used different methods to assess this 
quality, with mixed results. Initially, Zung 
(1965) showed the ability of the ZSDS to 
differentiate depressed patients before treat- 
ment from a non-depressed control group and 
from depressed ‘patients after treatment. In 
later reports, Zung (1965, 1967) and Brown and 
Zung (1972) demonstrated a significant correla- 
tion with the *D' Scale of the Minnesota Multi- 
phasic Personality Inventory, the ability of the 
scale to differentiate patients with a diagnosis 
of depressive reaction from patients with other 
disorders, and a high correlation with the HRS. 
Carroll, Fielding and Blashki (1973) reported a 
low correlation between the HRS and ZSDS in 
67 depressed patients who had not yet under- 
gone treatment and found the HRS able to 
differentiate patients selected from various 
treatment settings, while the ZSDS failed to do 
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so. Davies, Burrows апа Paynton (1975) ге- 
ported high correlations between the ZSDS and 
the HRS, BDI, and a visual analogue depression 
scale. | 

None of these studies examined the validity 
of the ZSDS against a clinician’s global rating 
in a treatment setting. The ability of the scale 
to assess severity under these circumstances 
should be judged independent of its ability to 


differentiate patients from various treatment , 


settings and diagnostic groups, both of which 
are more complex tasks. The purpose of the 
present investigation was to examine the validity 
of the ZSDS as a measure of severity in a 
therapeutic study by comparing it to the 
treating physician’s global rating and the HRS. 


Method 


Forty-one depressed out-patients, selected by 
criteria previously defined (Ziegler, Co, Taylor, 
Clayton and Biggs, 1976), who completed a 
six-week course of treatment with a tricyclic 
antidepressant were studied. The mean age 
was 30°0 years, 66 per cent of the patients were 
female, and less than 15 per cent had psychotic 
symptoms. The mean pre-treatment scores were 
26:2 on the HRS and 56-8 on the ZSDS. At 
each weekly visit, the patient completed the 
ZSDS, and the HRS (17 items) was administered 
by two independent physicians. The means of 
the two HRS scores and the raw ZSDS scores 
were used in the analysis. Seven pairs of ratings 
were obtained on 38 patients, six on two patients, 
and five on one patient, resulting in a total of 
283 pairs of ratings on the 41 patients. 

In a subgroup composed of 26 of these 41 
patients, the treating physician assigned a global 
severity rating independent of the ZSDS and 
HRS. The global scale used was that reported 
by Bech and associates (1975) (no depression: 
о, 1; mild depression: 2, 3, 4; moderate de- 
pression: 5, 6, 7; severe depression: 8, 9, 10). 
Scores from the first, third and sixth weeks of 
treatment were used. to evaluate the relation 
between the ZSDS and the global rating. 
Eleven of the 78 sets were incomplete, giving a 
total of 67 complete sets of global, Zung, and 
HRS ratings on 26 patients. Twenty-two were 
from the first week, 25 from the third week, 
and 20 from the sixth week of treatment. 
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Since rating scales yield ordinal level mea- 
sures, non-parametric statistics (Spearman cor- 
relation coefficient and the Mann-Whitney 
U Test) were used throughout the analysis 
(Siegel, 1956). In the course of the analysis, 
the importance of the direct relationship 
between the range of severity measured and the 
value of the correlation coefficient (Kelley, 
1947) was recognized, and particular emphasis 
was given to this effect in the presentation of 
the results. К 


Results 


Correlation with the HRS 


The correlations between the ZSDS and 
HRS scores are given to Table I. The overall 
correlation between the two scales. was high 
(0-80) and is illustrated in Fig т: Examination 
of the correlations at two-week intervals during 
the six weeks of treatment shows that the lowest 
correlation (0:45) occurred before treatment. 


level of the overall correlation. This occurs as 
the majority of patients improve and their scores 
become distributed over a wider range of 
severity. The correlation between the ZSDS 
and the HRS was examined after separating the 
patients into three groups on the basis of 








Taare I 
Spearman Rank Correlation Coefficient (т) between the 
QSDS and HRS scores 
N r* 

All pairs iu 283 0:80 
By week of treatment 

Weeko  .. 5e. is 41 0:45 

Week а .. -— 22 41 0:76 

Wecek4 / .. ©з Dee co 441 0-68 

Week 6. ne 41 0*73 
By severity of the HRS 

HRS score « 10 123 0:63 

HRS score 10 to 20 104 0:48 

HRS score >20 .. E 56 0°45 
Changes in scores 

Week o to 6 m К 41 0:69 


* P < o-oot for all r, values. 
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20: 
HAMILTON SCORE 


25 30 35 


Fic 1.—Correlation between the Zung and Hamilton 
scores. in 41 patients during six weeks of treatment. 


severity, as measured by the HRS. These three 
correlations are given in Table I. Within each 
severity group, the correlation between the two 
scales. was lower than the overall correlation. 
The correlation was. highest when the HRS 
score was less than 10 (0:63) and lower when 
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the HRS score was between 10 and 20 (0:48) 


сог greater than 20 (0:45). A high correlation 


was found between the change in the ZSDS and 
HRS scores from week o to week 6 (0-69). 


Correlation with the global ratings 

The correlations between the ZSDS scores 
and the treating physician’s global rating aye 
given in Table II. The overall correlation was 
high (0:69). The correlations within subgroups 
of patients separated on the basis of the severity 
of the global rating were all lower than the 
overall correlation. The correlation between the 
change in the ZSDS score and the change in the 
global rating from week 1 to week 3, week 3 
to week 4, and week 1 to week 6 was lower 
(0:51) than the direct correlation between the 
two ratings. 

The ability of the ZSDS to differentiate 
various levels of severity based on the global 
rating was examined. and compared to that of 
the HRS. The results of this examination are 
given in Table III. Since the highest global 
rating assigned to this group of out-patients was 
8, the global scale was shifted to reflect the out- 
patients studied. А. global rating of 7 was 




















Taste П : E 
Spearman Rank Correlation Coefficient (rs) between the ZSDS score and the treating physician’s global rating 
| : | .. MeanZSD$ М М P 
All pairs s wa 67 o:69 <0'001 
By several of the global rating 
Global o, тога... 36-1 17 055 <0:05 
2 Global 3, 4.0r 5 42:3 23 0:58 «001 
ои Ооба 6, 7 or 8 54-0 27 0-28 <0'16 
i17 Changes in scores "89 0:51 410-001 
Taare ПІ 
Degree of differentiation by the ZSDS and HRS scores of the various severity levels based on the global rating 
Severity levels N + Mean ZSDS pt Mean HRS P* 
None (0, 1) ds m X ow 10 32:5 «0-05 3*8 «C0*001 
to mild (2, 3, 4) 26 40°4 gro 
Mild (2, 3, 4) is Ж ¿i 26 4074 «о-о! 9:0 <O'O1 
to moderate (5, 6) s = 12 49°2 15:2 
Moderate (5,6) .. > a 12 49:2 «0105 15:2 «0:01 
to severe (7, 8) .. 2e m 19 55:6 23:7 





* By the Mann-Whitney U Test. 

















г paired with 8 as severe, and global ratings of 5 
and 6 were grouped as moderate severity. 
The ZSDS was able to differentiate each of the 
four severity groups from that above or below 
, it at a significance level of 0-05. In comparison 
to the ability of the HRS to differentiate the 
four groups, the ZSDS was equally sensitive in 
differentiating mild from moderate, but less 
sensitive in separating none from mild and 
moderate from severe. 


Correlation between ZSDS and HRS in individual 
patients 

The correlation between the ZSDS and HRS 
scores in each of the 41 individual patients, 
measured repeatedly during treatment, varied 
from a high of 0-99 to a low of 0:33. In 16 of 
the patients, the correlation between the two 
scales failed to reach significance (P < 0-05). 
Having demonstrated the lower correlations 
obtained over limited segments of these scales, 
the hypothesis was developed that the patients 
with poor correlations between the two scales 
would have improved less during treatment. 
With less improvement, the range of severity 
measured would be less, and the correlation 
between the two scales would decrease as a 
reflection of this. The pre-treatment scores of 
the 16 patients with the lower correlations 
between the two scales and the 25 patients 
with the higher correlations were not signi- 
ficantly different on the ZSDS (56-8 versus 
56:5) or the HRS (26-4 versus 25-8). How- 
ever, the changes in the scores after six weeks 
of treatment were less (Р < 0:01 and P < 0-05 
respectively) on both the ZSDS (12:1 versus 
25:4) and the HRS (17-2 versus 22-4) in the 
16 patients with the lower correlations. This 
supports the hypothesis that part of the varia- 
tion in the two groups of patients is due to the 
range limitation imposed on the ratings of some 
patients by their poorer response to treatment. 
'This produces a cluster of scores, and results in 
a lower correlation coefficient. 


Discussion 
In this sample of relatively young, non- 
psychotic out-patients with moderate to severe 
depression prior to treatment, the ZSDS score 
correlated well with both the global rating 
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assigned by the treating physician and the 
HRS score. The sensitivity of the ZSDS, 
although less than that of the HRS, was 
adequate. The scale differentiated patients 
grouped into four degrees of severity based on 
the global rating at the 0-05 level of signifi- 
cance. These findings support the validity of 
the ZSDS as a research instrument for assessing 
severity in depressive illness during treatment, 
and are in agreement with the earlier findings 
of Zung (1965), Zung, Richards and Short 
(1965), Zung (1967), Brown and Zung (1972), 
and Davies, Burrows and Paynton (1975). 
The correlations between the ZSDS and the 
HRS reported here are very similar to the 
correlations reported by Bailey and Coppen 
(1976) between the BDI and the HRS in 42 
in-patients during treatment. 

Carroll and associates (1973) concluded from 
their study that the ZSDS was not a valid 
research instrument. While the correlation 
reported by this group between the ZSDS and 
the HRS (0-41) before treatment is compatible 
with the results reported here, the conclusion 
reached is not. By examining only pre-treatment 
scores (when the majority of patients are in the 
upper range of the scales), the narrower range 
of severity studied alone accounts for.con- 
siderable lowering of the correlation coefficient. 
Hamilton (1976) has commented on this effect, 
but otherwise it has received little discussion 
in the literature examining various rating 
scales. The results of this investigation indicate 
that this effect accounts for some of the varia- 
tion between individuals who have significant 
correlations between the two scales and those 
who have not. Prusoff and associates (1972) 
reported lower correlations between self- 
administered ratings and clinician-administered 
ratings before treatment than at follow-up. In 
this report, the effect of the range of the variables 
at these two times is not discussed, although a 
significant portion of the differences between the 
correlations may be due to this effect. 

Before treatment the mean scores on both the 
self-rating and clinician-administered scales are 
at their highest level. This indicates that the 
patients are able to classify themselves properly 
in the more severe range on the self-rating 
scale. When the effect of the narrower range of 
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severity is controlled by examining narrower 
ranges throughout the scales (Tables I and II), 
the highest correlation is found in the milder 
degrees of severity (HRS less than 10 and global 
less than 6). However, the magnitude of the 
differences between the correlations is con- 
siderably less when the correlations over limited 
ranges are compared to each other than when 
they are compared to the overall correlation. 
The authors feel this is consistent with clinical 
experience, in that better agreement can be 
obtained when ranking severity in a group of 
mild to moderately symptomatic depressed 
patients than in a group of ‘more. severely ill 
patients in whom symptom patterns become 
broader and more complex. Attempting to 
select the most severely afflicted patient from 
a group of depressed patients composed of a 
retarded, withdrawn patient, a functioning, 
psychotic patient without suicidal ideation, 
and an agitated suicidal patient is difficult for 
the clinician, clinician-administered scales or 
self-rating scales. | 

The absence of a generally agreed-upon 
. physiological or biochemical measure of severity 
dictates the continued use of rating scales in 
studies of depression. The particular advantages 
of self-rating scales and the number of studies 
supporting the validity and sensitivity of the 
ZSDS in measuring severity justify its continued 
use in research investigations along with 
clinician-administered rating scales. 
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Glucose Metabolism in Unipolar Depression 


By J. H. WRIGHT, J. J. JACISIN, N. S. RADIN and R. A. BELL 


SUMMARY Glucose utilization, serum insulin, human growth hormone, and 


free fatty acids were studied in 18 unipolar depressed patients and 14 normal 
controls, using the intravenous glucose tolerance test. Patients were kept drug- 
free for at least two weeks before testing, and physical activity and diet were care- 
fully controlled. Previously described abnormalities in the balance between 
glucose and free fatty acids were not seen, but endogenous depression was 
associated with lowered glucose utilization rate with insulin resistance. Changes in 
kinetics of membrane transport in endogenous depression which could account 


for this finding are discussed. 


"M Introduction 

Lowered glucose utilization in depressive ill- 
ness has been suggested for over forty years 
(McCowan and Quastel, 1931), but attempts at 
confirming this relationship have given 
contradictory results. Methodological differences 
in categorization of depression, diets, measure- 
ments of physical activity, concomitant use of 
psychotropic drugs and types of glucose 
tolerance tests have all made comparison 
between studies difficult. Nonetheless, most 
investigators have substantiated the existence of 
impaired glucose tolerance in certain subgroups 
of depressed patients. 

Using the intravenous glucose tolerance test, 
Pryce (1958) found that a group of patients with 
mixed types of depression had lower glucose 
utilization than normal controls. Some patients 
had their diet supplemented with glucose, but 
changes in glucose utilization rate were not 
associated with dietary supplements. However, 
patients rated by nurses as having very poor diets 
had the lowest rates of glucose utilization. Many 
patients were taking sedatives of unspecified type 
at the time of testing. VanPraag and Leijnse 
(1965, 1966) found decreased glucose utiliza- 
tion, measured Бу arteriovenous difference in 
blood glucose levels after oral glucose load, in 
approximately one half of depressed patients as 
compared to normal controls. Lowered glucose 
utilization was positively correlated with endo- 
genous depression, improvement after treat- 


ment with monoamine oxidase inhibitors, and 
increased turnover of free fatty acids (FFA). 

Herzberg et al (1968) supplemented the diet of 
their depressed patients with carbohydrate and 
could find no abnormality in the oral glucose 
tolerance test. A normal control group was not 
used. They concluded that previous findings of 
impaired glucose tolerance were related to 
dietary insufficiency. Subsequently, Mueller et al 
(1969) found a lowered k (% glucose dis- 
appearance/minute) and normal or elevated 
serum insulin in severely depressed patients 
diagnosed as psychotic, while less severely 
depressed patients diagnosed as neurotic had 
normal glucose tolerance, In a later study, the 
same research group replicated these findings 
but found a significant. positive relationship 
between the psychomotor retardation factor of 
the Brief Psychiatric Rating Scale and low k 
(Heninger et al, 1975). They argued that lowered 
glucose utilization could be due to decreased 
physical activity in depression, but no direct 
measurement or prolonged observation. of 
physical activity was done. 

FFA constitute one of the main energy sources 
in the body, accounting for about one half of 
oxygen consumed under basal conditions 
(Myant, 1970). Blood glucose and FFA are 
inversely related, so that increases in blood 
glucose level are associated with a diminished 
mobilization of FFA from adipose tissue (Dole, 
1956; Gordon and Cherkes, 1956). Studies of 
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FFA in depression have found both increased: 


fasting levels (Mueller et al, 1970) and normal 
fasting levels (Pennick et al, 1970). In the latter 
study, a paradoxical elevation of FFA was seen in 
some patients after glucose load. Those with 
abnormal FFA response to glucose load were less 
likely to show improvement with treatment than 
others who had a normal FFA response. How- 
ever, the patients were taking many different 
types of psychoactive drugs during testing. 

Of the five recent studies of glucose 
metabolism in depression, none has actually 
measured the caloric intake of the subjects or has 
attempted to measure physical activity. Most 
studies have not clearly spelled out their criteria 
for diagnostic classification. Use of psychotropic 
drugs before metabolic testing has also con- 
founded interpretation of results. 

The present experiment was designed to test 
the hypothesis that glucose utilization is lowered 
in depressive illness and to study the relation- 
ship between glucose and other variables 
involved in energy metabolism, including free 
fatty acids, insulin, human growth hormone, 
dietary intake, and physical activity. 


Method 


The subjects for this study were 18 consecutive 
patients (12 female, 6 male) admitted to the 
University of Michigan Neuropsychiatric 
Institute who were diagnosed Бу staff 
psychiatrists as having Depressive Neurosis or 
Psychotic Depression and were categorized as 
depressed by agreement of two of the 
investigators (J.H.W., JJJ) using the core 
symptoms of depression as described by Murphy 
(1964). These symptoms are: mood of depres- 
sion, diurnal variation, insomnia and early 
morning awakening, diminution of interest in 
social environment, fatigue, loss of sexual 
interest, self-accusatory ideas, anorexia, and 
weight loss. For inclusion in the study it was 
required that а patient should clearly 
demonstrate a mood of depression plus at least 
four of the other core symptoms. Since a 
homogeneous group with depression as the 


major psychopathology was desired, patients E 


with a history of other psychiatric disorders such 
as schizophrenia, schizo-affective disorder, or 
organic brain syndrome were not included. No 
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patient had a history of previous manic episode; 
thus the experimental group was comprised only 
of those with unipolar depression. 

Complete medical history, physical examina- 
tion, and screening laboratory studies (SMA 
12/60, complete blood count, urinalysis) were 
performed on all subjects. Any evidence of 
medical illness such as endocrine abnormality, 
liver disease, or carcinoma resulted in 
disqualification as an experimental subject. 

A group of 14 normal control subjects (9 
female, 5 male) who were matched for age and 
sex with the depressed patients were also studied. 
All normal subjects had a negative history for 
emotional disorder or significant medical ill- 
ness. 

Three days before metabolic testing both 
experimental and control groups were placed on 
a standard preparatory diet designed for the 
glucose tolerance test to provide a minimum of 
2,000 calories per day. The exact caloric intake of 
the depressed group was closely monitored by 
the psychiatric ward staff, and patients were 
encouraged to eat as much as possible. The 
following foods were removed from the diet 24 
hours before each study: avocados, bananas, 
chocolate, vanilla, olives, cheese, soft drinks, 
coffee, and tea. All patients were in a drug-free 
state for at least two weeks before the study, The 
only medication used during the study was 
chloral hydrate, 500 mgm, taken rarely by six 
subjects. All patients received individual 
psychotherapy and were involved in a milieu 
therapy program. 

Blood studies were performed within the first 
two weeks in hospital. After an overnight fast, 
subjects were brought to the laboratory at 8.00 
am on two mornings separated by a one day 
interval. No smoking or vigorous physical 
activity was allowed during the mornings of bio- 
chemical testing. Subjects were placed in a 
supine position, and a polyethylene catheter 
(Intracath (R) was inserted into a large arm vein 
through a 19 gauge needle after the 
venepuncture site had been infiltrated with 1% 
Xylocaine. Pulse rate was recorded at the time of 
venepuncture. An initial 10 cc blood sample was 
taken for determination of fasting serum FFA, 
glucose, insulin, and human growth hormone, 
after which a solution of either 50cc of 50% 
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glucose or 50 cc isotonic saline was injected in a 
random. double blind fashion. The sham 
injection was used to determine the effect of the 
stress. of venepuncture on biochemical para- 
meters. Normal subjects were not given the sham 
injection. Additional 10 cc blood samples were 
removed at intervals of 4, 20, 30, 40, 50 and 60 
minutes, The blood specimens were immedi- 
ately immersed in an ice bath and after clotting 
were centrifuged for subsequent determination 
of serum FFA and glucose within two hours of 
the time the sample was drawn. Serum samples 
were frozen for later determination of serum 
insulin and HGH by the double antibody radio- 
immunoassay method (Soeldner and Slone, 
1965; Boden and Soeldner, 1967). Serum glucose 
was assayed by the toluidine reaction, using 
reagent 635-6 supplied by the Sigma Chemical 
Company. FFA was determined by the method of 
Dole and Meinertz (1960) as modified by Radin 
(1977). The pH indicator used was phenol red in 
carbon-dioxide-free ethanol-hexane, 1:2, and 
the alkali used for titration was tetrabutyl- 
ammonium hydroxide іп methanol. This 
modification allowed the titration of extracted 
FFA to be carried out in a homogeneous 
medium which made the end point easier to see. 
Experimental subjects were given the Zung 
Self-Rating Scale for Depression (Zung, 1965) 
before coming to the laboratory and the 
Hamilton Scale for Depression (Hamilton, 1967) 
during each experimental session. Inter-rater 
reliability for the two Hamilton Scale raters 
(J.H.W., JJJ?) was 0.95 as measured by the 
product moment correlation. Subjects were 
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rated by the two psychiatrists (J. H.W., ].].].) on 
the proportion of endogenous and reactive 
factors present. One point was scored for the 
absence of any of the four most significant 
reactive factors or the presence of any of the four 
most significant endogenous factors as described 
by Mendels (1968). Thus an endogenous-reactive 
index was developed using a scale of 0 to 8 with 8 
representing the most endogenous depression. 
Because of the possible influence of physical 
activity on the metabolic factors measured, a 
scale was developed for assessment of gross level 
of physical activity (Fig. 1). This scale was used by 
ward staff to describe the patients’ physical 
activity during the two eight-hour shifts, 4 pm- 
12 midnight and 12 midnight-8 am, prior to 
each experimental session. In 40 ratings selected 
at random independent raters agreed exactly 8096 
of the time and within one scale point 10096 of 
the time. 

Statistical analysis was accomplished by the 
use of the Pearson product moment correlation 
and the Student's t-test. Calculation of k (96 
glucose disappearance/minute) was by the 
method of Pryce (1958), with slope calculated by 
a regression equation using the method of least 
squares. 


Results 


A comparison of normal controls with 
depressed patients (Table I) reveals no significant 
difference in age, weight, or body surface area. 
The groups were also closely matched in sexual 
distribution, with 3696 males in the control group 
and 33% males in the experimental group. All 


+6 Extremely Hyperactive: Agitated, pacing, ‘can’t keep still’, may frequently expend energy to the point that you 


would expect physical exhaustion. 


+5 Very Hyperactive: Expends a great deal of energy on numerous activities, has a driven quality to behaviour but 


doesn’t reach maximal hyperactivity. 


+4 Moderately Hyperactive: Engages in more than usual scheduled activities, may plan and participate in special 
trips or games, walks more and moves more quickly than the average patient, ei be quite talkative. 


+3 Normoactive: Normal waking activity for patient on your ward, goes to most sche 


own affairs and ward assignments. 


uled activities, takes care of 


+2 Moderately Hypoactive: Slow moving, participates in few scheduled activities, may sleep up to one-third of 


observation period. 


+1 Very Hypoactive: Lethargic, engages in virtually no scheduled activities, may sleep up to two-thirds of 


observation period. 


0 Extremely Hypoactive: Sleep or stupor for great majority of observation period. 


Fic. 1. Activity Scale 
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Taste I 
Comparison of Normal and Depressed Groups 


i t e 


Normal 

Control Depressed 

Group Patients 

~- Ne l4 №18 t 
ы ы cee ett UNUM LM 
Age 30.6+11.3 31.6+11.9 0.24 
ida E ын mee RM D NN ee 
Weight (Kg) 66.2+12.6 64.5+14.7 0.85 
ДИМНИ 
Body Surface Area 
(Kg/M?) 1.254 0.28 1.7140.20 0.58 
DEN ee a a ac cape 
Zung 8.0.5. 384 5.2 70.1412.9 10.1* 
eni ella e lee E 
Fasting Glucose 
(mgm/DL) 87.9& 7.1 92.7413.7 1.2 
NOCH НИКЕ К аы a mM E 
k ` 1.61+ 0.37 1.89+0.66 1.1 
ИЕНЕН ннер ВЕНЕРЕ 

*p<0.001 


normal subjects reported that they adhered 
strictly to the diet designed to provide 2,000 
calories daily for the three days prior to 
metabolic testing. The mean caloric intake for 
depressed subjects was 2003+255 cal./24 hrs. 
When the data from the entire group of 
unipolar depressed patients were compared with 
those from the normal controls, no significant 
differences were noted in fasting glucose levels or 
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glucose utilization rate. However, analysis of © 
intra-group correlations from depressed patients 
(Table Н) demonstrates a significant (P<0.01) 
negative correlation between endogenous- 
reactive index and k. Age is also significantly 
associated with low k values. This raises the 
question of whether age alone is the factor 
responsible for lower glucose utilization én 
patients with endogenous depression. 
Endogenous-reactive index is not significantly 
correlated with age (r=.285). Furthermore, a 
partial correlation controlling for age still 
showed a significant negative correlation | 
between endogenous-reactive index and k (r= 
—.556, p«0.02). Decreased glucose utilization 
was not associated with severity of depression as 
measured by the Hamilton or Zung Depression 
Scales, Hamilton subscales (agitation, retarda- 
tion, anxiety, mean  calories/24 , hours, 
calories/Body surface area (Kg/M?) pulse, or 
physical activity score; К was also not 
significantly related to the use of chloral hydrate 
for sleep (r—.177). 

Figure 2 presents data on mean FFA levels 


before and after glucose load. FFA levels of 


depressed patients did not differ significantly 
from normal controls at any of the time 
intervals. Large standard deviations in the data 
from both groups indicate a wide range of 
variability of FFA levels. It is of interest that no 


Taste I 


M n 


Product Moment Correlations 
Depressed Patients 
NENNEN 
Endogenous- 
Cal/ Reactive ^ Activity Натікоп ^ Hamilton Hamilton 
Age Cal. BSA Index Score ^ Depression Retardation Agitation 
NNNM M 
Fasting Glucose 
(mgm/DL) .514*  .042 — —214 .090 —3811 —221 .094 O11 
NNNM te 
k ~ 520" .081 378 —.604** 440 —.124 —.438 .178 
Fasting FFA i 
(nmoles/m1) 338 202 042  —.105 —.186 —,402 017 123 
O E ld 
FFA 30 Min. 274 .281 —.114 061 —.298 —.808 019 .104 
FFA 60 Min. 083 316 .018 —.064 —.191 —.271 —.287 313 
*p<0.05 
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Fic. 2.—Serum FFA after Glucose Load ` 


depressed patient or normal control subject 
failed to have a normal physiological decrease in 
FFA level after glucose load. All subjects had a 
marked lowering of FFA values which persisted 
during the entire sixty minutes that FFA were 
measured. In depressed patients, fasting FFA and 
FFA after glucose injection were not correlated 
significantly with endogenous index, аре, 
cal/BSA, physical activity score, pulse, or 
Hamilton Depression Ratings (Table II). On the 
day the sham glucose injection (saline) was given 
the mean fasting FFA was 580.8+190.3 
nmoles/ml. After saline injection the mean FFA 
values did not differ significantly from the fasting 
level. In addition, neither the direction nor the 
degree of change in FFA values after saline injec- 
tion was associated significantly with any of the 
other biochemical or behavioural variables. 
Analysis of FFA levels on Day 1 (611.2*254.9 


nmoles/ml) versus Day 2 (627.34+234.2 
nmoles/ml) showed no evidence of a significant 
‘novelty effect’. 

Serum insulin and human growth hormone 
levels were determined for 16 depressed patients 
and 8 normal controls. Mean fasting HGH for 
depressed patients (3.51 ng/ml) did-not differ 
significantly from that of normal controls (2.18 
ng/ml) and did not correlate with k or any of the 
other biochemical measures. Figure 3 contains 
data for the response of serum insulin to glucose 
load. Serum insulin levels were. higher in 
depressed patients at all times, but this difference 
was statistically significant only for the data from 
the fasting, four minute, and twenty minute 
interval samples after intravenous glucose. 
Within the depressed group no associations were 
found among serum insulin, age, caloric intake, 
and severity or type of depression. 
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Discussion . 

Mendels and Cochrane (1968) have suggested - 

that endogenous factors may in fact represent the 
core of depressive symptomatology, whereas 
.. reactive factors may be associated with other syn- 
 dromes having depression as one of several 
symptoms. This could help to explain the 
consistency in the findings of the four studies of 
glucose metabolism in depression, including the 
present report, that have attempted to 
distinguish between Орои and reactive 
depression. 

Although Herzberg ef а! (1968) reported no 
abnormality of glucose metabolism in their 
depressed group as a whole, a closer look at their 
data reveals that in those patients who were given 
an intravenous glucose tolerance test, 
endogenous depression was associated with a 
lower k (mean=1.48) than was reactive depre- 
sion (mean k=3.18). Their criteria for diagnosing 
endogenous and reactive depression were those 


of Mendels (1968). Comparison is more difficult 
with other studies because different systems for 
categorization of depression have been used. 
VanPraag and. Leijnse (1966) found that those 
patients with low glucose utilization rates had a 
preponderance of depressions of endogenous 
origin, but only noted that endogenous 
depression was characterized by a family history 
of depression апа the absence of precipitating 
factors. Mueller's group diagnosed patients as 
psychotic or neurotic and found lower glucose 
utilization rates in those with psychotic depres- 
sion (Mueller et ai,-1969; Heninger et al, 1975). 
Psychotic patients were also said to have severe 
endogenous depression, but the criteria for 
making this distinction were not stated. 

It is somewhat surprising that despite 
differences in. diagnostic specificity there should 
emerge a finding of decreased glucose utiliza- 
tion in the endogenous subgroups of all four 
investigations. A likely explanation could be that 
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variations in physical activity or diet, factors 
known to influence glucose metabolism, may 
have been present in all endogenous patients 
across the studies. Our study is the only one that 
has actually calculated calories consumed versus 
calories offered, and we have found no associa- 
tion between diet and endogenous depression or 
k* The problem of the influence of physical 
activity is more troublesome. A positive correla- 
tion between psychomotor retardation and k was 
noted in one previous study (Heninger et al, 
1975). We found no relationship between k and 
the psychomotor retardation subscale from the 
Hamilton Depression Rating Scale or the 
physical activity rated by nursing staff over a 
sixteen hour observation period. Although 
evidence from our study indicates that low levels 
of physical activity were not responsible for low k 
in endogenous depression, it could be argued 
that the ratings for physical activity were not 
sufficiently objective to discriminate actual 
physical energy expended. Telemetered move- 
ment measures could be employed in future 
studies to help answer this question. 

Impaired glucose tolerance in endogenous 
depression cannot be explained by a diminished 
insulin response to glucose, since serum insulin 
levels were not negatively correlated with 
endogenous-reactive index and serum insulin 
levels were higher in depressed patients than in 
normal controls. This suggests a form of insulin 
resistance. Decreased sensitivity to exogenous 
insulin has also been described in psychotic or 
endogenous depression (Mueller et а/, 1969). The 
exact molecular details of how insulin exerts its 
metabolic effects remain obscure (Martin, 1976). 
However, it is known that the response to insulin 
for glucose membrane transport mechanisms 
can be affected by other neuro-humoral agents, 
anti-insulin antibodies, and peripheral tissue 
resistance of the insulin membrane receptor 
(Kahn et al, 1976). The possible role of anti- 
insulin antibodies or membrane receptor abnor- 
malities in depressive illness has not been tested, 
but methods currently exist for studying these 
processes (Kahn et al, 1976). 

Elevations in any of several neurohumours, 
including HGH., catecholamines and cortico- 
steroids can decrease glucose utilization. by 
acting as anti-insulin factors. There was no 
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difference between our depressed patients and 
normal controls in fasting HGH levels, and 
neither k nor endogenous depression correlated 
with HGH. Mueller et al (1969) found that 


‚ glucose resistance to exogenous insulin in 


depression could not be explained by HGH 
levels. HGH response to amphetamine stimula- 
tion was found to be lower than normal in 
endogenous depression by Langer et al (1976). A 
diminished HGH response to insulin-induced 
hypoglycaemia in post-menopausal women was 
held by Gruen et al (1975) to be consistent with 
low catecholaminergic activity in depression. 
Blockade of norepinephrine by nicotine did not 
affect the impaired glucose utilization іп 
VanPraag апі  Leijnse's (1966) depressed 
patients. 

Pryce (1964) could not find an association 
between urinary excretion of 17-hydroxy 
corticosteroids and lowered glucose utilization 
rates in depression. Although most depressed 
patients do not have elevations in serum cortisol 
levels after accommodation to the psychiatric 
ward (Coppen, 1976), some may have cortisol 
abnormalities if studied carefully with frequent 
sampling or by stressing with the dexamethasone 
suppression test (Carroll et al, 1976). Since 
simultaneous measurement of serum cortisol 
levels and glucose utilization has not been done, | 
no definite conclusion can be reached regarding 
the role of corticosteriods in producing lowered 
glucose utilization rates in depressive illness. 

Our results do not support previous findings 
of abnormal FFA metabolism in depression. We - 
could find no evidence to suggest that decreased 
glucose utilization was related to FFA. 
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Plasma Amino Acid Levels in Huntington's “Chorea. 


By J. A. G. WATT and W. L. CUNNINGHAM 


SUMMARY Concentrations of plasma amino acids in nine patients 


with Huntington’s chorea and nine control patients were studied while 
diet and drug therapy were controlled. Significantly low values for 
threonine, alanine, isoleucine, leucine, lysine and histidine were found 
in the Huntington’s chorea patients. However, since different investi- 
gators have failed to establish a consistent pattern of abnormality, 
it is considered that the findings are probably due to non-specific 


factors. 


Introduction 


The aetiology of Huntington’s chorea, a 
hereditary disease with both psychiatric and 
neurological manifestations, remains unclear, 
although recent investigators have reported 
abnormal neurotransmitter metabolism or func- 
tion (е. Fisher et al, 1974), impaired carbo- 
hydrate tolerance (e.g. Podolsky and Leopold, 
1974 and 1977), increased secretion of growth 
hormone (e.g. Phillipson and Bird, 1976) and 
decrease of certain plasma amino acids (e.g. 
Perry et al, 1969; Phillipson and Bird, 1977). 
In this respect Bruyn (1966) and Oepen and 
Oepen (1965) had detected no urinary or 
serum abnormalities, but Perry et al (1969), 
employing amino acid analyser chromatography, 
reported reduction in plasma proline, alanine, 
valine, isoleucine, leucine and tyrosine in 19 
Huntington’s chorea cases compared with 18 
chronic schizophrenics and 20 healthy adults. 
These findings were confirmed in a further 12 
patients, but not in 31 asymptomatic offspring 
(Perry et al, 1972). Yates et al (1973) noted a 
significant reduction in plasma tryptophan but 
not in tyrosine. Phillipson and. Bird (1977) 
reported reduced. fasting plasma concentra- 
tions of leucine, isoleucine, valine and free 
tryptophan but no reduction of tyrosine or 
phenylalanine. 

The present study was undertaken in 1970, 
repeating the work of Perry et al (1969) but 
controlling diet and drug therapy. 


Patients and Methods 
Patients 

Three men and six women with Huntington's 
chorea, and all but one with a degree of 
dementia but otherwise healthy, met the dietary 
and drug withdrawal requirements closely. 

Psychiatric in-patients who were receiving no 
drugs were selected as controls. They were 
matched for sex and general health, and despite 
difficulty in pairing there was no significant 
difference in the means of the ages of the two 
groups (59:9 years. for patients and. 61-2 for 
controls). Their diagnoses were: arteriosclerotic 
dementia in two cases, and: senile dementia, 
presenile dementia, diffuse sclerosis, post- 
encephalitic psychosis, post-traumatic psychosis 
and alcoholic dementia in one each, with in 
addition a case of manic-depressive. psychosis 
of long standing. 

Control patients had been drug-free for 
several months. Of the nine with Huntington's 
chorea, seven had received no drugs for at 
least one month before the investigation, one 
none for nine days and one continued on pento- 
barbitome as a hypnotic. All subjects were 
admitted to the Metabolic Unit at Royal 
Dundee: Liff Hospital for ten days; they were 
kept in bed in the morning but activity was not 
otherwise restricted. Each subject was given a 
constant daily protein intake of до grammes, and 
as far as possible caloric and fluid intake were kept 
constant from day to day for each individual. 
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Methods 

On the tenth day a fasting TN of venous 
blood was taken at about 9 a.m.; this was 
transferred to a tube containing heparin and 
. centrifuged at 3,000 r.p.m. for 5 minutes, and 
the plasma was pipetted off. An equal volume of 
o:6 M trichloracetic «acid was added to 
precipitate protein, and after further centrifuga- 
tion the supernatant was removed and stored 
at —20 *C. 

"Assay of the amino acids was by the method of 
Spackman et al (1958), i.e. by chromatographic 
separation and ‘estimation on an: automated 
amino acid analyser. 

Student's ^t' test was used to calculate the 
level of significance of the results. 


Results 


The Table shows the fasting plasma amino 
acid concentrations, and it can be seen that, 
unlike Perry and his co-workers, we did not find 
a significant difference in the concentrations of 
proline, valine or tyrosine, but differences were 
found for threonine, lysine and histidine. We 
confirmed their findings for alanine, isoleucine 
and Meine: 
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Determination of glutamine, glutamic acid, 
citrulline, gamma-aminobutyric acid and aspa- 
raginé was unsatisfactory, and these substances 
have therefore been omitted from the analysis. 

Two additional. female controls met the 
criteria for the study, and the nine patients were 
compared with the eleven controls. As the mis- 
matching in age was most noticeable for males, 
the six female patients were compared with eight 
female controls in order to determine whether 
the male mismatching materially affected the 
results. Increasing the control group to eleven 
increased the significance for threonine, and 
comparison of female groups only rendered non- 
significant the differences in isoleucine and 
leucine, which latter may well be attributable 
to smaller sample sizes. 


Discussion 

There is conflicting evidence on the effect of 
age on plasma amino acids. Ackerman and 
Kheim (1964) found: that, when comparing 
healthy young- people with — comparatively 
healthy old people, 11 of 1g amino acids were 
lower in the plasma of the aged; valine, iso- 
leucine, leucine’ and: lysis: ‘were among the 


TABLE . ) 
Шаны plasma amino-acid concentrations in patients with Huntington s chorea and onsets чеч iid SD in pmolejmi) 
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dino асы Huntington’s chorea 9 Controls Significance 
Taurine 0:049:1-0-013 0:053 -F-0*014 NS 
Threonine* 0'1154:0:026. 0*150::0*029 P< 0:05 
Serine ` 0*0934-0: 020 0: 108 +07017 NS 
Asparagine 0:047 0-010 0:0514-0+010 NS 
"Proline 0:173:2-0:032 o> 182-402033 NS 
Glycine n ra 0'231 -0'056 0.245 £0045 № 
Alanine* s s 0°270+0°043 0* 334 -+0:030 Р < осо: 
Valine a ee "D 0:219-2-0:047 0:242-L-0:037 NS 
Cystine. o ‘a 0'047 -0'012 0:050-L6-011 NS 
Methionine 0-020 40 '004 0:021--0*005 NS 
Isoleucine* 0*057-1-0-012 0:071 -0'015 Р < 0-05 
Leucine* 0:115-ko-016 01370018 Р < 0:02 
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Phenylalanine 0053 +-0°008 0-058-+0-013 NS 
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“Arginine 0°084-+0-019 0*078-L0-020 NS 


seit i iai ette arr it rti miim miam erri 





396 
eleven. On the other hand, Wehr and Lewis 
(1966), on comparing young and old, detected 
only an increase in ornithine in the aged. We 
therefore tried to match our patients and con- 


trols as far as possible. This was satisfactorily: 


achieved for female subjects, but the three male 
controls (65, 68 and 6g) were somewhat older 
ап the male patients (57, 58 and 66). However, 
Ackerman and Kheim compared subjects with 
an average age of 29 with others whose average 
age was 67, and it is probable that the small 
difference in average age of our two male 
groups was of little consequence. 

Another: variable which might conceivably 
have influenced the results was the presence or 
absence of dementia. As it happened, eight out 
of nine in both patient and control groups were 
demented, but no attempt was made to quantify 
the degree of dementia. Wehr and Lewis (1966) 
reported no difference in plasma amino acid 
levels when comparing aged healthy subjects 
with aged demented patients. 

Ottosson and Rapp (1971) compared serum 
levels of phenylalanine and tyrosine of sufferers 
from Huntington's chorea and of other patients 
and found both amino acids to be significantly 
reduced in the former group. They considered a 
number of variable factors, such as drug therapy, 
diet, muscle hyperactivity and weight, and 
suggested that, since their patients with Hun- 
tington's chorea were, on average, nearly 8 kg 
lighter than the controls, differences in protein 
metabolism secondary to non-specific physical 
deterioration accounted for the differences in 
serum phenylalanine and tyrosine levels. 

Philipson and Bird (1977) found reduced 
fasting plasma concentrations of leucine, iso- 
leucine, valine and free tryptophan, but not of 
tyrosine or phenylalanine, those six being the 
only amino acids estimated. In their paper they 
also noted high fasting concentrations of non- 
esterified fatty acids, and they had previously 
(1976) observed elevated fasting plasma growth 
hormone. They commented that Huntington's 
chorea is frequently associated with increased 
appetite, increased food intake and weight loss 
and drew a parallel between their findings and 
the known biochemical changes in starvation. 
Their nine patients had a mean weight of 56 kg 
and the nine. controls of 66 kg. Although this 
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difference in weights is not discussed in the 
paper it may have influenced. their, expressed 
views on the similarities between starving 
individuals and patients. with Huntington’s 
chorea. The weight of one of our nine patients 
had not been recorded, but the average of the 
other eight was 58 kg and of the nine controls 
59 kg. Thus Ottosson and Rapp’s conclusion 
was not pertinent to our study, and although we 
detected low levels of the branched-chain 
amino acids (leucine, isoleucine and valine) as 
did Phillipson and Bird (1977), the weights of 
our patients did not appear to be correlated 
with them. 

This investigation was undertaken to deter- 
mine whether or not the results of Perry et al 
(1969) could be attributed to failure to control 
drug and dietary regimen. We confirmed their 
findings only in respect of three amino acids 
and detected low levels of three others. They, 
Phillipson and Bird (1977) and we in the present 
study all found reduced values for the branched 
chain amino acids leucine and isoleucine. 
However, it seems distinctly possible that no 
specific abnormal amino acid pattern exists 
and that the reduced values result from environ- 
mental factors. 
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Teaching Psychotherapy in Mental Hospitals 


By S. LIEBERMAN, R. J. HAFNER and A. H. CRISP 


е SUMMARY This paper deals with the early results and problems of 
establishing and developing a regional training programme in psycho- 
therapy, using peripatetic senior lecturers. The difficulties of a psycho- 
analytic approach to psychotherapy in mental hospitals are discussed, 
and a model of psychotherapy more suitable for general application 
in mental hospitals and district general hospital psychiatric units is 


proposed. 


Introduction 


Attitudes towards the importance of psycho- 
therapy as a clinical skill within psychiatry vary 
widely. At St George’s Hospital and the related 
medical school it has been highly regarded for 
a long while and it is relatively well developed 
as a clinical resource and also as an aspect of 
both undergraduate medical and postgraduate 
psychiatric education. 

When ongoing responsibilities for aspects of 
postgraduate training in psychiatry in the 
South West Thames Region were assumed 
jointly by the Academic Department of Psy- 
chiatry at St George’s and the Regional clinical 
tutors about three years ago, it became evident 
that the current psychotherapy resources avail- 
able within the teaching hospital could not 
cope with the additional load, given that there 
seemed to be very few other consultant psycho- 
therapists available to complement such teach- 
ing elsewhere within the Regional psychiatric 
services. The development of psychotherapy 
skills and some knowledge of the subject is 
nevertheless expected by the Royal College of 
Psychiatrists to form part of the preparation of 
candidates for examination for College Mem- 
bership. | 

As part, therefore, of the development of 
postgraduate training in the Region, two senior 
lecturer posts in psychotherapy (one psycho- 
dynamically, the other behaviourally orientated) 
were created, funded by the Regional Health 
Authority and located within the Department 
(Crisp, 1977). Each full-time post comprised 
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eight senior lecturer sessions complemented by 
three NHS consultant sessions at St George's 
Hospital, thereby providing each incumbent 
with a personal clinical base. From this base the 
senior lecturers were to conduct psychotherapy 
training within each of the mental hospitals in 
the region. Before this task was commenced, a 
questionnaire survey concerning psychotherapy 
in the Region was conducted, aspects of which 
are reported elsewhere (Hafner et al, 1977). 


The Training Programme 

The тї mental hospitals in the Region all 
differed in fundamental ways, and because of 
this no attempt was made to standardize the 
training programme. Instead, different 
approaches were tested in those hospitals 
where they appeared most appropriate. These 
approaches included the following. 


1. Individual supervision of psychotherapy 

This required trainees to find suitable patients 
and for practical reasons was based on a time- 
limited goal-orientated approach. Emphasis 
was placed on the family and interpersonal 
context of treatment. Once it was established 
that both patient and trainee were agreed on 
initial treatment goals, specific techniques and 
the effect of these on both patients and trainees 
were discussed. If a particular case appeared to 
require a mainly behavioural approach, super- 
vision was balanced by discussion of the possible 
psychodynamics and conversely. Because of the 
emphasis on the patients’ relationships with 
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others and the ways in which the nature of 
these seemed relevant to their psychiatric 
problems, any splitting between psychodynamic 
and behaviourist viewpoints rarely occurred. 
Instead, supervision focused on the most 
effective ways of generating useful changes in 
patients! relationships with others, in the course 
of which psychodynamic and behaviouristic 
techniques and concepts were usually com- 
bined. Videotaped feedback of trainee-patient 
interaction. was used with those trainees who 
‘wished it. 


2. Tutorial groups 

'These were based on reading material pro- 
vided which covered. a wide range of psycho- 
therapeutic concepts and techniques. Emphasis 
was placed on the relevance of these to the 
psychotherapy and management of patients 
in the environment of a mental hospital or the 
psychiatric unit of a district general hospital. 
Videotaped recordings of various treatment tech- 
niques and approaches were included. Multiple 
choice questionnaire assessments were made at 
intervals to enable trainees to assess their 
comprehension of the material discussed. 


3. Informal groups 

These were deliberately kept unstructured in 
order to allow. trainees to become better 
acquainted and to exchange honest and open 
views about their relationships with each other 
and any interpersonal problems in their work 
environments. A secondary goal was to allow 
trainees the experience of open discussion in a 
group of peers, with the hope of increasing their 
capacity to be usefully involved in therapeutic 
groups with patients. Where appropriate these 
"informal groups included role play of various 
types, sometimes with videotaped feedback of 
role performance. 


4. Miscellaneous 


In two hospitals, supervision along the lines 
described under individual supervision was 
given in groups of three to five trainees, for a 
period of one year. — — 

In those hospitals where trainees wished to 

/ start their own therapeutic groups with patients, 
extra individual supervision was given. 
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Several trainees. were so anxious about learn- 
ing facts for examinations that their psycho- 
therapy supervision needed initially to be 
factual and academic rather than clinical. 


Results and Problems 

1. Logistics ia 

We decided that 10 of the 1 1 mental hospitals 
in the Region should be visited at least twice 
a month throughout the year. One, 65 miles 
away from our base, was visited monthly. We 
achieved this complex task in the following 
manner: four hospitals. were visited. by both 
R.J.H. and S.L. concurrently, one by both 
alternately, three by S.L. alone and three by 
R.J.H. alone. Where only one of us visited a 
hospital, he would ideally be replaced by the 
other after a year to allow a greater breadth of 
tuition. It became clear that trainees greatly 
preferred the continuity of meeting with just 
one of us, rather than seeing us both on alternate 
visits. ' LEB TERE. 2 

Thirty hours weekly of secretarial time have 
been required. to supplement our peripatetic 
role. Our travelling time between hospitals has 
averaged over four hours a week by car, and 
we believe that future posts of this nature, where 
a car is essential, should incorporate a special 
car and mileage allowance. 


2. Group vs Individual supervision 

Nearly all trainees. preferred individual to 
group supervision of. their psychotherapy. 
Generally, our attempts at group supervision 
were unsatisfactory. This was reflected mainly in 
poor attendance, and was a problem we shared 
with the two specialist psychotherapists already 
in the Region. We therefore now offer individual 
rather than group supervision whenever possible, 
for the following reasons: 

(i) During group supervision, the most con- 
fident and assertive trainees tended to mono- 
polize discussion, restricting the opportunities 
of those who were often most in need of super- 
vision: and who were generally also the most 
reluctant to present cases for discussion. 

(ii) In groups, trainees were generally 
reluctant to talk about their feelings toward 
patients, about treatment failures or abou 
personal problems or difficulties. During indi- 
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vidual sessions, and particularly once an open 
relationship between trainer and trainee had 
developed, it was usually possible for trainees 
to talk about both positive and negative 
feelings towards patients (and colleagues), and 
about personal problems. About one fifth of 
trainees revealed profound problems, often 
related to their transportation to an alien 
culture, with key family members left in their 
country of origin. It was not unusual for trainees 
to have to leave for their country of origin at 
short notice on account of illness, death or other 
problems in their families. Given. such back- 
ground difficulties, it was surprising to us that 
so few trainees became unable to carry out 
effectively. their often burdensome service and 
training commitments, 


3. Choice of psychotherapeutic models 

Many consultants and most of the trainees 
equated psychotherapy with formal psycho- 
analysis. They construed the apparent failure 
of the psychoanalytic approach in a mental 
hospital setting as a failure of the entire psycho- 
therapeutic approach. This helped to explain 
the rejection of psychotherapy by several 
consultants: one actually described psycho- 
therapy as ‘a disease’. 

Psychotherapeutic models embrace indivi- 
dual, group, marital, family and behavioural 
approaches, within all of which theoretical 
emphases vary widely. For example, individual 
psychotherapy includes psychoanalysis, psycho- 
analytically orientated psychotherapies, inter- 
personally orientated (Sullivan, 1954) and 
client-centred (Rogers, 1959) psychotherapies 
and transactional analysis (Berne, 1961) to 
name but a few. A realistic objection to any 
formal psychotherapeutic approach in a mental 
hospital is related to the burden of caring for 
psychogeriatric апа · long-stay psychiatric 
patients, with the necessary emphasis on 
physical treatments. The relatively high inci- 
dence of psychotic disorders and their good 
response to drugs further dilutes the attractive- 
ness of psychotherapy. In particular, we found 
that concepts accepted as basic to psycho- 
analytic thinking, such as the treatment alliance, 
transference and counter-transference (Sandler 
et al, 1970a, b, ©) and interpretations (Sandler 
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et al, 1971) were often poorly understood by 
trainees, who found them difficult to put into 
practice. For example, requesting a patient to 
form.a treatment alliance and to adopt an 
active and self-exploratory role within it often 
simply exposed the massive and perhaps in- 
soluble personal and interpersonal problems 
which had led to the patient's admission to a 
mental hospital. Trainees who had attempted 
insight-oriented psychotherapy. with | such 
patients, without giving full consideration to 
the treatment alliance, were sometimes rebuffed 
or disappointed in a way that left them doubtful 
about their psychotherapeutic ability. | 

Experiences of dramatic, intense or delusional 
transferences had sensitized many trainees to 
the whole area of patients’ feelings towards 
them, and many found it difficult to acknow- 
ledge or discuss their feelings towards patients. 
This inability may serve an important protective 
function in a mental hospital: with so many 
chronically or severely disturbed patients, the 
predominant feelings of trainees towards some 
of them may be of frustration, anger and 
despair. To acknowledge such feelings in the 
absence of a supportive relationship with peers 
or seniors may be very painful. 

Interpretations were a particularly trouble- 
some problem in that many trainees felt that the 
essence of successful psychotherapy was to 
make authoritative interpretations as soon as 
possible. These frequently produced unexpected 
or undesirable reactions in patients unprepared 
for them. Accurate interpretations often merely 
exposed underlying problems too difficult or 
painful for patients to examine. 

We therefore tried to develop an approach to 
psychotherapy which integrated at a basic level 
concepts and postulates common to a wide range 
of established psychotherapeutic approaches. 
Selected trainees could proceed to more sophis- 
ticated models. Our basic approach may be 
summarized as follows: 

(i) Establish a treatment alliance based on 
realistic goals judged to be attainable within 
a maximum of 15 one-hour sessions at weekly 
or fortnightly intervals, or within. any more 
flexible schedule requiring a maximum of 15 
hours. Be prepared to revise initial goals in 
the light of progress. 
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(ii) Conceptualize the development -and 
maintenance of'the patient's symptoms and 
problems in terms most appropriate to the work 
required for their resolution. Take care to 
distinguish the conception of causality, whether 
based on psychoanalytic, behaviouristic, object- 
relations or any mixture of these and other 
approaches, from the work required to help 
generate goal-oriented change. 

(iii) Recognition of the transference and the 
counter-transference is an important basic skill 
in goal-oriented psychotherapy, and is often 
essential in dealing with aspects of the patient- 
therapist relationship which hinder the attain- 
ment of treatment goals. The making of appro- 
priate interpretations of aspects of the trans- 
ference requires a greater skill and training. 
A satisfactory treatment alliance should allow 
patients to talk openly about their feelings to- 
wards the therapist. At times an honest expression 
of the therapist's feelings towards the patient 
may dramatically affect the course of therapy. 

(iv) If the patient's relatives, friends or other 
mental health workers are needed for the 
achievement of treatment goals, then extend 
them a personal invitation which outlines the 
reasons for offering,them the opportunity of 
becoming involved. 

(v) All appropriate means of extending 
patients’ behavioural and conceptual abilities 
should be used, including modelling, role play 
and corrective feedback, as well as specialized 
behavioural techniques such as exposure in vivo 
or response prevention. Before using potent 
behavioural techniques it is important to,obtain 
the patient's informed consent. If such consent is 
not readily forthcoming, this may indicate that 
psychotherapy should be re-directed to help 
the patient to further examine or strengthen 
existing psychological defence mechanisms. 

4. Positive and negative responses r 

The initially negative response to our visits of 
a small number of consultants was overcome 
except in one hospital, from which, after a year, 
we were excluded. This exclusion was parti- 
cularly worrying because the trainees had made 
it clear to us that they welcomed our visits. It 
emphasized, however, the need to generate and 
maintain a regular liaison with consultants, so 
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that our work with their juniors and its effects 
could be discussed and modified if necessary. 
In several hospitals, consultants became regular 
or occasional attenders at our tutorial and 
informal groups, and we have little doubt that 
it is at these hospitals that our teaching of 
psychotherapy is having the most impact. 
Discussion 

Our own: preliminary survey (Hafner et al, 
1977) and an RMPA Memorandum (1971) 
had suggested that only half of trainee psychia- 
trists working in mental hospitals received any 
training in psychotherapy. Our subsequent 
experience confirmed this, and also confirmed 
the questionnaire findings that the attitudes of 
consultants to psychotherapy varied from highly 
favourable to highly unfavourable, with barely a 
quarter favouring a psychoanalytic approach. 
These attitudes were broadly shared by trainees 
in the registrar grade, and this finding supports 
Skottowe’s (1964) suggestion that psychiatrists 
acquire their clinical skills and attitudes mainly 
through incorporation of the examples set by 
their seniors. This implies that exposure to 
radically different models of psychiatric treat- 
ment will generate conflict in trainees. Where 
this did occur as a result of our supervision, 
most trainees were able to cope very well and 
often seemed to benefit from the related mental 
effort. Only in the hospital from which we were 
excluded did our psychotherapeutic approach 
prove incompatible with established treatment 
styles. А 

Part of. the explanation for the apparent 
failure of a psychoanalytic approach to appeal 
to more than a quarter of consultant psychia- 
trists working in mental hospitals may relate 
to its development within. the private consulting 
room. Access to psychoanalysis is generally 
restricted to those who occupy the higher socio- 
economic strata. The problems such people 
bring to the private consulting room seem to be 
very different from those of patients in mental 
hospitals. These latter exhibit much more 
frequently gross behavioural and interpersonal 
deficits which contribute both to their relatively 
low socio-economic status and to their admission 
to mental hospitals. We agree with Goldstein 
et al (1973) and Liberman et al. (1975) that such 
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people often require psychotherapy aimed 
initially at enabling them to increase the 
effectiveness of their interpersonal behaviour. 
Subsequently or concurrently they may benefit 
from exploration of the historical antecedents 
of their problems, perhaps along psychoanalytic 
lines. But such an exploration on its own often 
merely exposes or underlines patients’ contempor- 
ary problems, inducing a reaction which renders 
them less, and not more, accessible to change. 
Because of the speed and intensity of the 
development of transference in many mental 
hospital patients offered psychotherapy, we 
emphasized the importance of trainees creating 
a framework in the very early stages of psycho- 
therapy which allowed patients to discuss their 
often strong (and to them perhaps alarming 
and inexplicable) feelings, both positive and 
negative, towards the trainee. We advocated 
aspects of the counter-transference as potentially 
valuable therapeutic tools to be actively used 
where the trainee judged that the patient could 
benefit from information about the feelings he 
engendered in the trainee. Trainees were en- 
couraged to point out that if the patient caused, 
without being fully aware of it, such feelings in 
others this might explain aspects of the beha- 
viour of others which had previously seemed 
undesirable and inexplicable to the patient. 
Our approach has similarities with those of 
Ellis (1964), Rogers (1959), and others who 
emphasize the contemporary as well as the 
historical determinants of psychiatric disorder. 
Where trainees showed interest in a particular 
approach, this was fostered. Our main object 
was to allow the maximum possible number of 
trainee psychiatrists in mental hospitals to 
experience a practical psychotherapeutic alter- 
native or supplement to drugs and physical 
treatments. They may then develop their own 
models of psychotherapy, or turn to others such 
as the psychoanalytic model, or revert to the 
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almost exclusive use of physical treatments. Our 
experience so far indicates that a substantial 
proportion of trainees usefully increased the 
range of their psychotherapeutic activities as a 
result of regular meetings with us. 
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An Unusual Case of the Capgras Syndrome 


By M. J. FIALKOV and ASHLEY H. ROBINS 


SUMMARY A variant of the Capgras syndrome is described in a 


43-year-old woman who had vitiligo and multinodular goitre. The 


unusual feature of the case was that the patient not only misidentified 
members of ber own family but also claimed that she herself had been 


replaced by a double. 


Introduction 

The Capgras syndrome, first described in 
1923 by Capgras and Reboul-Lachaux, is a 
delusional state in which the individual believes 
that the identity of a closely related person 
has been assumed by a double. The syndrome 
has been reviewed elsewhere (Enoch et al, 
1967; Merrin and Silberfarb, 1976). We wish 
to report an unusual variant of this syndrome. 


Case Report 


Mrs L. was a 43-year-old woman, born in 
Germany, who had emigrated to South Africa 
in 1957. She was the youngest of three siblings 
and had had a normal developmental back- 
ground. After a high-school education, she 
attended a school of hotel management in 
Switzerland. She married in 1961 and has two 
sons aged 12 and 10 years. Her pre-morbid 
personality was described as being of the 
schizoid type, and she had had long-standing 
psychosexual problems which contributed to 
an unhappy marriage. Her mother had hypo- 
chondriacal traits, and a maternal aunt had 
committed suicide. 

In 1960 she sustained minor injuries to the 
head and body in a motor accident, but there 
were no post-traumatic sequelae. In the same 
year, following an influenza-like illness, she 
developed extensive vitiligo involving the face, 
trunk, arms and legs. According to her husband, 
a multinodular goitre had been present since 
he first met her in 1960, but the date of onset 
of the goitre could not be reliably established. 
She had apparently received treatment for 
subclinical hypothyroidism at one stage, but 
records were unavailable. 

As reported by the husband, the patient's 
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menta! illness started in 1972 with the gradual 
development of the delusional phenomena 
described below. Although the content of her 
delusions had remained fairly fixed since that 
time, her general behaviour had slowly deterio- 
rated, with progressive apathy, social with- 
drawal and loss of interest in the personal care 
of herself and her children. An increasing rest- 
lessness and inability to manage even basic 
household tasks necessitated admission to hospi- 
tal in 1976. 

On admission she was dishevelled and neglec- 
ted in appearance. Physical examination con- 
firmed the presence of a large multinodular 
goitre. There were no neurological abnor- 
malities. 

The mental state assessment noted a highly 
suspicious woman who was perplexed by, and 
objected to, her admission. She resisted question- 
ing and refused medication. There was no 
clouding of consciousness, no definite formal 
thought disorder, and no evidence of halluci- 
natory experiences or of clinical depression. 

When addressed by her name, she vehemently 
denied that she was Mrs L. Furthermore, she 
denied emphatically that her husband -and 
two children were members of her own family. 
She accused her husband of being an imposter, 
and said that her real spouse was a spy attached 
to the FBI who could not claim her for fear of 
reprisals. She asserted that she had originated 
from the planet Uranus but had been trained 
by the FBI as a doctor. She believed that she 
was part of an American secret political organi- 
zation with whom she was in telepathic contact. 
This organization had altered her features to 
make her look like ‘the real Mrs L.' Her face 
had been deformed to resemble Mrs L’s face 
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by enforced plastic surgery, and she bad been 
burned by fire in an American hospital (which 
was her explanation for the vitiligo). She was 
I5 years younger than Mrs L. but, apart from 
different hair-styles, she looked almost exactly 
like her. She had been thrown into Mr L’s house 
merely to replace his true wife who had eloped 
some time before. She had pleaded with Mr L. 
to return to the real Mrs L. She herself was wait- 
ing for a spaceship to take her back to Uranus. 

A diagnosis of paranoid schizophrenia was 
made in which Capgras symptoms predomi- 
nated. 

Routine urinalysis, haematology and syphilis 
serology were normal Chest X-ray, skull 
X-ray and EEG were normal. Computerized 
axial tomography detected no brain abnor- 
mality. Thyroid scan showed an irregular, 
mult-nodular goitre, but thyroid function 
tests (T resin test and serum total T,) gave 
normal results. Specific immunological tests 
were undertaken, with the following results: 
parietal cell, intrinsic factor, mitochondrial, 
smooth muscle, anti-nuclear and thyroglobulin 
antibodies were negative; immunoglobulins 
(IgG, IgA, IgM) and complement were normal. 


Discussion 


Recent literature has highlighted the role of 
organicity in the aetiology of the Capgras 
syndrome (Hayman and Abrams, 1977; Merrin 
and Silberfarb, 1976). Special investigations on 
this patient failed to reveal evidence of coarse 
brain disease. 


suggestive of an auto-immune basis (Cunliffe 
et al, 1968), and this possibility seemed to be 
strengthened by the additional association of a 
schizophrenic illness, a condition in which 
elevated immunoglobulin levels have been 


However, the coexistence of, 
marked vitiligo and thyroid disease was strongly ' 
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reported (Strahilevitz e? al, 1976). However, a 
full battery of specific immunological tests 
gave negative results and thus effectively 
excluded an auto-immune process. 

Enoch et af (1967) have interpreted the 
Capgras syndrome as a disturbance of ego- 
function which pervades the whole personality. 
They proposed that the problem of ambivalence 
and the mechanism of projection are funda- 
mental to the understanding of the psycho- 
pathology. A psychodynamic basis should be 
considered in this case, especially in view of the 
cosmetically disfiguring vitiligo and the resultant 
body-image disorder. 

The Capgras syndrome is a specific delusional 


‘misinterpretation and non-recognition of per- 


sons either related to, or closely involved with, 
the patient, who believes that such persons have 
been replaced by an exact double. T'he case 
described here is unusual and illustrates a 
feature to which we have not found previous 
reference. The patient was convinced that she 
herself had been mistakenly identified with the 
person of whom she was only a substituted 
double, i.e. she showed delusional self- 
misidentification. 
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Alcoholism. New Knowledge and New Respon- 
ses, Edited by Grirrira EDWARDS and Manaus 
Grant. London: Croom Helm. 1977. Pp 359. 
Price £11.95. 


The Editor suggested two hundred words as 
sufficient to review this valuable book, on a subject 
that must be of growing importance to psychiatry, 
thereby demonstrating that one statement ‘problems 
relating to alcohol are not every doctor's cup of tea’ 
was no mere platitude. There are precious few 
platitudes in this book outside the Presidential pre- 
faces. The 31 chapters are, we are told, the product 
of a lively four-day meeting in 1976 of senior doctors, 
Boggle if you must. In three sections: scientific 
understanding, varieties of harm, treatment and 
education, these well-written and well-informed 
chapters span the important current aspects of 
alcoholism. 

Epidemiology is expertly covered by Kreitman, 
and there are succinct chapters on the relationships 
of alcohol consumption to alcoholism. Most clinicians 
will find the perspective in Robinson’s chapter to be 
novel. Orford modestly ventures an excellent, clear 
statement of what psychology offers. Shields reviews 
the evidence for а genetic basis for alcoholism and 
in во doing almost comes off the fence to suggest that 
—well, perhaps all things considered—it is difficult 
quite to gainsay that there might be one. 

The varieties of harm discussed are overwhelmingly 
somatic and social. There are chapters on alcoholic 
liver diseases and neurological disorders and the 
pancreas and endocrinopathies and blood disorders — 
all good for physicians’ souls, I suppose, and all 
written very much to the point and often to the 
decimal point or the biochemical flow diagram. 
(Nothing yet on Zieve’s syndrome, but keep your 
eyes peeled in 1978.) Sometimes these physicians 
betray a stereotyped view of alcoholism which the 
authors of the previous chapters have been attempting 
to dispel: ‘the majority of patients admitted with 
alcohol-associated pancreatitis are not true alcoholics 
but are heavy “binge” drinkers. The typical story 
is of a young male, in the habit of spending several 
pounds per week on alcohol . . /. How true is ‘not 
true’? There then follow more harms, with brief 


chapters on self-poisoning, head injuries, impact on 
family and home and on work, road accidents, crime 
and suicide. Unfortunately—yes, that’s not too 
strong—psychological harms receive no chapters, 
though surely most clinicians who treat alcoholics for 
their alcoholism would view these as the principal 
areas of concern. So there 1s no chapter on withdrawal 
symptoms, none on the alcoholic black-out or 
palimpsest, none on morbid jealousy, none on 
personality factors, none on dementia, none on 
tolerance. Some, though by no means all of these 
subjects receive mention in the chapters in the first 
section, A chapter that reviewed excessive taking of 
alcohol in conjunction with other drug misuse would 
have been instructive. I sense that the psychiatrists 
have leaned over backwards to let the physicians 
pitch in with their ha'porths and have not insisted on 
striking a proper balance. 

In the third section the argument moves forward 
from facts towards services. Clare admirably sum- 
marises reports on the efficiency of different treatment 
regimes. Rathod writes a deceptively simple chapter 
on "Making Treatment Better’. ‘The patient always 
has to fit in with the system, and if he does not he 
finds himself deprived of the chance of having treat- 
ment and is labelled as unco-operative Why, oh 
why, is this obvious point so little heeded? Chapters 
follow on detoxification centres, on the primary 
health care team, a racy commonsense contribution 
this, by Acres, on co-operation between psychiatrist 
and physician (now you see it, now you don’t, two 
chapters) and on the changing role of the psychiatrist. 
This last is really an axe-to-grind plea for the parti- 
cular form of Utopia hatched by the Maudsley 
Alcohol Pilot Project. It is not bad as Utopias go 
but a little less certitude and zeal in the pushing of it 
might occasion more support; there are, after all, 
other systems that other dedicated workers might 
more modestly proclaim. Davies contributes the 
final chapter on education for the various professional 
groups concerned. І believe that medical students 
are nowadays better taught about alcoholism than 
he thinks. However, the principles he enunciates are 
admirable. 

This is a good, authoritative book, a credit to the 
editors, These are not simply the papers presented ata 
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conference but expanded and rethought versions of 
them. Because of its multi-author, multi-subject, 
multi-disciplinary format it cannot, of course, 
contain any consistent exposition or overview of the 
subject. Experts in any particular aspect will probably 
already have met the information here and the word 
‘up-to-date’ might fairly have replaced ‘new’ in the 
subtitle. The book’s appeal, therefore, will be to 
those who are already concerned with the subject 
but wish to have its growing points all brought 
together. Anybody concerned to know where we are 
at in alcoholism can read it with confidence. The 
publishers have stuck a high price on it, and readers 
may rightly complain that a book as expensive as 
this should have its printed lines justified. I hope this 
will not prevent it from having the wide readership 
it deserves because of its breadth of coverage and the 
clarity of its content. 

I pose one question. Will the Colleges of Physicians 
and Psychiatrists, whose Presidents proclaim the 
subject matter to be so important, be doing anything 
to foster the inclusion of its information and ideas in 
postgraduate training programmes and to garner the 
fruits in examinations over which they exert an 
influence? I doubt it. Well, it may happen in 
Regents Park where verb. sap. does not always pass 
unheeded, as the latest number of the Journal of ihe 
Royal College of Physicians bears witness. 


Nar Kessgx, Professor of Psychiatry 
University of Manchester 


Depression and Schizophrenia: A Contribution 
on their Chemical Pathologies. By H. M. 
van Praac. London: SP Medical & Scientific 


Books. 1977. Pp 274. £15.00. 


The most widely supported hypotheses for affec- 
tive disorder and schizophrenia implicate dysfunction 
of aminergic systems of one kind or another. Reduced 
activity in serotoninergic or noradrenergic neurones 
is usually postulated for affective illness, whilst the 
transmethylation hypothesis, increased dopaminergic 
or reduced noradrenergic activities are usually 
proposed for schizophrenia. Of the two areas of 
inquiry, that into the affective disorders is the more 
developed from the points of view of the amount of 
information accumulated on the characteristics and 
accompaniments of these conditions, and on the 
properties of the various antidepressant drugs. 

The point has now been reached where this corpus 
of knowledge has become increasingly difficult to 
reconcile with the initial amine hypothesis for 
affective disorders, and it is becoming clear that new 
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ideas need to be formulated and tested. The present 
hypotheses for schizophrenia look equally attractive 
or unattractive, depending on your point of view. 

At this interesting stage in the development of 
research into these two groups of illnesses, this 
volume is to be welcomed, and Professor van Praag 
is a distinguished and thoughtful investigator who 
has contributed to the knowledge of both. 

Here he has summarized the main data on amines 
currently available and relevant to the functional 
pychoses, and he has tried to evaluate complex and 
often puzzling findings in this difficult area. The 
method of marshalling material has tended to keep 
each logical step to a brief chapter so that the reader 
is led relatively painlessly through the mass of 
information and can more easily follow the progres- 
sion of the arguments. This book should be of use to a 
wide spectrum of readers. 


Davip M. Suaw, M.R.C. Scientific Staff 
Whitchurch Hospital, Cardiff 


Hashish. Studies of Long-Term Use. Edited by 
Costas STEFAN, Rura Dornsusy, and Max 
Fring. New York: Raven Press. 1977, Pp 195. 
$15.00. 


Some problems are by their nature resistent to 
scientific investigation. The epidemiology of illicit 
actions is one of these, and the experimental study 
of the effects of long-term illicit behaviour is little 
easier; but Dr Stefanis and his collaborators have 
come as close as possible to making a really valuable 
contribution to our knowledge of one such kind of 
behaviour—the long-term use of hashish. Because the 
methodological problems (chiefly the correct defini- 
tion, discovery and persuasion of cases and controls to 
collaborate) are virtually insoluble, there is never 
likely to be general agreement about the result of 
any studies in this field, particularly when the results 
run against the judge's own prejudice. However, there 
have now been several studies in addition to this one 
in Greece (for example in Costa Rica, India and 
Egypt), and the major conclusions of the present 
authors regarding all of them are worth quoting from 
page 156: ‘The studies fail to define an inherent 
toxicity to the nervous system, mental status, or 
medical complications for long-term cannabis use. 
Differences among the studies are seen largely in the 
incidence of psychopathologic abnormalities.’ The 
chicken and egg controversy is not likely to be re- 
solved by these, nor indeed by any studies that 
employ a retrospective method for case finding. (As 
good a brief summary of present knowledge as one 
is likely to find is contained in the Drug Link Informa- 
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tion Letter (1977) 2, Issue No. 4, pp. 3-4, published by 
the Institute for the Study of Drug Dependence in 
London.) 

Britain has recently reduced the penalty for pos- 
session, though seizures of cannabis reported to the 
International Narcotics Control Board continue to 
rise. But the belief of the authors that ‘much of the 
pressure for the study of cannabis has been relieved’ 
may be justified: if so, one is even more relieved to 
bear it. In a collection of studies carried out in 
Greece mainly by Greek authors it is surprising to 
find no mention of Professor G. Joachimoglou, who 
wrote tbe chapter on hashish in Heffter's Handbuch der 
Pharmakologie as long ago as 1924—himself a Greek, 
and fortunately still very much amongst us in Athens. 


С.К. B. Joyce 
Medical Department CIBA-GEIGY Lid, Basle 


Ethical Issues in Sex Therapy and Research. 
Edited by Winuiam Н. MASTERS, VIRGINIA! Е. 
JOHNSON and Ковккт C. Когормү. Boston: 
Little, Brown. 1977. Pp 227. $12.50. 


The book is a record of papers read and discussion 
verbatim at a conference of 32 professional participants 
at the Reproductive Biology Research Foundation in 
January 1976. Its purpose was to meet the need for 
public accountability in face of ‘rampant charlata- 
nism' in therapy and 'trickery, quackery or erotic 
exploitation' practised under the euphemism of 
research. The best summary of the conference is in 
Masters own survey with linking comment in 
Chapter 8. 

The ethics of sex therapy come in Chapter 6, 
opened by Redlich and continued by Marmor and 
others. The values which Masters and Johnson 
profess, and convey expressly to their patients, are 
(1) that sex is a natural function; (2) that therapy is 
more the removing of cultural and psychological 
obstacles than the learning of procedures; and (3) that 
treatment is directed at the dysfunction of the couple, 
not of individuals. (The third would rule out at once 
the use of ‘surrogate’ partners, said here to be wide- 
spread in the USA, for ‘people who do not have 
access to sexual partners’). Sexual activity between 
therapist and patient ix ‘condemned by all prac- 
titioners except an irresponsible fringe'—on account 
of trauma in the patient, conflict of interest in the 
therapist, and damage to confidence in the morality 
attaching to his role. (‘In raising such questions, one 
asks how, if at all, the values of the profession of 
medicine and the enterprise of prostitution. could 
support each other’). Also rejected are physical 
examination for the sake of erotic arousal (the risk is 
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lessened in a ‘dual sex' team); nudity and demon- 
stration; observation of sexual activity {except in 
research); and—learned from experience, including 
the first ten years of Masters and Johnson themselves 
—surrogate partners, The reasons against the last are 
prudential: risk of gossip (a count against group sex 
therapy also) and a realization that a patient may 
need love as well as sex. Virginia Johnson’s reflections 
on developments in the work of the Foundation singe 
1958 are of value. 

Chapter 7 is on desiderata in the training of 
therapists. It includes the ethical standards set by the 
American Association of Sex Educators and Coun- 
sellors, one of six groups accrediting sex therapists in 
the USA without apparent coordination. 

Research occupies the middle of the book. Kolodny 
and Machlin disagree on the difference between sex 
research and other forms of research, and on the 
propriety of combining research with therapy in this 
field—the difficulty lying in the subtle coercion 
potentially involved. There should be no research 
participation in clearly wrong or illegal activities— 
though no reluctance cither to change public 
attitudes or laws. The protection both of researchers 
and of human subjects is discussed; so is the problem 
of deception, the equivalent of placebo, when 
detection and measurement may affect the research 
subject himself. Informed consent gave a lot of 
trouble. For some discussants its high place on the 
fashionable ethical scale denies prisoners and infants 
‘the right’ to be given an informed consent to be 
experimented upon! A chapter on confidentiality 
opened up differences between the heroic and the 
prudent—between those who would in no circum- 
stances divulge a confidence and those who would, 
¢.g. to warn a consort about a venereally infectious 
partner or to comply with the law on notification; and 
between those who see public advantage in telling 
parents of an XXz XYY child as an adjunct to its 
upbringing (‘reward’ training but no ‘punishment’ 
training) and those who see none (because, with the 
scientific basis for the link of an XYY chromosome 
with personality so tenuous, stigmatization would do 
more harm than good). 

The introductory chapters put the conference in 
historical ‘and theological perspective. The first is 
nostalgic for the battles of long ago to establish birth 
control and open inquiry into sex: good for wavering 
morale, no doubt, but irritating to the fussy by the 
confusion of ‘ethics’ with taboos. The second suggests 
that sharper theological insights come from strong, 
identifiable traditions, represented in discussion by 
the rabbi and the Roman Catholic priest, than from 
eclectic syntheses as represented in the opening 
Protestant paper. 
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The book comes from North American experience, 
but it will have its uses elsewhere. May we therefore— 
or is it already too Jate?—laugh the Americans out of 
that gynaecophobia which makes them write ‘he or she’ 
on every page, when strong men and women are 
content with ‘he’? 


G. R. DUNSTAN, Professor of Moral and Social Theology, 
King’s College, London 


Psychiatry. Essentials of Clinical Practice. By 
Там Gregory and DONALD J. SMELTZER. ‘Boston, 
Mass: Little, Brown. 1977, Pp 343. $12.50. 


This most enjoyable book is the outcome of under- 
graduate teaching in psychiatry at Омо State 
University and has been written to be read in 
conjunction with lectures and ward teaching. 

Its 343 pages cover almost every branch of psych- 
iatry and include a: comprehensive review of psycho- 
analytic theory, schools of Рве аеру psychology 
and genetics. 

It is closely written but very well set out. The 
authors have managed to make psychiatry readable, 
reasonable and believable and the multiple choice 
questions at the end of each chapter are a pleasant 
method of revision. 

The fact that this book has been written for 
Americans poses a few difficulties, the most important 
being that the trade and generic names of some of the 
drugs used will be unfamiliar іо the English reader. 
Despite this, Chapter 8 on Psychotherapeutic Drugs 
and Electrotherapy is particularly well and clearly 
written and describes dosage, side effects and contra- 
indications in drug therapy in a way that would be 
very helpful in a clinical setting. 

The majority of the references are from American 
journals, but in the chapter on Schizophrenia, where 
one would expect differences in diagnostic nomen- 
clature, many of the references are from the British 
Journal of Psychiatry and the chapter correlates well 
with British teaching. 

This book may be too detailed for the average 
undergraduate but is an excellent reference book for 
the library of both general medical and psychiatric 
hospitals. It will be most valuable for postgraduates 
studying for the M.R.C.Psych. and M.R.C.P. 

The reviewer learnt a lot and at the cost of $12. 50 
in limp back it is excellent value. , 2 


JOAN SNEDDON, Lecturer in Peitai, 
University of Sheffield 
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Phenomenology and Treatment of Depression. 
Edited by Упллам E. Fann, ISMET KARACAN, 
Arex D. Pokorny and Ковевт L. WILLIAMS. 
New York: Spectrum Publications, 1977. Pp 350. 
£15.00. 


This book records the proceedings of a symposium 
held in Houston, Texas on 4 and 5 December 1975. 
The contributions, therefore, are sometimes a little 
out of date: Glassman and his colleagues in their 
excellent summary of the significance of plasma levels 
of tricyclic antidepressants do not consider the 
possible relevance of any plasma binding of the 
drug, while Davis’s chapter on biogenic amines 
perpetuates the now improbable view that mono- 
amine oxidase inhibitors are antidepressant. Never- 
theless the book is outstanding for two reasons: firstly, 
it covers almost every current approach to depression 
(phenomenology' in the title has a much wider 
meaning than in Europe) and secondly, many of the 
contributors—including Bruch, Davis, Fink, Glass- 
man, Kane, Mendels, Prange and Zung) are world 
authorities. There is much to interest all chnical 
psychiatrists, and I personally would particularly 
recommend Kane’s article on psychiatric distur- 
bances associated with the use of contraceptive 
steroids, two contributions on suicide ‚Ьу Decker and 
Pokorny ard an unusually lucid account of current 
psychoanalytic concepts of depression by White. 

' The book will find favour with psychiatrists in 
training and with consultants and can be recom- 
mended to psychiatric libraries. The publishers’ . 
assertion on the book-jacket that it will also be valued 
by psychologists, general practitioners, clinical nurse 
practitioners, medical students, social workers, 
psychopharmacologists, etc, etc, is undoubtedly pure 
puffery. 


KENNETH GRANVILLE-GROSSMAN, $ 
Consultant Psychiatrist, St. Mary's Hospital, London 


Handbook of ‘Studies on Depression. Edited by 
GrazamM D. Burrows. Amsterdam: Elsevier/ 
North Holland Biomedical Press. 1977. Pp 419. 

. $68.95. 

‘Following a joint meeting in 1975, the Australian 
and New Zealand College of Psychiatrists and the 
American Psychiatric Association decided to produce 
a comprehensive survey of depression, and this 
volume was the outcome. The format chosen was to 
ask experts to write chapters reviewing their area of 
interest,'concentrating mainly on their own research 
work, The scope of the main areas of inquiry was 
extensive, and the book has been divided into four 
sections, dealing with classification, phenomónology 
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and aetiology; treatment; current research; and a 
part for miscellaneous problems. 

All too often such books are uneven: in quality or 
seem dated by the time they appear. The standard 
achieved here is high, and the editor and individual 
authors must be given credit for an excellent review 
of the current position of this complex problem. It is a 
scholarly contribution, in sufficient detail to give 
insight into the problems at the limits of currently 
available knowledge, and for this and its breadth of 
coverage it will become an essential ‘addition to the 
shelves of the postgraduate library. 


Davip M. Sgaw, Member of the External Staff of MRC, 
Whitchurch Hospital, Cardiff 


Modern Problems of Pharmacopsychiatry. 
Vol.” 12. Behaviour and Pharmacology. 
Edited by J. К. WITTENBORN. Basel: S. Karger. 
1977. Pp 99. $19.00. 

This publication reports a one-day symposium on 
behaviour and pharmacology at the Twenty-First 
International Congress of Psychology held in Paris. 
It consists of five papers by different authors, together 
with a foreword, an introduction and the editor’s 
review of the symposium. The content is limited to 
the behavioural effects of pharmacological sub- 
stances in ‘normal’ man and laboratory animals and 
1s not concerned with the clinical use of drugs. In fact 
it is about psychopharmacology rather than pharma- 
copsychiatry. 

The first paper is an interesting discussion, at an 
abstract level, about the concepts of a theory and a 
theoretical model in this field. The logical deficiencies 
of many research strategies are skilfully exposed. The 
second paper is also concerned with research 
methodology and reviews current deficiencies in the 
design of studies on the effects of psychotropic drugs 
in healthy volunteers. The third paper is a compre- 
hensive review, with 117 references, of the effects of 
various psychotropic drugs on several areas of 
human behaviour. This is followed by an account of 
eight experiments on the effects of chlordiazepoxide in 
laboratory animals. The final contribution reviews 
eight papers which were also presented at the 
Congress and which describe current research 
projects in different fields of behavioural pharmaco- 
logy. 

Despite some stimulating contributions and a good 
review article, it is doubtful whether this volume has 
sufficient content to warrant publication in book 
form; however, it would be a useful addition to the 
library of a Department of Pharmacology, Psychiatry 
or Psychology. 

J. H. Dowson, Lecturer in Psychiatry, 

University of Cambridge 


Amnesia. Second edition. Edited by C. W. M. 
WnurrTY and О. L. ZanowaL. London: Butter- 
worths. 1977. Pp 306. £9.50. 


Another edition of this book is welcome. There are 
contributions from psychiatrists, psychologists, å 
neurologist, a neuropathologist and a criminologist. 
In the ten years since the first edition the study of 
amnesia has been mainly pursued by experimental 
psychologists, and their achievements are critically 
evaluated by Malcolm Piercy in an admirable 
opening chapter. It may be surprising for some to 
learn of the major disagreements that exist between 
groups of psychologists on fundamental issues. Is 
short-term memory really intact in Korsakov’s 
syndrome, as 1з traditionally held? Is amnesia a 
single entity, or do different clinicopathological 
conditions produce specific patterns of memory loss? 
A medico-legal section is again useful to those like 
myself who have been baffled by the decisions of 
courts whenever the issue of amnesia, particularly 
alcohol-induced, crops up. There is a new section on 
psychoanalytic theories of amnesia by Michael 
Feldman. He proposes a ‘schema’ to account for the 
interplay between ‘memories, wishes, fantasies and 
impulses’. Cognitive models of memory are again in 
fashion amongst experimental psychologists, and this 
proposal should seem less foreign to them than in 
previous decades. Piercy notes that ‘a prominent 
feature of much recent work in amnesia is its close 
association with theories of normal memory pro- 
cesses’, As this latter area has one of the fastest 
growing literatures in the entire scientific field, even 
the well-read psychiatrist faces a daunting task in 
contributing to the current debates on the nature of 
amnesia. To assist him, the editors might include, in a 
third edition, a concise review of the state of know- 
ledge on normal memory. This second edition, 
however, is highly recommended to psychiatrists, 
whether analyst or neuropsychiatrist. 


J. Curtin, Lecturer in Psychiatry, 
Institute of Psychiatry and King’s College Hospital, London 


Asthma. Edited by T. J. Н. CLARK and S. GODFREY. 
London: Chapman and Hall. 1977. Pp 409. 
£10.75. 


The management of patients with asthma is 
invariably challenging, occasionally frightening, but 
often: very rewarding. Its many aspects are well 
covered in this very useful, up-to-date account. The 
editors are both experienced respiratory physicians, 
one in adult medicine and the other in paediatrics, 
and they themselves are largely responsible for the 
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more practical sections of the book devoted to clinical 
management. In specific chapters, such as those 
dealing with pathology, physiology, immunology and 
pharmacology, the specialist contributors maintain a 
uniformly high standard. Inevitably there is some 
repetition—especially in the chapters on therapy— 
but the advice is generally so sound that it bears 
repeating. 

" To avoid interrupting the flow, referencing has 
been deliberately avoided and each chapter is 
followed by a short list of further reading; while this 
is appropriate for the more individual opinions in the 
sections on management, I found the absence of 
references detracted from such otherwise authori- 
tative reviews as those of physiology and occupational 
asthma. There are few gaps, but the brief mention of 
analgesic-induced asthma might be expanded to 
include the frequently associated sensitivity to 
tartrazine—a ubiquitous colouring agent lurking in 
many tablets, whose possible effects should be known 
to all doctors prescribing for patients with asthma. 


Estimates of the prevalence of asthma range as high 
as 4 per cent of the population. Of course in hospital 
practice our attitudes are biased by seeing only the 
more severely affected patients. Might one perhaps 
suggest that psychiatrists, seeing an even more 
selected group of patients, tend to overestimate the 
importance of psychological factors? Most non- 
psychiatrists who treat asthma (of whom your re- 
viewer is one) will readily admit (as indeed will most 
patients) that emotional factors can provoke or 
exacerbate an attack, but they will resist the idea 
that the emotions play a major aetiological role in 
other than the occasional patient. But, as one of the 
editors of this book says in discussing the role of the 
psyche: 'Patients, relatives, clinicians and scientists 
engaged in this controversy usually base their argu- 
ments on views that cannot be proved and hold to 
their opinions with the conviction that only ignorance 
can sustain’. The chapter on psychiatric aspects (by 
Dr S. I. Cohen) gave, to a non-psychiatrist, an 
interesting review of psychological influences on the 
airways (again the lack of references was frustrating), 
but I found the argument that absence of allergy was 
evidence in favour of psycho-pathology unconvincing. 


In summary, I would strongly recommend this 
book to anyone interested in asthma, but those who 
regard asthma as primarily psychosomatic may 
find some lack of sympathy towards their views. Of all 
the chapters, perhaps the last (and shortest) should be 
the most widely read. Although entitled *Role of the 
family doctor in management, it should be read by 
any doctor treating patients with asthma, since it 
(correctly in my view) identifies the individual who 
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should be most involved in managing asthma. This is 
not the respiratory physician or the psychiatrist, not 
even the family doctor, but the patient himself. As the 
author rightly points out, a major aim of management 
is education of the patient (or his parents), and any 
episode of severe asthma should be regarded as a 
failure of previous medical care. 


G. J. Ствзом, Senior Registrar, 
Chest Clinic, Hammersmith Hospital, London 


Emerging Concepts of Alcohol Dependence. By 
E. MaNsELL Patrizon, Marx B. SosELL and 
LixpA С. SoBELL. New York: Springer Publish- 
ing Co. 1977. Pp 335. $18.95. 


Since the Second World War, alcoholism has been 
viewed less as a moral problem than as a disease. 
There is no doubt that this change has been a welcome 
one and has led to considerable resources being 
donated by medical and social care agencies to the 
alcoholic. Such an approach, however, has led to 
certain doubtful propositions e.g. that there is a 
unitary concept which can be called alcoholism; that 
alcoholics and pre-alcoholics differ in some essential 
psychological or physical way from those without 
this problem; that alcoholics experience irresistable 
compulsions and once they begin drinking enter a 
continuous drinking bout; that alcoholism is a 
progressive disease which is totally irreversible. 

This volume challenges such basic traditional 
concepts. This is done by the use of a series of papers 
published elsewhere with commentary on these 
papers, together with critical essays on traditional 
concepts and the development of a revised model of 
alcohol dependence. It should be stated here that the 
authors have perhaps overestimated the rigidity which 
those of us in the alcohol field have towards the so- 
called basic concepts, i.e. many people already do 
accept their revised model, at least in this country. 

Nevertheless this is a very important book, as 
nowhere else is the evidence for and against tradi- 
tional concepts so easily available. This book is 
primarily for specialists in the alcoholism field, 
irrespective of discipline, providing they have a 
sound knowledge of basic concepts. For such people 
it will become obligatory reading. 


B. D. Honz, Consultant Psychiatrist, 
Withington Hospital, Manchester 
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Alcohol-Related Disabilities. Edited by G. 
Epwarps, М. M. Gross, M. KELLER, J. Moser 
and R. Room. World Health Organization. 
1977. Pp 154. $7.20. 


This WHO publication starts off with a a Report by 
a Steering Group on ‘Criteria for Identifying and 
Classifying Disabilities related to Alcohol Con- 
sumption’; the ‘alcohol dependence syndrome’ is 
outstanding among these disabilities but is by no 
means the only one. There follow six individual 
contributions, among them ‘A Lexicon of Disable- 
ments related to Alcohol Consumption’ by Mark 
Keller, until recently Editor of the Journal of Studies 
on Alcohol; Measurement and Distribution of 
Drinking Patterns and Problems in General Popu- 
lations by the Californian Social Research Worker 
Robin Room; a review of ‘Psychobiological Contri- 
butions to the Alcohol Dependence Syndrome’ by 
the late Milton Gross, himself a leading research 
worker in this field; and chapters dealing with 
detection instruments, legislation and social security 
programmes concerning alcohol-related disabilities. 
These chapter headings reflect the variety of import- 
ant subjects debated in this volume by members of 
various professional disciplines. The material pre- 
sented will repay close study by anyone interested in 
drinking problems. 


M. M. GLATT, 
146 Harley Street, London 


The Growth of Crime. By Sır Leon RApziNOowraz 
and Joan Kino. New York: Basic Books. 1977. 
Pp 342. £6.95. 


When an eminent scholar retires and writes a new 
book on his field of study high expectations are 
aroused. Sir Leon Radzinowicz’s international 
background and international fame has intensified 
this expectation. The Growth of Crime is somewhat of an 
anti-climax, for it is a good basic introductory volume 
on criminology. It is certainly the kind of book that 
psychiatrists can read easily and quickly and indeed 
should read, for it will give them a glimpse into a 
discipline which impinges on their daily work but 
which was almost certainly neglected in their train- 
ing. However, we are not here in the presence of a 
scholarly masterpiece. It is, for example, almost 
entirely unreferenced. There is no new theory, 
proposal, or philosophy discussed, in spite of the fact 
that the text of this two-author book is liberally 
peppered withI' and ‘myself’. 

Once the initial disappointment has faded it is 
possible to appreciate that the book is really a 
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balanced account of criminology today. It begins 
with the world-wide increase in crime figures and 
the evidence there is that this is only the tip of the 
iceberg. One or two criminological theories to 
account for this are briefly discussed before two good 
sections on the legal response and the enforcement of 
the law. I particularly liked the chapter on deterrence. 
It ends with two chapters on penology, one on 
prisons, the other on alternatives to prison, 

Psychiatrists will be delighted that they are m 
mentioned, and the sickness model of crime, even the 
social sickness model, is eschewed. Maybe this is a 
further reason for regarding the book as a good 
brief up-to-date introduction to criminology. 


Jonn Gunn, Director, 
Special Hospitals Research Unit, London 


Child Behaviour Problems: An Empirical 
Approach to Management. By Rocer Mo- 
AuLEY and Patricia MoAvutey. London: 
MacMillan Press. 1977. Pp 240. £7.95, £3.35 
(paperback). 

Although behaviour modification has won for 
itself a limited place in child psychiatric management 
in the United Kingdom, experience in its use has been 
confined to a relatively small number of centres. One 
reason for this may be that the texts describing its use 
are mainly American and are written in a language 
more suited to the understanding of the experimental 
psychologist than to the practising child psychiatrist. 
Ss and Es are only translated with difficulty into 
patients and therapists. The problem is, of course, by 
no means entirely linguistic, for the impression 
created by the clipped mechanical style of writing in 
such contributions is not calculated to appeal to the 
clinician who feels that his therapeutic effectiveness is 
determined by his personality as well as by his 
techniques. 

This book aims to fill a gap by providing the 
clinician concerned with disturbed children with a 
body of behavioural theory and a repertoire of 
behavioural methods. I felt that it succeeds admirably 
in this task, and would recommend it wholeheartedly 
to all psychiatrists, psychologists, social workers and 
non-medical psychotherapists who wish to extend 
their knowledge and therapeutic skills into the 
behavioural field. The two authors, a child psychia- 
trist and a social worker, have described behavioural 
assessment together with the planning and conduct of 
treatment regimes in a relatively jargon-free and 
unpretentious manner. The content contains a good 
balance of theory, systematic advice, case histories, 
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and practical suggestions which have obviously 
emerged from. a good deal of experience. The 
children and families described are of a type that will 
be familiar to anyone working in a child guidance 
clinic or hospital child psychiatric department. It is 
perhaps a little surprising that there is no discussion 
of the use of behaviour techniques with autistic 
children, as it is with such children, as well as with the 
rfentally handicapped, that these techniques have 
been most systematically developed and appraised ; 
but this omission will not cause grief to the many 
child psychiatrists for whom autism is ‘a rarity in 
clinical practice. 

One aspect which I wish the authors had discussed 
in a little more detail is the possible need for a change 
in child psychiatric clinic or department organization 
that might be needed to deliver short intensive 
courses of treatment. The authors describe instances of 
nine or ten hours over a couple of weeks being 
devoted to a aingle case. Now the total amount of time 
required is not unreasonable, but most clinics are 
geared to providing once a week or less frequent 
treatment and could not readily adopt this practice. 
It would have been interesting to know how ‘the 
authors deal with this problem. 

Some aspects of the behavioural approach will 
doubtless repel those who believe that it is the child 
psychiatrist’s job solely to ascribe meaning to 
experience, but for those who consider that there may 
well be a number of different ways to help children 
and families in distress these authors offer one route 
which at least lends itself to systematic evaluation. 
Although they say that they concentrate on their 
successes, I found it particularly refreshing that there 
should be a chapter devoted to failures. The authors 
claim only a 25 per cent success rate for their methods, 
It is difficult to know how to appraise this figure, as it 
is not related to a clear statement: of the raté of 
untreated remissions, and the criteria for success in 
the author’s terms are very strict. The percentage 
does, however, convey at least a disarming humility 
which is not always present in texts describing cither 
behaviour modification or other longer-established 
methods of treatment. ' 


Р. J. GRAHAM, Professor of Child Psychiatry, 
The Hospital for Sick Children, London 


Autistic Children. Compiled and Edited ' by 
BARBARA Furneaux and Brian ROBERTS. 
London: Routledge and Kegan Paul. 1977. Pp 
193. £5.50. 

This is a practical, down-to-earth, working guide 
on the everyday management of autistic children 
based on hard-earned knowledge. It has few ‘refer- 
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ences and no index and is certainly not the *compre- 
hensive account of the present state of knowledge 
about autism’ claimed in the blurb. Indeed, to those 


.workers who have to get on with the job, and who 


find the debates on aetiology unhelpful, it is more 
useful than such an account would probably be. Such 
work is tremendously demanding, and in this book 
there is insufficient emphasis on the clinical necessity 
for ongoing staff groups and case conferences which 
include all the professionals involved. One wonders 
whether this explains the sense of impatience with 
some misdiagnoses and treatments, and the some- 
what strident and surely nowadays unnecessary 
insistence on a central role for the teacher. 

. Many more special units are needed, and their 
developers will profit from the detailed description 
of the two excellent units here. Surely the publishers 
could have risen to some illustrations, if only dia- 
grammatic plans. These minor criticisms apart, I 
highly recommend this book. А 
ANTRONY С. CARROLL, Clinical Director Child Psychiatry, 
Regional Hospital, Galway 


Personality Structure and Measurement, By 
Н. J. Eysenck and S. B. G. Eysenck. London: 
Routledge and Kegan Paul. 1977. Pp 365. £3.50. 

This book is a reprint of the original 1969 edition 
which reported a highly important investigation into 
the structure of personality by, essentially, factor- 
analyzing the intercorrelations of items in the three 
most well-known factored personality questionnaires 
—those of Guilford and Cattell together with 
Eysenck's EPI. The question they were attempting to 
answer-was this: What are the major personality 
factors ? 

The results seemed to demonstrate clearly that 
extraversion and neuroticism were the main stable 
factors and that the Cattell primaries were not 
reliable enough to warrant measurement. However, 
in eight years much has happened to make these 
findings less than definitive. The Eysencks themselves 
have shown that factors of sociability exist and that P, 
psychoticism, is a most important variable; moreover, 
the ЕРІ has been displaced by the ЕРО. In addition, 
doubt has been cast on the rotational procedures of 
this study and on its general research design— 
relatively few of the Cattell and Guilford iterns were 
included. 

Thus, this is still an important book, but, rather 
than reprinting it deserves a further edition in which 
objections and later findings can be discussed. It is, 
however, cheap. 


Pau Кілме, Reader in Psychometrics, 
University of Exeter 
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Correspondence 
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Letters for publication in the Correspondence columns should not о 
The Editor, British Journal of Psychiatry, 


SELF-INJURY IN THE 
SEVERELY DEFECTIVE ' 
DEAR SIR, 

Most mental deficiency hospitals have a few 
patients who habitually hit, bite, scratch or other- 
wise injure themselves and for whom satisfactory 
treatment is exceedingly difficult. Aversion therapy 
with electric shocks has been tried, but there are 
difficult ethical considerations in using this form of 
treatment. f ' 

We have recently had significant improvement in 
some of these patients by treating them with 
Baclofen, a drug which is a chlorophenyl derivative 
of the neurotransmitter GABA. The first change 
noted has been one of mood, when the patients are 
observed to be quieter and happier. Subsequently 
there has been a diminution in the amount of self- 
injury. Dosage has usually had to be increased, and 
in some improvement has now been maintained 
for more than a month. A few patients have not 
shown any improvement. 

Some of the patients having treatment are known 
epileptics. The only possible side-effect so far noted 
has been enuresis in a youth who had previously 
been toilet-trained. 

It will take a prolonged trial to assess this form of 
treatment, but the results so far seem to justify a 
preliminary report. 

D. A. PRIMROSE 
The Royal Scottish National Hospital, 
Larbert ЕК5 ЗЕН, 
Stirlingshire 


AN OPEN LETTER ON WARD ROUNDS 


Dear SIR, 


I was glad to see ‘An Ex-Patient’s’ letter in your 
correspondence column (Journal, January 1978, 132, 
111). Just such a protest was badly needed. My 
out-patient work nowadays brings me only tangen- 
tially in contact with those in-patient situations, 
and as an onlooker I have been astonished at this— 
as it seems to me—uncomprehending, even unfeeling 
practice. 
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rdinarily be more than 500 words and should be addressed to: 


17 Belgrave Square, London SWX 8PG 
. 
Psychiatric patients, by and large, are more 
sensitive to invasion of privacy than is the average 
person. Psychotherapy and, one would hope, other 
forms of psychiatric treatment pay tribute to the 
individuality of the person, and to the privileged 
position of communication between patient and 
doctor and within the therapeutic group. If those 
meetings, where less involved members of the Staff 
also attend, are considered necessary for teaching 
purposes, this ought to be discussed with patients 

beforehand, and their consent obtained. 


T. Ma 
Uffculme Clinic, De Ma 
Moseley, 

Birmingham B13 8QD 


CAPGRAS’ SYNDROME AND 
PROSOPAGNOSIA 
Dear Sir, 


Drs Hayman and Abrams, in their stimulating 
article (Journal, January 1977, 130, 68-71), have 
suggested that ‘prosopagnosia (face non-recognition) 
may be the primary expression of a specific cerebral 
dysfunction which forms the basis for a delusional 
elaboration resulting in Capgras’ syndrome’. We too 
have considered the possibility of contribution of a 
prosopagnostic mechanism in the pathogenesis of 
some other kinds of delusional misidentifications (3). 
We investigated eleven patients with delusional 
misidentifications (seven with Capgras’ syndrome, 
three with the/syndrome of Frégoli and one with the 
syndrome of subjective doubles) for prosopagnosia. 
The patients were matched for age, sex and educa- 
tional level to a group of healthy controls, and for 
age, sex, educational level and basic illness to a 
group of psychotic patients. The test for prosopagnosia 
by Tzavaras et al (4) was utilized. The patients with 
delusional misidentifications took a longer time to 
accomplish the test in comparison to the healthy 
controls (P < 0:01) but not in comparison to the 
psychotic controls. With respect to thé number of 
errors, the performance of the patients was (sur- 
prisingly) better than that of the psychotic controls 
(P « o-or) and did not differ from that of the 
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healthy controls. No differences were noted between 
the Capgras and the Frégoli groups of patients, 
either with respect to time taken for the accomplish- 
ment of the test or with respect to errors. 

The above observations have been incorporated in 
the Associate Professorship Thesis of the second of 
us (1) and in a paper presented at the 7th Greek 
Congress in Neurology and Psychiatry (2), but since 
both communications were made in Greek, Drs 
Hayman and Abrams could not have been aware 
of them. Ў 

C. SYNODINOU 
Department of Psychology, 
Paris University, Paris VII, France 


С. N. Curisropoutou 
Department of Psychiatry, 
Athens University, 
Eginition Hospital, Vas. Sofias 74, 
Athens, Greece 

A. TZAVARAS 

U ттт L.N.S.E.R. M., 
2TER, Rue d'AMsia, 
75014 Paris, France 
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RENIN AND DEPRESSION 
DEAR Sir, 

We have read the paper by Dr Hullin and his 
associates, ‘Renin and Aldosterone Relationship in 
Manic-Depressive Psychosis’ (Journal, December 1977, 
131, 575-81). We were particularly interested to 
learn about the ‘blunted response (of PRA) to change 
of posture’ in patients with primary affective dis- 
orders (PAD), similar to that observed in patients 
with ‘autonomic insufficiency and receiving f- 
adrenergic blocking drugs such as propranolol’, 

We should libe to comment that we ourselves 
(Altamura and Morganti, 1975) had at an earlier 
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date reported, in patients with endogenous de- 
pression, standing PRA values significantly lower 
than in healthy controls, whereas recumbent PRA 
values were only somewhat lower than in the same 
healthy controls but short of statistical significance. 
In those patients, treatment with lithium salts tended 
to raise both recumbent and standing PRAs. In that 
paper, also, we put forward the hypothesis of a 
reduced function of f-adrenergic receptors in endo- 
genous depression. More recent data, comparing 
PRA values in patients with primary and secondary 
depression (Altamura et al, 1977) apparently confirm 
our own earlier observation as well as those of 
Dr Hullin et al, namely that orthostatic stimulation 
would produce poor activation of the renin- 
angiotensin system in patients with primary 
depression, as it does in patients treated with B- 
adrenergic blocking agents—the same agents, in 
turn, producing depressive states (Waal, 1967), 
There is, however, a discrepancy between our recent 
findings and Dr Hullin's, i.c. that our patients with 
endogenous depression showed no tendency to 
increased recumbent PRA values but indeed the 
opposite. This may be explained in two ways. One is 
that Dr Hullin et al drew their data from a group of 
only three patients, probably not enough to warrant · 
final conclusions. And the other is that all three of 
Dr Hullin's patients might have been bipolars with 
rapid mood switches. Last, we may add that our 
follow-up observations of PRA values in three 
patients receiving long-term lithium therapy indicate 
continuing high values for both standing and 
recumbent positions after more than two years of 
treatment. 

A. C. ALTAMURA 
Department of Psychiatry, 
University of Milan Medical School 

А. ZANCHETTI 

Department of Medical Pathology, 
University of Milan Medical School 
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FAMILY THERAPY 


Dear Sr, е 


I was very interested to read recently the first 
article published on family therapy in this journal 
(Bruggen and Davies, November 1977, 131, 433-47). 

I felt that the systems perspective offered was a 
very narrow one, confined as it’ was to the family 
subsystem. There are clearly many important deter- 
minants of behaviour which lie outside the family, 
for instance within the health care delivery systems, 
as there are, too, arising out of biological, tempera- 
mental and maturational factors within the indivi- 
duals of a family. A systems model offers as powerful 
a method of examining the interaction of these factors 
as it does to the study of homeostasis in biological 
systems (or to the understanding of. development, as 
Leon Eisenberg recently illustrated in this Journal, 
September 1977). While a systems analysis may lead 
one to concentrate on trying to effect change within 
the family (and Hafner’s recent papers in this Journal, 
May and September 1977, suggest this may be just as 
important in aiding the remission of some adult 
psychiatric disorders as it is for disorders in childhood 
or adolescence) similar changes may be equally o» 
better achieved by restructuring the interface between 
the family system and the school or health care 
system, etc. The laws that one part of a system cannot 
be altered without resulting in some changes to the 
remainder, and that several different interventions 
may produce the same desired change, are funda- 
mental to therapeutic models based on systems 
theory. This is very clearly argued in the paper by 
Montalvo and Haley (1973) ‘In Defense of Child 
Therapy’; both are prominent as family system 
therapists. It equally clearly forms the basis of 
Minuchin's model of intervention with families, 
which not infrequently involves manipulating extra- 
family systems. The writings of these authors and 
others’ work earlier (e.g. Ackerman, 1967; von 
Bertalanffy, 1948) may well contribute as much to 
the understanding of human behaviour as, Keynes 
did to the understanding of the behaviour of national 
economics! i 

My other concern about Bruggen and Davies’ 
otherwise informative review was the claim that 
family therapy is most often conducted by co- 
therapists. This is most certainly not the case in 
North America, where family therapy is quite widely 
practised, and I have often wondered how much 
practice of using co-therapists in Britain has repre- 
sented a typically British compromise to deal with the 
hierarchial upset Bruggen and Davies acknowledge 
may occur with the introduction of family therapy to 
a clinic. The training aspect of co-therapy is obviously 
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an important one, although the use of one-way 
screens and videotape play-back offers a valuable 
alternative; an excellent review of such a supervisory 
method is provided by Montalvo (1973). 

Quantification in family therapy and therapy 
outcome research has begun. Epstein and his 
colleagues in this department, for instance, have 
carefully defined levels of therapist competence 
(Cleghorn and Levin, 1973), and are completing a 
series of family therapy outcome studies. 

As diverse studies as those by Hafner previously 
cited, and by Cunningham and Barkley in Oregon 
(1978) on the effect on maternal behaviour of 
sedation of children clearly point the way to some 
fascinating research on how family members behave. 
It is perhaps in research such as this and, in the 
studies of Rutter and his colleagues in England 
(1975), and Thomas and Chess in the United States 
(1977), that early models of integration of theoretical 
approach are being pioneered. It is unfortunate that 
while social learning/behaviouristic approach has 
been frequently represented in these attempts, a 
psychoanalytic perspective has yet to be introduced. 


Department of Psychiatry, 
McMaster University, 
Hamilton, Ontario, Canada 


Rosert M. WRATE 
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SPECIALIST NURSES 


Dear Sir, 


It appears from David Goldberg’s review (Journal, 
September 1977, 131, 320) that he would like to 
restrict lorry driving to pilots even when lorry loads 


are not delivered. ian 
Igstitute of Psychiatry, 

De Crespigny Park, 

Denmark Hill, 

London SE5 8AF 


Dear Sir, 


Professor David Goldberg’s witty review of our 
book Nurses in Behavioural Psychotherapy: An Advanced 
Clinical Role for Nurses (which he generously describes 
as an important monograph) should not distract 
attention from its findings. . 

He likens the nurse-therapist to a lorry-driver- 
turned-pilot, becomes captivated by his analogy and 
finds himself ‘as a passenger, when bad weather 
comcs' preferring a pilot *with some smattering of 
aerodynamics'. We are glad that Professor Goldberg 
is so confident of finding himself an experienced pilot, 
or perhaps he never intended actually to fly. For most 
of the population, pilots are unavailable for public 
transport, and private charter is beyond their means. 
In any case his is a lofüly elitist attitude towards 
both lorry-drivers and nurses. Is the smattering—or 
anything else—intrinsically beyond them? 

“The fact is that nurse-therapists have worked 
through some very heavy weather indeed, and the 
book showed that they proved, in behavioural 
psychotherapy, as skilled and as effective as psycholo- 
gists and psychiatrists. 

Argument by analogy is said to be the hallmark of 
the clergyman, but if analogies are to be used there 
may be a place for the more accurate as well as for 
the more amusing. And the more accurate analogy 
would see the psychiatrist or psychologist as architect, 
able to produce more and maintain standards, 
because of a trusted work-force trained to operate 
autonomously but always with the availability 
of consultation for design problems or trouble- 
shooting. - 

This analogy will not be unfamiliar to any con- 
sultant in psychiatry working with a multi-disciplinary 
team. Its operation frees the consultant to consult for 
more people, for research and for planning. It may 
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even, for the occasional professor of psychiatry, allow 
time for a humorous, if misleading excursion into 
print. Е 

J. Соммошу 
Westminster Medical School, 


17 Horseferry Road, 
London SWIP 2AR 
І R. Рнпротт 
Airedale General Hospital 
R. S. HALLAM 


N.E. London Polytechnic ` 


Dear $18, 


Professor Goldberg’s rejoinder (Journal, February 
1978, 132, 206) to Miss Skellern (Journal, February 
1978, 132, 205) adds confusion to the high-flown 
style and muddled thinking of his original review 
(Journal, September 1977, 131, 320). 

Dr Marks and his colleagues have demonstrated 
that nurses can be trained to provide behavioural 
psychotherapy which is as effective as that provided 
by psychologists and psychiatrists, Professor Goldberg 
seems concerned that this finding may upset estab- 
lished professional roles and relationships and that, . 
despite the research results, nurse therapists may not 
be able to cope when treatment becomes difficult or 
hazardous. (I hope I have followed the lorry driver/ 
pilot/cuckoo/bad ^ weather/aerodynamics sequence 
correctly.) | ` 

It is as though Professor Goldberg was an American 
Professor of Obstetrics faced with research results 
which showed that nurses could be trained to conduct 
normal deliveries as safely as obstetricians. ‘Good 
heavens’, he would say, ‘that’s very interesting, but 
to whom will these new-fangled “midwives” be 
responsible.’ He would, no doubt, add ‘Whatever the 
research shows, I wouldn't let one near my wife.’ : 

Dr Marks’ originality has been to test his ideas 
concerning the potential of nurses as therapists before 
advocating a new professional role. Others can now 
use the data he has provided to decide whether and 
how such a role should be established. Professor 
Goldberg’s response indicates how unlikely it is that 
the professions concerned will exhibit reason and 
clear thinking in reaching this decision. 

T. W. Harpine 
Rue Cavour 1, 
1203 Geneve, 
Switzerland 
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ST. ANDREW'S HOSPITAL, NORTHAMPTON 
PRIVATE PSYCHIATRIC CARE—A COMPREHENSIVE FACILITY 


St. Andrew's aims to provide the best in psychiatric. care іп a comfortable and relaxed 
environment. Staffed by eight full-time Consultant Psychiatrists, three Clinical Psychologists and 
with a full complement of skilled nursing and rehabilitation staff, the hospital offers a broad range 
of psychiatric treatments. Care is provided on a short, medium and long term basis and the 


following specific units are available: 


SHORT TERM ACUTE TREATMENT 
ALCOHOL TREATMENT 
BEHAVIOUR MODIFICATION 

DAY HOSPITAL 


PSYCHOGERIATRIC 

BRAIN DAMAGE AND EPILEPSY INVESTIGATION 
PSYCHOTHERAPY 

MENTAL HANDICAP 


Out-patient facilities are available at the hospital, at 148 and 152 Harley Street, London W.1., 


Oxford and Bedford. 


St.. Andrew's is an Independent Hospital and subscribers to the main Private Contributory 
Schemes may claim benefits within the terms of these schemes. 


Further details and brochures may be obtained from the Medical Director, 


St. Andrew's Hospital, Northampton. 
Telephone 0604 21311. 
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Ticehurst House 
Wadhurst, Sussex TN5 7ЈА 


First-class medical and nursing care are 
available at Ticehurst House i the 
treatment of both short stay and longer 
term psychiatric patients. 
ALCOHOLISM 

Comprehensive resources also exist to. 
help those with alcohol-related disorders 
inthe Newington Unit at Ticehurst 
under a new Director. 



































Further information is 
available from the Matron. 
Telephone: 0580 200391 


A Nestor 
Nursing Home. 














BOWDEN HOUSE CLINIC 


Harrow-on-the- Hill, Middlesex 
Tel: 01-864 0221 
Only 20-25 Mins, from London 
via Westway Extension 


Founded in 1911 by Dr. H. Crichton- Miller 
А non-profit making Charity outside the National 
Health Service 


A private clinic (all patients having single rooms) for 
the treatment of patients suffering. from neuroses, 
early psychoses, psychosomatic disorders, drug 
addiction and alcoholism. 
Treatment is supervised by experienced psychiatrists 
whose services are inclusive in the patients’ fees. 
A full physical examination and pathological investi- 
gations are made in the first week. 
Facilities are also available to Consultants wishing to 
treat their own patients independently. 


Apply for details: Administrative Secretary 
Applications for admission to the Matron 
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Ji ipal has made era little: 
responsive to her phenothiazin 


The addition of Disipal to phenothiazine therapy enables optimum therapeutic responseto be achieved 
without unacceptable side effects. Disipal also elevates the patient's mood, thus relieving the depression so 
often associated with major tranquilizer therapy. 

Drug ofchoice 

Following à three month double blind crossover trial, the authors concluded thar, "orphenadrineis the drug 
of choice in the treatment of drug-induced extrapyramidal reactions and depression" 

Increased response я 

Furthermore, the authors postulate that “the introduction of orphenadrine in the treatment of a patient whose 
response to phenothiazines is not maintained, might well result in further benefit! 





For patients on major tranquillizer therapy 


о è 
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ж controls extra-pyramidal reactions 
x elevates patient mood. 


і Capstick NT. Ин. Med. Res, 1976.4 062, 435. Disipal, orphenadrine hydrochloride BP, is a registered trade mark. 
Full prescribing information on request from:-~ 


Great Biritainil а 


Pystord oci, West Byfest Veyondge. Surrey KT14 GRA 
Tedeghone- Бубрег 4550/42291 Telex Gi 





Brocades Hos 
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| senile patients to grow old 
* without growing troublesome 








асин to manage as they grow older They 

often become unco-operative and aggressive 
towards those who wish to care for them and 
place a considerable extra burden on nursing staff. 
SPARINE (promazine hydrochloride B.P) reduces 
agitation without causing over-sedation and helps 
to make them more co-operative, alert and active. 


Sparine calms and controls 
elderly, agitated patients 


*trade marks Sp. 37. 
i ъв, ae 








Full prescribing information is available on request "yet 
Wyeth Laboratories, Taplow, Maidenhead, Berks. 44 





The Society for Psychosomatic Research 


THE PSYCHOSOMATIC 
RESEARCH TRUST 


The Psychosomatic Research Trust has available 
approximately £500 for the support of research in the field 
of psychosomatic medicine, and applications are invited by 
the Trustees. 

Preference will be given to those applicants who are 
recently qualified, and also to applicants who are members 
of the Society for Psychosomatic Research. 

The closing date for applications is 3ist May, 1978, 
and further information and application forms can be 
obtained from: 


Dr. Paul Williams, 

General Practice Research Unit, 
Institute of Psychiatry, 

de Crespigny Park, 

London, SES ВАР. 


2nd WORLD CONGRESS OF 
BIOLOGICAL PSYCHIATRY 


31 AUG-6 SEPT 1978 
BARCELONA 


Medical Conference Travel Service 
have arranged special inclusive prices 
for delegates to attend the above 
important Congress. 


For fully descriptive brochure and 
further information, please contact: 
Medical Conference Travel Service, 


24 Preston Street, 
BRIGHTON BN1 2HN 


Telephone: (0273) 203111 


іп association with Martlet Travel Limited (CAA ATOL 2578} 
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Years ahead 
with clinicalexperience 
and controlled research studies 


Modecate 


(fluphenazine deeanoate) 


internationally accepted as the standard depot treatment for schizophrenia 


Full prescribing information is available from: 
‘Technical Department, E.R. Squibb & Sons Ltd., Regal House, Twickenham, TWI 3QT. SQUIBB 
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Some antidepressants 
enable your patients . 
to take life 
more easily 





In depression the risk of suicide is increased. 
Many antidepressant drugs increase this risk considerably. 
Fluanxol is effective, non-sedating and quick-acting in the 
treatment of depression. In addition clinical reports 
show that in overdosage it lacks the acute toxicity of 
other antidepressants ~ up to 3 months’ 
supply of tablets have 


Fluanxol 3: 
controls the depression and reduces the risk of fatality. 


Lundbeck Limited, Lundbeck House, Hastings Street, Luton LUI SBE. Telephone Luton 411482 Telex 825325 а 


NEW Mk.4 E.C.T. APPARATUS: 


DUOPULSE, ECTONUSTIM, 
ECTONUS & ECTRON 


Also 


SOMLEC 
ELECTRO SLEEP APPARATUS 


Send for full details 


ECTRON LTD. 


KNAP CLOSE, LETCHWORTH, HERTS. SG6 IAQ 
ENGLAND | 
Telephone: LETCHWORTH 2124 — Cables; ЕСТАОМ LETCHWORTH 
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Ativan 


(lorazepam, Wyeth) 
stands out іп the treatment of anxiety 


Unlike most other benzodiazepines, дтмам has a 
direct one-step metabolism and is converted 
almost entirely to one inactive metabolite. ATIVAN 
thus ensures a more rapid and predictable 
anxiolytic response from your patients with fewer 


unwanted effects. 


Ativan - rapid and predictable anxiolytic response 


p wis presented as yellow tablets containing 2.5 mg lorazepam. (A blue oblong tablet and an injectable 
form аге also available.) Further information is available on request to the Company. 
Wyeth Laboratories John Wyeth & Brother Ltd. Taplow, Maidenhead, Berks. *trade marks 





MEMORIAL UNIVERSITY 
WATERFORD HOSPITAL 
ST. JOHN'S NEWFOUNDLAND 


Applications are invited for a full time University post in 
Psychiatry, a joint appointment between The Faculty of 
Medicine and The Waterford Hospital. The post is a geo- 
graphic full time position at the Waterford Hospital, a 400 
bed psychiatric hospital with outpatient, day care and 
boarding care programs. The hospital is affiliated with the 
University, The teaching responsibilities include the co- 
ordination of postgraduate teaching at The Waterford 
Hospital, as well as participation in the teaching program of 
the Faculty of Medicine to under and postgraduate students 
in medicine and other disciplines. Involvement in research is 
also expected. 

Seniority and salary will depend on qualifications and 
experience. Housing at reasonable rates and in attractive 
surroundings is available. 


Applicants should send a full Curriculum Vitae and the 
names of 2 or 3 referees to: 


The Chairman in Psychiatry 

Faculty of Medicine, T3-11 

Memorial University of Newfoundland 
St. John's, Newfoundland 

AIC 587 CANADA 





MISSOURI 

INSTITUTE 
of 

PSYCHIATAY 





Post Doctoral Fellowships 

The Missouri Institute of Psychiatry in St. Louis announces a 
major expansion of its: Psychiatric Post-Doctoral Fellowship 
Program. A university based, multidisciptinary, psychiatric, 
educational and research center, the Missouri Institute of 
Psychiatry is also affiliated with several State Department, of 
Mental Health and community hospitals. Qualified faculty and ali 
fellows receive academic appointments in the Department of 
Psychiatry, University.of Missouri-Columbia, School of Medicine. 
The Post-Doctoral Program offers 2-3 years of post residency 
clinical experience and research oriented training in the areas of 
Psychobiology and Mental Health Information Systems. A 
fellowship in Administrative Psychiatry is also available. Clinical 
and basic science research training is under the guidance of 
internationally recognized experts in psychopharmacology, 
biochemistry, neurophysiology and computer applications, 
backed by outstanding library facilities. Salaries — $27,000. For 
further information, interested physicians who have completed à 
Residency or equivalent in Psychiatry or Neurology should write: 


John Barton, M.D. 
Department of Psychiatry 
University of Missouri-Columbia 


School of Medicine 

Missouri Institute of Psychiatry [| 

5400 Arsenal Street i | 
51. Louis, Missouri 63139 


The University of Missouri is an equal opportunity employment 
institution, 
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NEURO-PSYCHIATRIC HOSPITALS MANAGEMENT BOARD 
P.M.B. 2008, YABA, 


LAGOS 
STAFF VACANCIES 


Applications are invited from suitably qualified 


persons to fill the following vacant posts in the 


service 


of the Neuro-Psychiatric Hospitals 


Management Board, P.M.B. No. 2008, Yaba, Lagos— 


POSTS SALARIES 


1, Consultant Psychiatrists GL 14 (N8,868-N9,828) 


N 


On Aah w 


(1 


. Registrars in Psychiatry 
. Senior House Officers 

. Senior Nurse Tutors 

. Nurse Tutors 

. Occupational Therapists 
. Psychiatric Social 


. EEG. Technician 


. Senior Registrars 


GL 12 (N7,104-N7,752) 
GL 10 (N5,460-N6,432) 
GL 09 (N4,368-N5,340) 
GL 09 (N4,368-N5,340) 
GL 08 (N3,264-N4,164) 
GL 07 (N2,532-N3,252) 


in Psychiatry 


Workers GL 07 (N2,532-N3,252) 


GL 07 (N2,532-N3,252) 


QUALIFICATIONS AND DUTIES 


) CONSULTANT: Applicants for the post must 


possess а post-graduate qualification іп 

Psychiatry (e.g. M.R.C.Psych., D.P.M. or any other 

registrable and equivalent qualification) plus a 

minimum of five years' experience in Psychiatry. 

Duties: (i) To participate in the planning, 
organisation and delivery of efficient 
services. 

(ii) To assist in giving instructions to 
undergraduate and post-graduate 
medical student nurses. 

(iii) To participate іп enforcing апа 
demonstrating minimum acceptable 
standards of practice at the Consul- 
tant Clinic and custodial section of the 
patient care areas of the hospital. 


(2) SENIOR REGISTRAR: Applicants for the post of 


Senior Registrar must possess post-graduate 
qualification in Psychiatry (e.g. M.R.C.Psych., or 
D.P.M. or any other registrable and equivalent 
qualification) plus a minimum of three years’ 
experience in Psychiatry. 
Duties: (i) To undertake clinical responsibilities. 
(ii) To take part in teaching and research 
programmes. 


(3/4) REGISTRARS/SENIOR HOUSE OFFICERS: 


Candidates for these posts must possess a 
Medical Degree registrable with the Nigeria 
Medical Council. Candidates are also expected to 
have at least three years post registration 
experience. 


SENIOR NURSE TUTORS: Candidates for this ' 
post must possess a degree in Nursing with 
R.M,N., plus 3 years’ experience. Qualification 
must be registrable with the Nursing Council of 
Nigeria as a Nurse Tutor. 
Duties: (i) To teach years И and IIl in the normal 
range of subjects їп a School of 
Nursing as arranged by the Principal 
Nurse Tutor, and 
(ii) To carry out such other duties as 
assigned by the Principal Nurse Tutor; 
Clinical Teaching. 


NURSE TUTORS: The same qualification as fo: 

Senior Nurse Tutor, but with or without previous 

experience. 

Duties: (i) Ditto as for the Senior Nurse Tutor but 
for the Preliminary Class and First- 
Year student; any other functions 
assigned by the Principal Nurse Tutor. 
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- (7) OCCUPATIONAL THERAPISTS: Successful 
candidates must possess Diploma degree in 
Occupational Therapy registrable with recog- 
nised bodies in the profession. 

Duties: Treatment of patients with Occupational 
Therapy aids and techniques within the 
_ Occupational Therapy Department. 


& 


PSYCHIATRIC SOCIAL WORKERS: 

(1) RMAN. of NURUMLN: with at least one year 
practical training or experience in social 
work. | 

(2) N.R.M.N. ог RMN. with Diploma in Social 
Studies. 

(3) Diploma in Social Studies with specialisa- 
_tion in Psychiatric Field. 

Duties: The range of patients’ welfare matters 

connected with post-hospitalisation 
follow-up, rehabilitation, etc. 


(9) ENCEPHALOGRAPH TECHNICIAN: A success- 
ful candidate must possess N.R.M.N. or N.R.M. or 
equivalent with recognised certificate in E.E.G. 
Recording. 

Duties: E.E.G. Recording and analysing records of 
such recordings. 


CONDITIONS OF SERVICE: 
(1) ADDITIONAL |. EMOLUMENT: А 
addition of 1526 will be paid to 
(a) Consultants (Psychiatry); 
(b) Senior Registrars in Psychiatry; 
(c). Registrars in Psychiatry; 
(d) Senior House Officers. 
А contract addition of 1096 will be paid to 
(а) Clinical Psychologists: 
(b) Nurse Tutors; 
ic) Occupational Therapists: 
(d) Psychiatric Social Workers and 
(e) E.E.G. Technicians. 


contract 


'(22 ACCOMMODATION: 
The Management Board will provide reasonably 
furnished accommodation for an officer at a 
heavily subsidised rent of 84% of the officer's 
salary or N300 per annum whichever is lower. 


(3) DURATION OF CONTRACT: 
18-24 months in the first instance subject to 
renewal. 


(4) TRANSPORT: 
The Board will provide loan to purchase a саг, the 
cost of which has to be repaid during the duration 
of the contract. Officer will be entitled to N50.00 
per month as car running expenses. 


(5) VACATION LEAVE: 
30 days in a year. 


(6) OVERSEAS PASSAGES: 
An officer will be entitled to free passage from his 
country to Nigeria and back home on completion 
of a contract period or when proceeding on, . 
vacation leave. Free passages will be provided for 
wife and children under the age of 18 years. 


MEDICAL TREATMENT: 
Officer will be entitled to free Medical Treatment 
for himself and members of his family. 


— 
ч 


& 


) TERMINAL GRATUITY: 
15% of annual salary will be paid at the end of a 
contract period. 


METHOD OF APPLICATION: 

Six copies of applications with curriculum vitae 
attached should be forwarded to the address below. 
Applicants should indicate the names of three 
referees in their applications and should request such 
referees to forward their. references direct and in 
confidence to the address below. 


Application and References should be forwarded 
to: 

The Chief Executive; 

Neuro-Psychiatric Hospitals Management Board, 

P.M.B. No. 2008, 

LAGOS. 

OR 

University of Benin Teaching Hospital Office, 

8 Hallam Street, 

London W.1. 

(For the attention of Mrs. Dorothy Garland) 














brand of doxepin *Trade Mark 


Improves sleep...even before it 
lifts the patient's depression 


Sinequan is not an hypnotic but a sedative-antidepressant. 
Helps to relieve sleep disturbances due to depression while 
alleviating the underlying depression itself. Improves the quality 
and quantity of sleep..:patients experience fewer awakenings... 
feel more rested in the morning.' Can obviate the need for 
hypnotics.? 


Now ina 75mg. capsule 
for once daily dosage at bedtime 


Indications: depression with or without anxiety. Contraindications: glaucoma, urinary retention, hypersensitivity 
to the drug. Side effects: dry mouth and drowsiness are most commonly reported, Precautions: Sinequan may 
potentiate other compounds - e.g., monoamine oxidase inhibitors: not recommended in pregnancy or children 

under 12 years of age. Packs and Basic N.H.S. Cost: lümg capsules (FL. 57/8032), pack of 100, £2 42; 28 mg. 
capsules (EL. 57/5033), pack of 100, £3 44; Sümg. capsules (P.L. 57/5034), pack of 100, £5 70; 75mg, capsules 
(P.2 57/0133), pack of 60, £5.39. References: 1. Scientific Exhibit, Annual Meeting of Massachusetts Medical 
Society, Boston, Mass, May 30th -June Ist 1972. 2. Modern Medicine (C B. }. September 1976. 


Further information on request to the Company. 


PFIZER LIMITED 2 
SANDWICH, KENT 
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Prothiaden 


What's the significance of 
the new 75mg tablet? 


Presentation Prothiaden is dothiepin hydrochloride, an antidepressant of the 
tricyclic group. 

Prothiaden is available as sugar-coated tablets each containing 75mg of dothiepin 
hydrochloride. The tablets are red in colour and bear the overprint P 75 in white, 

lt is also available in hard gelatin capsules, each containing 25mg of dothiepin 
hydrochloride. The capsules are red/brown in colour with the overprint’ P25 in white. 


Uses Prothiaden is indicated in f 
associated with depressive ilinvess. 













kd the anxiety frequentiy 





Dosage and Administration Prothiaden should be given in a dosage af 75 to 150mg" 
daily The following dosage schemes are suggested: 

Mild to moderate depression, 25mg three times dally d Cima атма) 

Moderate to severe depression, 150mg daily in divided de Sra single dose 


т 4 > at night. (If the latter regimen is adopted, it is preferable to use а smaller dose for the 
ч ra (t j (b. first few days) 
E "In certain circumstances, Le. in hospital use, Prothiaden has been given at dosages 
* йк, @ р, (Uo up to 225mg daily No dietary restrictions are necessary during treatment with 
Prothiaden, 
tolovated- cu a Contre indications. Warnings, etc, Prothiaden has anticholinergic properties, 
therefore, it may precipitate urinary retention in susceptible individuals and its use 
greater Ол VéA енд. should be avoided in patients with existing or potential urinary retention, Patients 
with cesed-angle glaucoma should not be given Prothiaden and the occurrence ol 
tuu. tL divided. 0040. a painful red eve in a patient receiving the drug may indicate acute closed angle 


Й glaucoma; this requires urgent treatment.In patients with chronic simple glaucoma, 
FORME ob amityiphydiang, the risk of Prothiaden causing a rise in intraocular pressure is relatively small 
ы provided adequate anti-glaucoma therapy is being used, Caution is advised when 
2 treating epileptic patients and those with cardiovascular disorders. From studies in 
animals, it was concluded that Prothiaden had no teratogenic effects in the species 
tested. Nevertheless, as with any relatively new drug, the use of Prothiaden dirig 
pregnancy should be avoided sible, 


Use with other drugs: Prothiaden should not be given concurrently with MAO 
inhibitors: nor should it be given within 14 days of ceasing treatment with an MAO 
inhibitor Prothiaden may alter the pharmacological effects ol some concurrently 
administered drugs: CNS depressants, including alcohol and narcotic analgesics, 
will be potentiated, as will the effects of adrenaline and noradrenaline ti should be 
home in mind that some local anaesthetic preparations contain these 

ЖЫ oars ‘The hypotensive effect of certain antihypertensive agents 

is с. bethanidine, debrisoquine, guanethidine) moy be reduced. 


че effects.) eneratly the side-effects associated with Prothiaden have been mild 

am ec by reduced dosage. The following have been reported ~dryness of 
oath cons patios, disturbed accommodation, lassitude. dizzirwess, orthostatic 
hypotension, palpitations. somnolence, remax, headache, 


Overdosage: The symptoms of overdosage with Prothiaden may include sedation.dry Р ú 1 
mouth, blurring of vision, tachycardia, tremor sweating, nausea, vomiting, confusion. d 
The main dangers from overdosage arise from unconsciousness, convulsions, 
abnormal cardiac rhythms, hypotension and depression of respiration. The amallest 
dose of Prothiaden alone which resulted in the death of an adult was reported to 
` HOC be 0.75 10g (30 to 40 x 25mg capsules) The largest dose from which recovery 
Е TIERRA MA i took place seas reported to be 5.09 (200 x 25mg capsules). In view af the mary 
N factors which influence the outcome of an overdose, these figures shoukd not be 
considered in isolation. 


sie "Treatment of overdosage: Gastric lavage: in the unconscious patient or where the 
vigi cough reflex is depressed. the lungs should be protected by a cuffed endotracheal 
we олии 24 tube. Repeated gastric/intestinal aspiration may remove drug and metabolites 
excreted inte the gut via the bile. General support. of the circulation with continuous 
ECG monitoring is advised. Abnormalities of cardiac rhythm and epileptic con 
2. vulsions may occur and should be treated accordingly Forced diuresis and 


haemodialysis аге not recommended. Bed-rast is advisable, even alter clinical 
fecovery 


Pharmaceutical Precautions-- Recommended storage conditions 5°C to 20°C. 
















Legal Category POM. 


Package Quantities -Prothiaden Tablets (75mg) 100,500. Prothiaden Capsules 
(25mg) 100,600. 
Basic NHS Prices: 100 25mg £157.— 600 x 25mg E903 

l00x75mgE£452 Эх 75mg £21.70 
Product Licence Number Prothiaden capsules PL 0096/5007 Prothiaden Tablets 
PL 0096/0046. 


The Crookes Laboratories Ltd. Basingstoke. Hants, [e 
References: |. Pearce, Ј B. & Linford Rees, Wd, Int. Med. Res. 197 
2. Rees, J.A. & Cryer, P C. Curr Med. Res. Opin. 1976, 4, 416. 


Prothiaden 75mg 


more effective, better viue 
treatment for depression and anxiety. 
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Review Article 


Psychiatric Aspects of Epilepsy. 


By D. F. SCOTT 


Since the psychiatric aspects of epilepsy were 
last reviewed (Scott, 1968) many changes have 
occurred, for instance. in professional attitudes, 
so that a multi-disciplinary approach to people 
with epilepsy, as recommended in the Reid 
report (Reid, 1969), has led to the setting up of 
some special centres. There have also been new 
technological advances: CT scanning (‘the EMI 
Scan’, British Medical Journal, 1975, b) the 
increased availability and accuracy of blood level 
assessment of anti-convulsant drugs, and the 
recognition of many toxic effects, (Richens, 1976) 
including alterations in blood vitamin levels 
(Reynolds, 1975). 

In electroencephalography, there has been the 
wider use of telemetry (Bowden et al, 1975) 
evoked response techniques (Jeavons and 
Harding, 1975) and other means of monitoring 
seizures (Prior and Maynard, 1976). Treatment 
has advanced in various directions, e.g. single 
drug regimes (Sharvon and Reynolds, 1977) the 
introduction of two new drugs—clonazepam 
(Birket-Smith et a/, 1973) and valproate (Jeavons 
and Clark, 1974)—the application of biofeed- 
` back techniques (Sterman, 1973; Cabral and 
Scott, 1976). On the neurosurgical side, cortical 
ablanon has been supplemented by the use of 
interruptive stereotactic lesions, corpus callosum 
section and, even more recently, cerebellar 
stimulation (Cooper, 1973) This latter 
technique, if it fulfils its early promise, could 
have considerable impact in the therapy of drug- 
resistant cases. 

In terms of the basic electrical and bio- 
chemical mechanisms of epilepsy at a cellular 
level, there has been great progress in the last 
fifteen years (Jasper et al, 1969; O’Leary and 
Golding, 1976). New experimental models such 
as ‘kindling’ (Wada, 1976) have been developed, 


as well as experimental paradigms for the study 
of new drugs and there have been advances in 
pathophysiology (Meldrum, 1976). 

However, many clinical problems still exist, 
and the literature both on epilepsy in general 
and on aspects affecting the psychiatrist tends to 
be concerned with dogma rather than data. 
Difficulty arises because тапу different 
specialists deal with certain types of patient, but 
not with the whole range. Clearly, the view of the 
neurosurgeon would be different from that of 
the paediatrician; just as the clinical 
pharmacologist and the . electroencephalo- 
grapher would be considering quite separate 
aspects of the problem. Further, the general 
practitioner, while responsible for ongoing care, 
has too few patients in his practice to become 
thoroughly knowledgeable. 

This diversity of opinion is crucial in relatior 
to the prevalence of psychiatric disorder in 
epilepsy. The neurologist regards it as some- 
thing uncommon, if not rare, whereas the 
psychiatrist sees it as a frequent complication of 
seizure disorders. To some extent this must be a 
factor of selection, since the general practitioner 
will, when the patient first presents, décide which 
is the appropriate clinic for initial referral 
However, the training and. experience of the 
different specialists are also important. 

In spite of a recent information explosion in 
the whole field of epilepsy (Epilepsy Abstracts), 
there have been good reviews on the whole 
subject and on the psychiatric features іп 
particular (Vinken and Bruyn, 1974; Laidlaw 
and Richens, 1976). The present article discusses 
the recent literature on the occurrence and 
variety of psychiatric disorders in patients with 
epilepsy. It reviews definition and classification, 
the relationship of epilepsy to intellectual 
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functioning, the incidence of psychiatric dis- 
order with particular reference to personality 
change and finally the kinds of neurotic and 
psychotic disorders encountered in epileptics. 


Definition and classification 

Epilepsy can be defined as the occurrence of 
ebrief, repeated and often stereotyped 
disturbances of behaviour, usually associated 
with alterations in consciousness, which may 
vary from slight to profound. There are often 
motor concomitants. Sudden, large-amplitude 
disturbance in brain activity can usually be 
recorded by scalp electrodes. 

It is a disorder which presents certain basic 
problems. Firstly, like migraine, it is a 
dysfunctional process of the nervous system and 
therefore characterized by a varying disability. 
Secondly, it is a symptom with differing under- 
lying ‘lesions’ in various patients. Thirdly, there 
is variability in severity from only one fit in a life- 
time to many a day. Fourthly, it is a disorder 
which still carries a stigma (Bagley, 1972) and this 
is partly responsible for the associated social 
difficulties. Fifthly, the unwanted effects of 
necessarily long-continued medication have 
probably been under-estimated. Finally, there 
can be a striking interaction between organic and 
non-organic factors. 

It is necessary to put forward a classification 
which not only has some theoretical validity, but 
is also practical and workable. The modified 
version (Merlis, 1970) of the. International 
Classification (Gastaut et al, 1964) is perhaps the 
best compromise (Table I). There are primary 
generalized attacks, peiit mal and grand mal, as 


TABLE Т 
Classification of epilepsy (based on Merlis 1970) 


A. Generalized 

*}. Primary Generalized—Petit Mal 
—Grand Mal 

Secondary Generalized. 


pan 


t3 


. Partial (Focal, Local) 
Temporal lobe 


Jacksonian 


Nom oo 


o 


‚ Unclassifiable. 


* Idiopathic, the rest symptomatic. 


PSYCHIATRIC ASPECTS OF EPILEPSY . 


well as the secondary generalized attacks which 
result in the spread of a discharge starting 
locally. However, temporal lobe and Jacksonian 
seizures, when they remain localized, are called 
partial or focal. This classification runs parallel 
to the widely used separation into idiopathic and 
symptomatic epilepsy. Primary generalized 
attacks are idiopathic, while the remainder are 
symptomatic and often have a discernible cause. 


Epilepsy and intellectual functioning 

To determine whether epilepsy leads to 
impairment of intellectual functioning is not as 
easy as might appear at first. Apart from the 
nature of fits themselves (and the different types 
may have different effects), the causation of the 
epilepsy has to be considered, for instance an 
overt brain lesion with consequent neurological 
signs. The possible effects of anticonvulsants add 
a further confusing element (Trimble and 
Reynolds, 1976). Any adverse personality factors 
present may impair psychological testing, and a 
whole variety of social factors may also interact. 
It is only relatively recently that all these aspects 
have been taken into account in studies with 
appropriate matched controls. As Betts et al 
(1976) point out, many investigations have been 
confined to institution populations which are 
highly selected, they conclude: 'in general terms 
there is no good evidence in properly matched 
groups that there is any lowering of intelligence 
due to epilepsy itself, though of course any 
causative brain damage may lead to intellectual 
loss and cognitive impairment.’ They conclude 
that the average general intelligence of epileptic 
populations does not differ from that of non- 
epileptic populations. 

Certainly, this view is supported by the Isle of 
Wight study (Rutter ef al, 1976). If epilepsy is 
uncomplicated, i.e. no obvious brain damage is 
present, intelligence follows а normal distribu- 
tion, whereas a distribution to the left is found in 
those with evidence of damage. Further, it has 
been shown by Corbett et al (1975), in a study of 
mental handicap in a London borough, that the 
more severe the level of mental subnormality, 
the greater the chance of seizures. Obviously, if 
mental retardates are induded in a samiple of 
patients with epilepsy, the IQ distribution will be 
different from that of a normal population. Scott 
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.& al, (1967) showed that when epileptic patients 
were matched with normal controls by IQ and a 
series of non-verbal learning and memory tasks 
were given in auditory, tactile and visual 
modalities no significant difference emerged 
between. epileptic and normal subjects. Like- 
wise, no differences were noted when epileptic 
patietits were divided into low and high groups 
on the basis of fit frequency (before testing) and 
EEG abnormality (during testing). The modality 
of the stimulus material was also not a significant 
variable. 

However, Reitan (1974), in his comprehensive 
review of the field, concludes that 'epilepsy even 
of unknown aetiology is associated with some 
evidence of psychological deficit, even though 
groups of patients with known aetiology of 
epilepsy show more significant. impairment. 
Those with temporal lobe seizures arising on the 
left differ from those with seizures arising on the 
right;. left-sided seizures are associated with 
impairment of verbal reasoning and learning 
functions and right-sided ones with impairment 
of discrimination and appreciation of temporal 
and spatial patterns. Deficit is more likely to be 
present. in. those patients who have convulsive 
rather than psychomotor seizures, and the earlier 
the age of onset the more likely is there to be 
impairment. Taylor (1972) and Rutter et al (1960) 
have observed that personality disorders are 
more likely to be present in those whose epilepsy 
has: started earlier. However, as Reitan points 
out, brain damage їп the young-—even in the 
- absence of epilepsy—is likely to produce more 
-severe deficit than damage at a later age. 

Apart from any changes seen in overall 
intellectual assessment, there are also transient 
variations in psychological functioning, 
associated with discharge in the EEG. Many 
studies have now shown that in patients with petit 
mal, bursts of spike-and-wave discharges lead to 
impairment, even without clinical signs or 
symptoms of a seizure (Goode et al, 1970). This 
type of testing is beset with difficulty, since the 
demonstration of transient impairment of 
intellectual. functioning is dependent on task 
difficulty, as has been elegantly demonstrated by 
Hutt and Fairweather (197 1). 

These moment-to-moment variations can, of 
-course, be crucial in education and it may well be 
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that the reading retardation demonstrated by 
Rutter et аі, (1970) resulted from sub-clinical 
epileptic discharge. This impairment of reading 
skills was noted to be substantial in one fifth of 
the children. Stores (1975) has implicated 
adverse effects of anti-epileptic drugs, while 
Hartlege and Green (1972) considered unhelp- 
ful parental attitudes to be important. Stores and „ 
Hart (1976) examined impairment of reading 
skills in relation to focal discharges. They 
compared epileptic with non-epileptic children 
in the same class at a normal school, matched for 
age and sex and as far as possible similar in 
behaviour. The epileptic group was subdivided 
into those with generalized discharge and those 
with persistent focal EEG abnormality. They 
found that children with focal abnormality, 
particularly in the left hemisphere, showed 
reading — difficulties. “Reading skills меге 
significantly worse in boys and in children on 
long-term phenytoin medication. 

In about two-thirds of epileptic patients, 
appropriate anticonvulsant treatment leads to 
either total control or substantial reduction in 
the number of fits. Of the other third some; in 
spite of all efforts with medication and help with 
various psychosocial problems, continue to have 
fits unabated and perhaps in a tenth seizures 
become worse; there is then deterioration of 
intellect, generally labelled dementia. Epilepsy is 
listed in tHe standard textbooks as one cause of 
senile and presenile dementia. Betts et a/, (1976), 
however, cast doubt on this relationship and 
suggest that this deterioration is related either to 
an unrecognized psychotic illness or to a per- 
sonality disorder. 

Nevertheless, in everyday practice, one does 
encounter patients who show intellectual 
deterioration, and various causes must be 
considered (Table П) because treatment may be 
possible. 

Where intellectual deterioration results from 
an unsuspected build-up of medication, the EEG 
may be helpful, being then. slow and showing 
very little epileptiform , change. Blood level 
assessment of the relevant drug is essential. 
Deterioration may also be brought about by the 
progression of an underlying lesion in patients 
who have, for example, an unrecognized cerebral 
tumour. Their seizures may initially have 
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Taste П 
Causes of intellectual deterioration in ejnlepsy 





— 


. Frequent overt fits or status with resulting hypoxic 
damage 

. Frequent sub-clinical seizures 

. Build up of anticonvulsants 

. Progression of underlying disorder 

. Occurrence of psychosis 

. Appearance of bilateral temporal abnormality in 
patients with previous unilateral EEG focal 
disturbance, 
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responded well to treatment and it may be some 
years before the underlying lesion reveals itself. 
In these patients, CT scanning may be the 
investigation of choice (Gastaut and Gastaut, 
1976). 


Prevalence of psychiatric disorder 

Assessment of the prevalence of psychiatric 
disorder in epileptic patients is beset with the 
same dilliculties as assessment of intellectual 
deterioration, though selection factors аге 
perhaps even more important. Psychiatric 
disturbance is not uncommon, being found in 
about one-third of all patients. This was found in 
a survey of general practices, by Pond and 
Bidwell (1960) who particularly observed that 
referral to hospital was by no means universal. 
Rutter et al (1970), in a carefully controlled study, 
also arrived at a similar figure. Obviously, many 
factors are important in the genesis of psychiatric 
disorder in epilepsy (See Table Ш) but one 


which tends to be overlooked is the question of 


age at onset of epilepsy. The earlier the onset, the 
more likely is mental development to be 
impaired (Taylor, 1972; Scott, 1977). About 
three-quarters of all epilepsy commences before 
the age of 20 years, and the annual incidence rate 
is highest in pre-school children (Merlis, 1972). 


Taste HI 
Some factors leading to psychiatric morbidity 





Early age of onset of epilepsy 
Temporal lobe dysfunction 

Brain damage 

Chronicity 

Necessity lor continuing medication 
Frightening nature of the auras 
Restriction of activity 
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The Isle of Wight study showed that in 
children physical disabilities were associated with 
increased psychiatric morbidity. This has 
recently been studied in adults in a controlled 
manner by Standage and Fenton (1975). They 
compared the mental states of patients with 
chronic epilepsy and those with locomotor dis- 
orders, using a reliable psychiatric interview 
technique (the PSE). The symptom-profiles of 
the two groups were similar, and when the 
epilepsy group was divided into those with 
temporal lobe epilepsy and those with other 
types there was no marked difference. Epileptic 
patients with a high current psychiatric 
morbidity showed a raised incidence of previous 
neurotic illness, and their neuroticism scores 
were also elevated on the Eysenck Personality 
Inventory. 

The studies of Rutter e¢ af (1970) are of great 
interest because of their careful methodology. 
Detailed. assessments of psychiatric and physical 
disability in school children were included, as 
well as tests of intelligerice, reading ability, etc. 
Psychiatric: disorders were classified — into 
neurotic, antisocial conduct, or conduct dis- 
orders, mixed disorder, hyperkinetic syndrome 
and childhood psychosis. The rate of psychiatric 
morbidity for the control group was 6.6 per cent. 
Where there were physical disorders not affect- 
ing the brain the figure was 11.6 per cent, but 
when brain disorders were present, uncompli- 
cated by seizures, the percentage rose to 34 per 
cent. The effect of epilepsy was shown by com- 
parison of two further groups, both with lesions 
above the brain stem. In the group without 
seizures, the prevalence of psychiatric disorder 
was 37 per cent, whereas in those with fits it was 
58 per cent. One might nevertheless emphasize 
that just under half the children with epilepsy 
showed no overt psychiatric disorder. 

The causes of psychiatric morbidity (Table HT) 
were similar in the epileptic and the non- 
epileptic children, Thus, in both groups 
maternal psychiatric illness and broken homes 
led to a greater incidence of behavioural 
disturbance. Of particular interest is the fact that 
one-fifth of the mothers of epileptic children had 
had a nervous breakdown, whereas this had not 
been observed in mothers of children with 
cerebral palsy. A recent study from Finland 
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(Sillanpaa, 1973) showed higher rates of divorce 
and illegitimacy among parents and guardians of 
epileptic children. Certainly, stress may lead to 
-poor seizure control, and clearly such children 
may well be adversely affected. 

In view of this high prevalence of psychiatric 
disorder, there is obviously a need for a high 
level of psychiatric services for epileptic chil- 
dren. Further, there is a need for special educa- 
tional facilities, since many of the children in the 
Isle of Wight study had severe reading retarda- 
tion and this has been noted to apply equally in 
the country as a whole (Brown, 1976). 


Epilepsy and personality disorders 

It is usual to think of a personality disorder as 
a relatively fixed disturbance. However, in rela- 
tion to patients with epilepsy, it is useful to 
consider changes in close temporal proximity to 
a seizure (Taylor, 1973; Pond, 1974) and those 
occurring without any such relationship. 

In pre-ictal states, prodromal mood changes 
are reported by individual patients; these are 
usually of depressive type, though Dostoevsky 
expressed feelings of elation. Parents and nurs- 
ing staff caring for chronic patients observe 
increasing irritability as a sign that the patient is 
‘working up’ to a fit. However, the underlying 
neurophysiological basis for this is uncertain. 
Seizures appear to be spontaneous, except in rare 
instances where a specific stimulus acts as a 
trigger-reflex epilepsy (British Medical Journal, 
1975, a). І 

Prodromal features last for hours, or even а 
day or two, but the aura itself is only a few 
seconds in duration. It can be shown from EEG 
studies that the aura is actually the early part of 
the seizure, since it corresponds to the beginning 
of localized electrical discharge. A wide variety of 
clinical changes occur, the intensity of which 
make it dificult for the patient to divert his 
attention to other things in order to abort an 
attack. The content is often bizarre and frighten- 
ing; strange experiences which intrude against 
the will have been termed micropsychoses 
(Taylor, 1973). Study of these phenomena is 
difficult because of amnesia and we can only 
speculate whether this is due to the subsequent 
spread of electrical discharge and a full-blown 
seizure or represents a protection of the 
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individual from the unpleasant experiences 
present in his auras. 

Reports of the perceptions and feelings of the 
aura by some patients with temporal lobe 
epilepsy allow classification, and Hill and 
Mitchell (1953) put forward three categories. 
There were those in which a discrete cortical 
disturbance resulted in simple perceptions, such 
as noises of banging and whistling. Secondly, 
there. were those in which the integrated cortex 
was involved, so that, for example, repeated 
words or short phrases were heard. In the third 
category, the disturbances were of a more 
complex type, with not only auditory and visual 
phenomena but also. emotional concomitants. 
For example, one patient said 'a series of 
thoughts and scenes that I cannot remember; 
things and people seem strange and I seem as 
though I have been through this before’. Because 
some of these phenomena are dreamlike and 
have specific significance for the patient, and also 
because seizures can be interpreted by an 
observer as aggressive acts, specific psycho- 
dynamic formulations have been put forward 
(Mettelman, 1947; Fenichel, 1945). А psycho- 
therapeutic approach to treatment has therefore 
been used, but in most instances such an 
approach is neither possible nor helpful. 

In the post-ictal period, headache and 
sleepiness commonly occur. Pre-ictal mood 
changes are reversed, and confusion may also be 
present. After temporal lobe attacks patients 
often display behaviour indicating that they are 
attempting to reorientate themselves. They may 
look at their watch, search for their handbag or 
clutch the arms of the chair. Occasionally after a 
series of fits there is a prolonged confusional 
psychosis. 


Epileptic automatisms 

Automatisms may follow an obvious major or 
temporal lobe seizure and sometimes they 
appear as the only manifestation of a fit 
Automatism may be defined as a 'state of cloud- 
ing of consciousness which occurs during or 
immediately after a seizure and in which the 
individual retains control of posture and muscle 
tone, performs simple or complex movements 
and actions without being. aware of what is 
happening’ (Fenton, 1972). The purposeful 
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behaviour may include searching, drinking, 
smoking, undressing and many other everyday 
actions. It occurs most commonly in patients 
with temporal lobe epilepsy and is more frequent 
in patients in institutions than in those living in 
the community and attending out-patient clinics. 
Knox (1968) observed patterns of automatic 

*behaviour in 43 patients; they varied greatly 
between patient and patient and in the same 
individual оп different occasions. The patient's 
awareness of environment was imparied early on 
in the attack; the recognition that he had been 
spoken to would not necessarily call forth a 
reply, and if one was attempted it was muddled 
and incoherent. Golub et al (1951) divided 
automatisms into three sections—-initial, middle 
and terminal. 

The automatism begins with staring, a dazed 
look and some limited change in posture, for 
example, the head falling forward. The middle 
section is characterized’ by repetitive move- 
ments, smacking of the lips, fumbling or 
groping, mumbling or humming. The final sec- 
tion consists of integrated activity in the setting 
of confusion, walking, irrelevant speech, 
handling of objects, removal of clothing or 
bedding. Throughout the automatism, and 
particularly in the final portion, the patient's 
behaviour would not be considered entirely 
normal by the observer (Fenton, 1972), an 
important point in relation to the medico-legal 
aspects of the subject. 

Contrary to popular belief, violence is rare 
during automatism. For example, Knox (1968) 


observed no aggressive conduct in 84 per cent of 


his series; the remainder tended to resist any 
attempt to interfere or restrict their activities 
during the automatism, but only in one instance 
was the patient considered dangerous. In their 
surveys of hospitals for psychiatric offenders, 
Gunn and Fenton (1971), Fenton (1972) and 
Gunn (1977) found only rare instances where 
dangerous antisocial behaviour was. directly 
related to epilepsy. Assessment of patients in 
whom an epileptic seizure may have been the 
trigger for an antisocial act can prove difficult, 
and Fenton (1972) indicates important points in 
the differential. diagnosis. In particular, the 
abnormal behaviour should appear suddenly 
and be of short duration (minutes rather than 
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hours) and not be entirely appropriate for the 
circumstances; there should be no evidence of 
planning or premeditation. Clearly, this is a 
diflicult subject and, as Taylor (1973) points out, 
purposeful behaviour which may be in- 
appropriate can be misconstrued and lead to 
complaint. An example of this is the occurrence 
of exhibitionism in patients with temporal lobe 
epilepsy (Hooshmand and Browley, 1969). 
Often, however, epilepsy provides a useful 
means of defence in a medico-legal context, 
though the evidence for a true association 
between the behaviour and organic disorder may 
be very doubtful. 


Epilepsy and crime 

The suggestion that there is an association 
between epilepsy and criminality was made long 
ago (Lombroso, 1889), and it has also: been 
maintained that the crimes are of an aggressive 
or sexually perverted nature—a view which is 
certainly not supported by the evidence already 
cited. Thorough Scandinavian studies on the 
problem indicate that there is no general associa- 
tion between epilepsy and criminality (Alstróm, 
1950; Juul-Jensen, 1974). However, there are 
single reports such as that of Fenton and Udwin 
(1965) which could suggest particular connec- 
tions, though a depressive illness seemed to be 
the decisive factor in their patients, rather than 
epilepsy. 

Most authorities agree that it is very rare for 
criminal acts to be carried out in close temporal 
relationship to a seizure. Nevertheless, there is an 
increased prevalence (Gunn, 1974) of epilepsy in 
prison populations; where the figure of 7.2 per 
cent is considerably above the best estimate for 
the occurrence of epilepsy in the general popula- 
tion. Whether this antisocial behaviour is related 
directly to brain dysfunction is unclear; and 
certainly, as has been seen already, it is not an 
ictal phenomenon. Social апа psychological 
pressures arising from prejudice seem to be 
likely contributing factors, leading to rejection 
and feelings of inferiority and thus to poor social 
integration. These difficulties may be com- 
pounded by such factors as overcrowding and 
parental neglect. Another possible explanation 
may be that epilepsy arises as a result of anti- 
social behaviour. One could envisage a person 


who was drinking excessively being involved in 
pub brawls, suffering head injuries and subse- 
quently developing seizures. The reasons for the 
occurrence of epilepsy in an excessive proportion 
of prisoners are unknown at present. 

Sexual disturbance and epilepsy 

Sexual disturbance has been described in 
patients with epilepsy and the general public 
tends ‘to imagine the epileptic shows excessive 
disordered sexual activity, but this is not the case. 
Hierons and Saunders (1966) reported 
impotence or frigidity, while Taylor (1969) noted 
low sexual drive as the most common feature, 
not failure of erection or ejaculation. These 
disturbances in sexual function could be related 
to anticonvulsant medication, though Gastaut 
апа Collomb (1954) noted that reduction or 
cessation of anticonvulsant treatment did not 
improve sexual performance. Another factor 
relates to the type of epilepsy itself and there is 
no doubt that sexual disturbance appears 
commoner in patients with temporal lobe 
epilepsy than in those with ‘idiopathic’ epilepsy. 
It is of interest that in a series of 100 patients 
submitted for anterior temporal lobectomy for 
epilepsy (Taylor and Falconer, 1968; Taylor, 
1972), 22 had improved adjustment following 
operation and 14 were worse. This latter was 
probably largely a function of age. Taylor 
considered that apart from the temporal lobe 
dysfunction itself which is known to lead to 
impotence in the absence of seizures (Johnson, 
1965), there were both social and psychological 
‘problems which could account for the 
disturbance. This is perhaps borne out by the 
fact that the auras of seizures may have sexual 
features, and indeed fits themselves may be 
triggered by sexual experience (Hoenig and 
Hamilton, 1960). 

Sexual disorders, though not common, are 
almost certainly under-reported because they are 
not volunteered by the patient or specifically 
asked about. This may, for example, account for 
the rarity of impotence noted in an out-patient 
neurological clinic sample of temporal lobe 
epilepsy (Currie et al, 197 1). 


Is there a specific personality disorder? 
This has been a topic of controversy for many 
years and the descriptions of these patients 
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‘pedantic’, ‘circum- 
stantial’, ‘religiose’, ‘egocentric’, ‘suspicious’, 
‘touchy’ and ‘quarrelsome’. Their speech is slow 
and. their thought processes ‘sticky’. Whilst it 
does-appear that a small number of epileptic 
patients, usually with a chronic disorder and 
institutionalized for many years, do display just 
this characteristic picture, it almost certainly* 
relates to multiple handicaps, both personal and 
environmental. Brain: damage, childhood 
deprivation, the. chronic effects of long 
continued anticonvulsant. therapy, and diffi- 
culties with schooling, employment and accom- 
modation may all contribute. Indeed, Merskey 
and Tonge (1974) have shown that other 
prolonged disorders, for example rheumatoid 
arthritis and chronic pain, may lead to person- 
ality change. 

Assessment of personality disorders associated 
with epilepsy presents considerable methodol- 
ogical problems (Tizard, 1962). Firstly, there are 
selection factors; the results obtained on patients 
in institutions may;not generalize to patients in 
the community. Secondly, allowance has to be 
made for the different types of epilepsy and for 
the presence of brain lesions or damage. Tizard 
points out that most studies in which person- 
ality tests have been employed have not taken 
into consideration the intelligence of the patients 
or possible effects of medication. Like more 
recent authors (Betts etal. 1976), she concludes, 
that there does not. appear to be a specific type of 
personality disorder. 


Aggressive behaviour 

‘Aggressive’ is one of the adjectives often used 
to describe patients. with the ‘epileptic 
personality’. Bagley (1971) found increased 
aggressiveness in some: children with epilepsy, 
whereas. Mellor et al (1974) suggested that 
epileptic children were more miserable and less 
aggressive than their peers. In relation to adult 
patients, Taylor (1973) states that aggressiveness 
is over-represented among the personality traits 
seen by investigators, but he points out that this 
includes verbal threats and. rude. behaviour— 
pejorative epithets applied to epileptics since at 
least the. time of Aretaeus. The subject has 
recently been reviewed by Betts ef al (1976), 
including the work of Taylor (1969) and 
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Serafetinides (1965). It seems that males are 
more likely to be aggressive than females, and 
the earlier the onset of epilepsy the more likely is 
it that aggression will develop—a finding that 
would strongly suggest the importance of social 
disadvantage and the failure of social learning. 
Taylor (1972), using the Erickson scheme for 
Personality development, has suggested that 
there is a definite association between the disrup- 
tion of personality and the age of onset of 
epilepsy. Serafetinides and Taylor also note a 
relationship between temporal lobe epilepsy and 
aggressiveness, but this was not the case in an 
unpublished Birmingham study. The difference 
may be related to selection factors, since the two 
earlier studies were of patients undergoing 
temporal lobectomy. 

Of particular interest is the fact that 
aggressiveness is the one psychiatric disturbance 
which is relieved by temporal lobe surgery, and 
when it is present, the overall prognosis will be 
good. Any other disturbances—inadequate 
personality, neuroticism and psychosis—are all 
relatively unaffected by surgery and are now 
considered factors which, if not contra- 
indicating surgery, will certainly militate against 
a good overall outcome. After surgery, 
depression can occur, sometimes leading to 
suicide. This may appear surprising, but a life- 
long disorder may militate against full integra- 
tion into society, even if it is relieved, because of 
damage to personality development. 

The treatment of aggression is a vexed ques- 
uon. Obviously, if it is a serious problem in 
terms of danger to members of the family and 
general public, admission to an institution is 
essential. Where it is of lesser degree, emphasis 
must be placed on good seizure control, since 
some at least of the aggressive outbursts appear 
to be related to subclinical 'seizures', and in the 
mild confusion, trivial events in the environ- 
ment trigger an outburst. The role of benzodia- 
aepines in treatment is controversial, but it does 
appear that they may have a disinhibiting effect 
in some individuals, as does alcohol, and thus be 
contraindicated. Phonothiazines have been 


widely and successfully used for the treatment of 


aggressive outbursts, though in theory they 
should be contra-indicated because of their mild 
convulsant action. 
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Serious mental disorder associated 
with epilepsy 

Serious disorders of mental functioning 
occurring in patients with epilepsy can be 
classified broadly into three main groups. Firstly, 
those in which there is a prolonged disorder of 
consciousness; secondly, those with either mood 
disturbance, anxiety or other neurotic dis- 
orders; and thirdly, psychoses mainly of schizo- 
phreniform type. 


Epileptic confusional states 

Confusional states are usually precipitated by 
a fit or series of fits. They are regarded as 
characteristic of idiopathic epilepsy, after a series 
of convulsions and as occurring rarely in 
temporal lobe epilepsy (Flor-Henry, 1972). 
Nevertheless, in a recent series of 103 patients 
with acute confusional states from the London 
Hospital, three had temporal lobe epilepsy, and 
none was categorized as having an idiopathic 
seizure disorder (Obrecht ef al, in preparation). 
Typically, the patient will appear confused but 
able to sustain some -apparently normal 
behaviour, though incapable of higher mental 
activity. He тау perform senseless acts, 
appearing not to understand what he is doing. 
He may be irritable and show aggressive 
behaviour, and there are usually paranoid 
features; vivid hallucinations also occur. This 
state may continue for days or weeks, sometimes 
being terminated by a seizure. 

Bruens (1974) has divided these states into 
three groups: the post-ictal twilight | state, 
‘absence’ status and psychomotor status. The 
EEG may be helpful in diagnosis, for in the post- 
ictal state, there is a disorganized record with 
slow wave activity and little evidence of specific 
‘epileptic’ activity, such as sharp waves or spike- 
and-wave. In ‘absence’ status, the EEG 
characteristically shows continuous spike-and- 
wave activity, which is generalized and may be 
irregular, The patient is slow in response to 
questioning and superficially appears to be 
severely mentally retarded. Administration of 
intravenous diazepam can abolish the discharge 
and the patient can return to normality almost 
instantly. Occasionally, this condition arises de 
novo in middle-aged subjects and will be 
unsuspected unless an EEG is performed, 
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(Schwartz and Scott, 197 1). Psychomotor status is 
a rare phenomenon and is usually short-lived, 
lasting hours rather than days. There is little 
information about EEG findings in this 
condition. 

Epileptic furor and fugue’ states now seem to 
be very rare; they are barely. mentioned in the 
epilepsy volume of the Handbook of Clinical 
Neurology. (Vinkin and Bruyn, 1974) or the recent 
Textbook of Epilepsy by Laidlaw and Richens 
(1976). 


Anxiely and depression 

Transient changes in mood. occur in the 
patient with epilepsy as a prodrome or some- 
times very briefly as an aura to a seizure. How- 
ever, more longer lasting depressive episodes are 
seen, and indeed Betts ef al (1976) found that 
depression was the commenest formal diagnosis 
made on the admission of epileptic patients to 
psychiatric care. Some of the depressive episodes 
are associated with environmental disturbance 
but in others this is not the case. As with other 
depressive illnesses, consideration should be 
given to the risk of suicide, particularly bearing 
in mind that the epileptic patient has ready 
access to large quantities of drugs. In some 
patients the depressive mood is less obvious and 
anxiety dominant. Curiously enough, an anxiety 
state may continue even many years after the last 
seizure. 

The management of these patients can be 
complex and time consuming and the first 
prerequisite is the establishment of good 
rapport. If fits are poorly controlled, assessment 
of drug levels in the blood can be helpful as a 
step in improving therapy. Modification of the 
environment, with attention Чо housing and 
employment is perhaps most important. There 
may be difficulties arising from the care of chil- 
dren or from marital disharmony. Drug treat- 
ment for the depression inevitably carries a 
hazard of precipitating seizures, since most of the 
compounds used have a convulsant effect. 
Trycyclic antidepressants are probably best and 
should be started at a low dosage; the newer 
antidepressants may also prove to be useful. In 
some severe cases, ECT may have to be 
considered. 
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Epilepsy and hysteria 
The interaction between epilepsy and hysteria 
aroused great interest in nineteenth century 


writers, including Charcot and, in this country, 


Gowers (1885). The term hystero-epilepsy gained 
considerable use; however, it is quité clear from 
reading the descriptions that many of the 
phenomena could well be considered at the 
present time to be due to temporal lobe epilepsy. 
The seizures may be brief, and in the following 
confusional period, lasting many minutes, a 
great variety of clinical phenomema may be 
observed; the actions of bystanders, for example 
in attempts to restrain the patient, may then lead 
to behaviour suggesting that the attack is not a 
‘genuine’ seizure. Nevertheless, it may be 
dificult to distinguish epileptic from non- 
epileptic attacks so that a hysteric may be 
labelled as having a seizure disorder, as well as 
the reverse. As Slater (1965) has pointed out, a 
proportion of those diagnosed as hysterical have 
subsequently to be treated for epilepsy. 

The occurrence of hysterical attacks in patients 
in whom there is no doubt about the previous 
diagnosis of epilepsy, fully substantiated on 
clinical and EEG grounds, present a difficult 
problem. These attacks are a frequent cause for 
re-admission to hospital. In making the 
diagnosis, a detailed check-list of the type seen in 
Table IV is important. This has been modified 
from that of Gowers (1885) in the light of 
present-day practice. 

The patient characteristically presents with 
frequent attacks often many a day after a period 
of good seizure control. These invariably occur 
in the presence of onlookers, generally at home 
with relatives or consorts and rarely in the street. 
The attacks may, though not always, mimic the 
previous seizures. The EEG is often helpful; 
though muscle artefact may make the presence 
or absence of ictal discharge difficult to recognize 
during an hysterical. attack; the recording 
between attacks is normal or shows only minor 
changes. It is perfectly true that in rare instances 
the EEG can be completely normal during a 
definite temporal lobe seizure, but in a patient 
who has many attacks a day it is excessively rare 
for the inter-seizure recording to show no 
abnormal discharges. The EEG сап often 
supplement the clinical hunch that the attacks 
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TABLE IV | 
Main characteristics of epileptic fits and hysterical altacks 
(Based on Gowers, 1885) 





‘Epilepsy 


Hysteria 





Similar 
Absent 


Attack pattern 
Apparent cause 
. 


Frequency 


Others present ? 


nocturnal 
Where? Anywhere 
Warning If present, often stereotyped 
Onset Commonly sudden 
Scream At onset 
Convulsion Stereotyped tonic/clonic phase 
Biting Tongue 
Micturition Very common 
Injury Fairly frequently 
Talking during attack Never 
Duration A few minutes 
ЕЕС . 


fits 


Rarely more than one a day, 
except petit mal. 


Sometimes when alone; can be 


Abnormal during and between 


Variable 
Emotional disturbance 


Often, frequent, many a day 


Only when other people present 
(often relatives or consorts). 
Rarely nocturnal 


Indoors, usually at home 


Variable, sometimes over- 
breathing - 


Often gradual 
During attack 


Variable, rigidity with random 
struggling movement 


Of lips, hands and other people 
Very rarely (not never) | 
Infrequently (not never) 
Frequently 


Many minutes, but sometimes 
much longer 


Normal during and between 
attacks . 





аге non-epileptic, especially if the telemetry is 
coupled. with video monitoring (Bowden ef al 
1975). In telemetry, the patient carries a small 
radio apparatus to transmit his EEG, which is 
received some yards away; hence, he is able to 
move. around the ward and carry out his usual 
pursuits without being hampered by cables 
attaching him to. an EEG apparatus. Although 
especially. useful in cases. where there is doubt 
about the nature of the attacks, it is also valuable 
lor. patients who. have poor seizure. control. 
Observations can be carried out for prolonged 
periods, for instance during changes of médica- 
tion. .- ' 

Roy (1977, in. press}. emphasizes that the 
situation and clinical manifestation of the attacks 
can aid in diagnosis, but the presence or absence 
of a single feature should not be over-valued. It 


is thus of interest that Gowers (1885) in his 
original tabulation (See Table IV) indicated that 
incontinence of urine never occurred with 
hysteria. Yet in recent experience at the London 
Hospital this has often been present in attacks 
that were clearly of а hysterical nature, in 
patients previously diagnosed as having epilepsy. 

Epileptic patients, according to Merskey and 
Buhrich (1975), have learnt the pattern of their 
seizures and find hysterical attacks a convenient 
way to resolve conflict. Roy (1977) matched two 
groups of patients for age and sex, one with a 
previous. diagnosis of epilepsy. ande later of 
hysterical fits, the other with epilepsy only, and 
examined diflerences: іп psychiatric history and 
other variables. In addition to a psychiatric 
interview, the General. Health Questionnaire 
(Goldberg, 1972), the Wakefield Self-Assessment 


Depression Inventory (Snaith et al, 1971) and the 
Hamilton Rating Scale for depression 
(Hamilton, 1960) were administered. There was 
an increased incidence of family history of 
psychiatric disorder, and of past history of 
psychiatric disorder, attempted suicide and 
sexual maladjustment in those with the double 
diagnosis of epilespy and hysteria. In addition, 
the scores for this group were significantly 
increased on all the affective rating scales. As Roy 
observes, this is the converse of the findings of 
Slater (1965) and certainly it is one reason for the 
failure of anticonvulsant drug treatment in a 
group of chronic epileptic patients. 

The treatment of hysterical attacks in patients 
with epilepsy presents considerable problems. If 
the patient has had a marked recent increase in 
anticonvulsant medication, on the ground that 
the attacks were seizures, then these should be 
withdrawn fairly rapidly. Such a procedure тау 
precipitate definite seizures, or produce an 
increase in other sort of attacks, so the with- 
drawal of drugs may need to be covered by the 
use of a'placebo. Basically, the treatment 
requires establishment of rapport with the 
patient and search for the stressful situation 
presumed to be causative of the attacks. If any 
modifications can be made to reduce stress, these 


no 'genuine' seizures at all, the clinician must 
adhere firmly to this view and not be swayed into 
once more prescribing a heavy drug regime. 


The schizophreniform psychosis of epilepsy 

The association between а schizophreniform 
psychosis and epilepsy, especially temporal lobe 
epilepsy, is a topic which has caused great 
interest and controversy, particularly since the 
reports of Slater et al (1963). As Stevens (1973) 
said ‘the relationship between psychomotor 
epilepsy and schizophrenia has been alleged, 
denied, described or decried-in an increasingly 
voluminous literature'. There is no doubt that 
epileptic fits occur in patients with schizophrenia 
and that patients with schizophrenia, of all those 
with functional mental disorder, show the 
greatest degree of EEG abnormality. Although 
‘the changes are largely non-specific, well 
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recognized epileptiform pictures—spikes, sharp 
waves and bursts of atypical spike-and-wave— 
also. occür. Indeed, Scott and Schwartz (1975) 
were able, on the basis of the EEG alone, to 
separate at a statistically significant level the 
tracings of schizophrenic patients from those 
who had a depressive illness. There is also an 
overlap between patients with a paranoid 
personality and thóse in whom the diagnosis of 
definite paranoid psychosis can be made. j 

However, the main: problem is whether the 
association between temporal lobe epilepsy and 
schizophrenia is coincidental or casual. This has 
implications not just for this small sub-group of 
schizophrenia but for schizophrenia as a whole, 
since one could label these epileptic cases 
‘symptomatic schizophrenia’, in the same way as 
those in which alcohol appears to be an impor- 
tant causative factor (Scott, 1967). Bruens (1974) 
suggests that there is a causal relationship, and 
the study of Currie et al (1971) also shows a 
modest increase in the incidence of 
schizophreniform psychosis, i.e. 12 patients out 
of 666 with temporal lobe epilepsy. - | 

A further point of general interest is the 
finding of- Flor-Henry (1969) that the 


'schizophreniform psychosis is associated with 


sharp waves and other abnormalities in the left 
temporal lobe, whereas patients who show 
manic-depressive psychosis with or without 


neurotic features have a disturbance in the right 


temporal lobe in the EEG. 

Assuming that there is a direct relationship 
between epilepsy and psychosis, what are the 
underlying mechanisms? Bruens (1974) regards 
the causation as multifactorial. Possible factors 
include the role of prolonged and potentially 
toxic anti-convulsant medication (Trimble and 
Reynolds, 1976), prolonged institutionalization, 
and social disadvantage, Stevens (1973) has 
suggested a more direct relationship between 
epilepsy and schizophrenia—that they have a 
common anatomical and psychopharma- 
cological basis in the limbic system. Certainly, 
there are reports (Heath and Mickle, 1960) of 
depth recordings of the brain with implanted 
electrodes carried out on patients with schizo- 
phrenia and demonstrating that deep structures 
show activity similar to that seen in epileptic 
patients during seizures. There is little evidence, 
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as is the case with alcoholic hallucinations (Scott, 
1967) for any genetic predisposition. 

Patients who develop the schizophreniform 
psychosis have a longer history of epilepsy than 
those who do not, and it often occurs when the 
fits are well controlled. A parallel observation on 
the EEG was made by Landolt (1958), who 
described ‘forced normalization’, meaning that 
no epileptiform activity was recorded during the 
psychosis. This, however, is by no means a 
general rule in all epileptic psychoses (Flor- 
Henry, 1972), for with some patients there is 
little alteration while with others there is an 
exaggeration of pre-existing abnormality. 
Landolt’s findings might be due to an 
anticonvulsant medication, as well as to the fact 
that patients’ seizures are infrequent when 
psychosis develops. This would suggest that part 


of the therapy should be drastic reduction of 


anti-epileptic drugs, and this method of treat- 
ment has in fact been employed. 

As to management, if the condition is severe 
admission to an institution may be required. 
And consideration has them to be given to the 
use of antipsychotic drugs. Betts el al (1976) 
report that in their experience, haloperidol is the 
most effective of these. Even though 
psychotropic drugs are known to activate 
'epileptic' activity in the EEG, this is not usually 
a practical problem and if a fit does occur anti- 
convulsant medication can be increased. Bruens 
(1974) points out that the combination of anti- 
convulsant апа psychotropic drugs provides a 
‘rein and check-rein effect leading to a satis- 
factory control of both seizures and psychotic 
disturbance. He further suggests that in those 
patients whose seizures are well-controlled anti- 


convulsant medication should be curtailed 
drastically; this resulted in a satisfactory 


outcome in 16 of his own patients. ECT is best 
avoided, and after the acute stages of the illness 
are passed depot preparations of phenothiazine 
drugs may be used on an out-patient basis. The 
prognosis of this type of psychosis is of more or 
less total remission in one-third, with a further 
third improved, but little remission of symptoms 
in the remainder. 


Conclusion 
The epileptic patients seen by psychiatrists 
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often present many problems, not merely those 
related directly to a formal psychiatric syndrome. 
Two areas of particular difficulty have been 
covered—the interaction between hysteria and 
epilepsy and the causes of intellectual deteriora- 
tion. Some important questions have of necessity 
been omitted or barely mentioned by reason of 
space. The reader is directed to the works of 
writers who have concentrated on such aspects as 
the problems of ‘living with epilepsy', for 
example Laidlaw and Laidlaw (1976), and the 
questions raised by patients and relatives are 
answered for the layman in for example, Scott 
(1973) and Burden and Schum (1976). 
Rehabilitation of patients with epilepsy has been 
reviewed by Fenton (1976) and social prognosis 
by Juul- Jensen (1974), The problems of driving 
licences for epileptics and indeed for psychiatric 
and medical patients in general—have been 
discussed under the editorship of Raflle (1976). 
Sometimes parents, relatives and patients them- 
selves are helped by joining ‘Epilepsy Action 
Groups’; there are now 80 of these, in various 
parts of the country under the aegis of the British 
Epilepsy Association (3 Alfred Place, London 
WCIE 7ED). It is often by reappraisal of the 
whole psychosocial background that the 
apparently drug-resistant patient can benefit 
greatly, 
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Incidence of Depressive Symptoms in Users of the 
Oral Contraceptive 


By O. FLEMING and C. P. SEAGER 


SUMMARY Evidence is presented that the incidence of depression 
among users of oral contraceptives is no higher than that among 
matched controls not taking such medication. There is an association 
between high depression scores and high neuroticism ‘scores, more 
marked in controls than takers. Intensity of depression is related 
more to age, personality and occupation than to the use of oral contra- 
ceptives. A higher proportion of users than of controls experience 
sexual satisfaction. Past takers include a large number of individuals 
with a high neuroticism score. The incidence of depressive symptoms 
in women increases with age. A higher proportion of housewives than 
of women going out to full-time work show depressive symptoms. 


Introduction 


Since the introduction of oral contraceptives 
to control the birth rate in underprivileged 
women іп Puerto Rico, reported by Pincus and 
his colleagues (1958), this method of fertility 
control has been widely adopted in many 
countries. 

Not long afterwards reports began to appear 
in the medical literature describing a variety 
of alleged side effects of oral contraceptives. 
Some of the physical side effects have been 
recognized and evaluated only in recent years, 
mainly in the Oral Contraception Study of the 
Royal College of General Practitioners (1974) 
and in the survey carried out by Vessey and his 
colleagues (1976). | 

There has been more controversy regarding 
possible psychological side effects. The most 
common is said to be depression, first men- 
tioned by Wearing (1963) and Kaye (1963) and 
reported in 34 other papers but not confirmed, 
or contradicted, in 23 further papers. (A full list 
of these and other references can be obtained 
from the authors.) 

Likewise the effect of oral contraceptives on 
libido, the loss of which may be associated with 
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depression is equally uncertain. Ten papers 
report loss of libido; 4 papers describe it as 
unchanged or equivocal; 3 report an increase 
of libido. Twenty papers which accept that 
depression occurs try to explain this in bio- 
chemical terms, mostly by blaming progesto- 
genic compounds (e.g. Grant and Pryse-Davies, 
1968; Lewis and Hoghugi, 1969). On the other 
hand, oestrogenic preparations have been held 
responsible by Cullberg (1972). Waxman (1968) 
claims to have relieved depression by the 
administration of progesterone; Leeton (1973) 
holds that the oestrogen-progesterone balance is 
unimportant. i 

Many authors explain disturbances of mood 
and libido in psychological and psychiatric 
rather than biochemical terms. (e.g. Zell and 
Crisp, 1964; Nilsson et al, 1967). _ 

The majority of these papers deal with un- 
controlled samples, selected without defined 
criteria for measuring depression; some are 
frankly anecdotal. There is a tendency for 
earlier reports to be quoted uncritically by 
subsequent authors. 

It is estimated that in Britain alone more than 
two million women are regular contraceptive 
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pill users. It seemed therefore important to 
establish whether we are faced with a large 
amount of avoidable suffering or whether the 
alarm has been sounded unnecessarily. This 
study of a group of women on the contraceptive 
pill was undertaken in an attempt to clarify the 
situation concerning the incidence of depression 
and loss of libido. 


Method 


This survey was carried out in the general 
practice of one of the authors (O.F.), which is 
situated in a predominantly working class area 
of South Yorkshire. All the women in this 
practice population who were taking an oral 
contraceptive were identified and matched for 
age with two groups of controls, past takers of 
the oral contraceptive and non-takers, i.e. those 
who had never used oral contraceptives. The 
technique of the Royal College of General 
Practitioners Oral Contraceptives Study (1974) 
was followed. The matching was carried out by 
identifying each patient on the contraceptive pill 
and working through the medical cards of the 
practice consecutively till we found the next 
woman patient within three years of the same 
age who was either not taking or had dis- 
continued the pill; this patient was selected for 
the appropriate control group. The majority of 
patients were visited at home by non-professional 
interviewers who had been given brief guidance 
concerning the administration of the various 
questionnaires. Their main task was to ensure 
that the questionnaires were fully completed. 
The interviewers did not know whether they 
were dealing with takers or controls until the 
questionnaires had been completed. 

Three questionnaires were used: 


І. Information about the patient's current 
menstrual history, medical and psychiatric 
state, etc. (Appendix 1). 


2. A depression rating scale modified from 
Watts (1977) (Appendix 2). This scale has 
been used by Watts and a number of other 
general practitioner colleagues as an aid in 
recording the changes on antidepressive 
medication. 


3. Eysenck Personality Inventory (Form A) 
(Eysenck and Eysenck, 1963). 
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We have no evidence within the limits of this 
survey to establish the brand of oral contra- 
ceptive used by each taker, but it was known 
that virtually none used sequential or pro- 
gesterone-only preparations. For practical pur- 
poses it can be assumed that only combined 
pills were used. Likewise it was not possible to 
authenticate the many reasons for discon- 
tinuance; they ranged from a desire to become 
pregnant to the breaking off of a relationship 
or advice from a neighbour. These could not 
have been reliably evaluated within the scope 
of this investigation. No attempt was made to 
ascertain the date of discontinuance, since such 
information could not be reliably obtained. 

In trying to determine whether an individual 
was depressed, the group of symptoms upon 
which this decision was based presented a 
continuum from virtual absence to a pre- 
ponderance. The various answers to the de- 
pression questionnaire were given weightings, 
and the total number of points was computed 
for each series of replies. For convenience these 
scores were aggregated into Not Depressed, 
Mildly Depressed, and Definitely Depressed; 
scores between 0 and 6 indicated virtual absence 
of depression, 7 to 12 indicated mild depressive 
symptoms, and 13 and over the presence of 
depressive illness. A similar procedure was 
adopted for neuroticism with the Eysenck 
Personality Inventory (EPI). 


Results 


A total of 686 women were included in the 
survey. This comprised 335 women currently 
taking the contraceptive pill, 172 who had 
previously taken such a pill and 179 who had 
never been on such medication. (Table I). 

The age distribution of the three groups was 
comparable; there was a slightly higher repre- 
sentation of older patients in the non-taker 
group, but the difference in the three groups 
was not significant ( y» = 7.31; P < 0.2). 

Table II compares the depression scores of 
the three groups of subjects included in the 
survey. It can be seen that the takers did not 
have a -higher incidence of depression than 
matched controls. The non-takers scored very 
similarly to the takers, but the past takers had a 
higher incidence of depression. In view of the 
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Taste I. 
Ages of women taking and not taking oral contraceptives 



























































Takers Past takers Non-takers 
Age (years) ee 
No. % £5 No. % No. СА 
Under 20 30 Ои 6.4 20 11.2 
20-29 206 61.5 HI 64.5 99 55.3 o 
30-39 92 27.5 44 25:6 51 28.5 
40 plus 7 2.1 6 3.5 9 5.0 
Total 335 100.1 172 100.0 179 100.0 
Taste П m 
Depression scores of takers, past takers and non-takers of oral contraceptives 
Takers Past takers Non-takers 
Depression score 
No. 95 No. Yo No. 96 
0-3 127 38 38 22 62 35 
4-6 102 30 49 28 50 28 
7-9 55 16 4l 24 36 20 
10-12 30 9 21 12 21 12 
13-25, depressive illness 21 6 23 13 10 6 
335 172 179 





well-known mood changes that occur during 
the menstrual cycle, attention was paid to the 
phase of the cycle in which the interview took 
place. It was found that the incidence of scores 
falling into the Definitely Depressed category 
was about equal in each phase in both takers 
and non-takers. None of the three groups 
showed any increase in the depression score 
during the premenstrual stage. (Table ITI). 

Table IV examines the relationship of 
depression scores and age of respondents. All 
groups showed an increase in depressive 
symptoms with increasing age. The slight pre- 
ponderance of older ages in the non-takers may 
have been responsible for the higher incidence 
of depression scores in this group. 

Since it was suspected that the level of neuro- 
ticism might have some influence on the indi- 
viduals attitude to the oral contraceptive, the 
three groups of subjects were compared on the 
EPI. 


Figure | shows that, while the takers and 
non-takers were similar in the percentages 
achieving the various neuroticism scores, the 
past takers (middle columns, P) had a smaller 
percentage with low neuroticism scores, but 
higher percentages with scores above 11. 

The question of personality in relation to 
depressive symptoms was examined by com- 
paring neuroticism scores with the score on the 
depression scale. It is noteworthy that, while 
the extraversion scores did not appear to 
differ markedly in the three groups of indivi- 
duals, there was a marked disproportion of 
individuals with high neuroticism scores asso- 
ciated with high depression scores among the 
non-takers, and even more so amongst the past 
takers, compared with the takers. This is shown 
in Table V. 

There is one particular feature of the de- 
pression score which it was though important to 
examine separately. This was the answer to the 
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Taste III 


Depression scores during phases of menstrual cycle in 
takers, past takers and non-takers of oral contraceptives 
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question about libido. It was found that 20 per 
cent and 22 per cent respectively of takers and 
non-takers reported diminished libido. The pro- 
portion of past takers was somewhat higher at 


Takers 29 per cent, though the difference was not 
Ist 2nd 3rd 4th found to be satisfactorily significant ( y? == 5.3; 

Depression week week week week P <05). 

s Me 76 7e 76 % It was considered that parity might have some 
0-6 67 69 71 68 bearing on the incidence of depression; the 
7-12 26 25 20 30 results can be seen in Table VI. This demon- 

strates that depressive symptoms were less 
13-25 7 6 9 2 marked in the childless and became more 
Past takers pronounced with an increase in the number of 
2 » " с children, particularly in the past takers. This is 
76 76 m % not entirely a question of an older age group, 
0-6 43 54 57 53 because although the non-takers had the highest 
7-12 35 31 30 44 proportion of individuals over the age of 40 it 
was the past takers group which had the highest 
13-25 2 14 13 3 incidence of depressive scores; thus 37 per cent 
Non-takers of the past takers with one or more children 
o; m 5 E? showed depressive scores over 13 while only 
: ы : = 19 рег cent of the non-takers and 18 per cent of 

0-6 67 64 56 74 the takers scored in this category. 
7-12 33 25 39 21 It became apparent during the study that 

TMMEEO———————————— while depression seemed not to be related to the 
13-25 0 H $ 3 use of oral contraceptives there did appear to be 

Taste IV 


Numbers of takers and others by age group reporting depressive symptoms 


















































Less than 20 years 20-29 years 
Depression score 
Takers Past takers Non-takers Takers Past takers — Non-takers 
0-6 20 6 3 1з 56 64 
7-12 9 4 6 59 g 34 
13-25 1 1 2 11 13 0 
Total 30 п 21 206 Hl 98 
30-39 years ^ 401 years 

0-6 63 23 3 —— 2 2 § 
7-12 22 12 17 Um. 4 i 
13-25 8 9 2 ШШШ 3 
Total 93 44 pr 9 


51 6 
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i NEUROTICISM SCORE (E.P 1) of 3 GROUPS 
7 
30 f 
a 7 / 
а. Ша. 
Z 2 @ 2 g 27 Takers N=321 
22 2? 72 pA Past 24 
Q 20 7 2 7, 2 Р es Н-165 
б 2 AI б М Lis ттм 
: ln d 2 ИИ 
* | An 2 A Wm Р 
: 1 A si WAI UU 
ТИТИ AA А E 
i AM gi M a 
401 Ø| Ø| UAI К 
LA WA Alwyn 
Ten s ma TES Tao ү 4 N 


Fic. 1.—Neuroticism score ЕРІ. 


a positive relationship between the depression 
score and the proportion of time the individual 
was tied to the house, particularly if there were 
young children to be looked after. A further 
group of questions was therefore asked concern- 
ing this aspect of the individual's life. Figure 2 
shows that there was a higher proportion of 
full-time housewives among the past-takers; 
this was to be expected, since many of these 
would have stopped taking the pill in order to 
have children. There was little difference in the 
proportions of full-time housewives and people 
working outside the home in the other two 
groups, takers and non-takers. 

Figure 3 shows that the full-time housewives 
had a higher incidence of depressive symptoms 
than those women who went out to work. 
These results were statistically significant ( ү? == 
11.0 and P < 0.05). 


Discussion 


If the relationship of depression and oral 
contraception is to be assessed rationally, 


degrees of depression must be defined and 
measured. А baseline of depression must be 
established for any particular group under 
observation. Variation of intensity of depressive 
symptoms is related to personal and social 
factors, both. in; takers and non-takers. As 
Tables II, HI, V and VI show, there is a 
spectrum of depressive symptoms and of 
neuroticism in àny given population. To state 
that oral contraceptive takers are more or 
less depressed than non-takers is meaningless 
unless matched. groups are compared. For this 
reason much previously published work is of 
doubtful value and has resulted in contradictory 
findings. 

We have found. no evidence to support the 
view that oral contraceptive takers as a group 
are more depressed than non-takers; the former 
show slightly lower depression scores (Table П). 
'This applies whether the subjects are matched 
for phase of menstrual cycle (Table III), age 
(Table IV), parity (Table VI) or occupational 
status (Figure 2). These findings agree with 
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Takers 
Tow Intermediate ў High | 
N score N score N score Total 
0-6 7-13 14+ 
li No depression Score 0-6 34 055 — Í 28 217 
Mildly depressed Score 7-12 1 саз 20 54 
Definitely depressed Score 13-25 0 m 10 po i 40 50 
Total 35 | 198 ВЕ 88 321 
Past takers 
No dépresiðń Score 0-6 m 6 ART S Lr 33 84 
Mildly depressed Score 7-12 ИЯ = 15 22 37 
Definitely depressed Score 13-25 — Г 7 З mE 36 44 
Total т — 8 91 165 
Non-takers 
No depression Score 0-6 16 30 и 15 61 
мшу depressed Score 7-12 3 34 46 саз oo 
Definitely depressed соге 13-25 0 ee 25 30 
Total 19 юв в 174 





those of Goldzieher et al (1971a, 1971b) and 
Kutner and Brown (1972). 

A surprising number of depressive symptoms 
were present in both takers and controls. Brown, 
in his observation of working class women in 
South London, also noted this (Brown et al, 
1975), as did Richman (1976). There is a 
definite pattern in the distribution of depressive 
symptoms. We found an increase of depression 
with increasing age, and this applied to all 
groups but was more marked in the controls. 

It was observed that neuroticism (as measured 
by the EPI) and depressive symptoms often 
presented together. Indeed, this confirmed 
clinical experience that depressive symptoms 
appear more readily in association with neurotic 
. personalities. This is well illustrated in Table V, 

* where it will be seen that there was little link 





between higher depression scores and high N 
scores in oral contraceptive takers, but marked 
association in controls, thus suggesting that 
their high depression scores were a function of 
their high N scores. 

This association of high N scores with high 
depression scores was most marked in past takers, 
thus supporting the view that neurotic women 
produce more symptoms and presumably blame 
them on the pill and therefore cease to use it. 
This accords well with the 'scapegoat effect 
quoted by Bakker and Dightman (1966). 

It has been observed by one of the authors 
(O.F.) that of all the patients seen in his general 
practice who present with explicit or covert 
depressive symptoms not one will attribute them 
to a specific cause, even in the presence of 
trauma which might be obvious to laymen. 
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Number of women without or with children in each 
contraceptive group who reported depression 





























Takers 
Depression No 1-3 44 
score children children children 
0-6 55 163 Te 
7-12 18 62 6 
13-25 3 16 2 
Total 76 241 18 
Past takers 
0-6 22 59 6 
7-12 8 50 4 
13-25 2 18 3 
Total 32 127 13 
Non-takers 
0-6 38 69 6 
7-12 13 41 2 
13-25 0 9 1 
Total 51 119 9 


:MM——————M— M —— 


The only cause ever mentioned, in the experi- 
ence of the author, is ‘the pill’. 

The ‘scapegoat effect’ of pill-related de- 
pression is an affliction not only of pill users 
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but also of pill prescribers, who readily attribute 
any psychogenic symptoms to the pill, thus 
avoiding the need to explore their real causa- 
tion. Instead, various oral contraceptive pre- 
parations are tried in turn, or discontinuance of 
oral contraception is advised. Anxiety and 
depression in these cases will be relieved by this 
action only if the cause was fear of serious side 
effects such as thrombosis which might have been 
engendered by the publicity given to such 
mishaps. 

The finding that oral contraceptive takers 
showed more sexual interest than non-users is 
not surprising. This group contained strongly 
motivated women who used oral contraceptives 
to help them in leading a fulfilled sex life, and 
others who found that their fear of pregnancy 
was removed by this medication. Both could 
be expected to answer the question positively. 
On the other hand, it may be said that one of 
the reasons why past takers discontinued taking 
the pill was because they were aware of this side 
effect on libido, and this was the reason why 
they ceased to use it. Noting the tendency to 
high neuroticism scores among these individuals, 
it is difficult to know whether this was a true 
organic effect on the libido or whether it was 
brought about by anxiety over widely publicized 
possible side effects. It is remarkable that these 
subjects showed diminished sexual interest even 
after discontinuance of oral contraception. 


PAST TAKERS 


NON TAKERS 





[777A Full time housewife 
CO] < 10 hours outside work 
С > Whours outside work 





[Full time outside work 


Fic 2.—Hours of work outside home for three groups. 
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Fic 3.— Depression scores in relation 


Negandhi (1976) observed that the loss of 
libido in oral contraceptive users was more 
common in housewives than in women going 
out to work. This observation is in line with 
our findings (Figure 3). The careful study by 
Brown et al (1975) found a greater prevalence of 
psychiatric disturbance in working class women, 
particularly in those with children at home. 

Many factors influencing the presence or 
absence of depressive symptoms in a normal 
population have been described; they range 
from such life events as early maternal depriva- 
tion to the lack of a supportive personal rela- 
tionship later in life. We have measured de- 
pressive symptoms only in a limited number of 
situations. Incidence and intensity of depression 
were found to vary with age, phase of the 
menstrual cycle, parity and work situation. 
Whatever the background, in none of the 
carefully matched groups was the use of oral 
contraceptives associated with an increase of 
depressive symptoms. 
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Confidential APPENDIX 1 


It will help us to understand how you are feeling if 
you will choose from the statements set out below which 
ones apply to you today. 


THIS DOCUMENT IS COMPLETELY 


CONFIDENTIAL 
Please tick the appropriate boxes and number 
Single QO Date of last menstrual period ? 
Married Г) When are you expecting your 
Widowed С] next period ? 
Divorced/separated Г) Do you always know when your 


next period is expected ? 
Number of children t] 
Number of miscarriages (7 
Number of termination of pregnancy [7] 
Have you been sterilized ? С] 
Are you using the Contraceptive Pill? 
If not, have you ever used it? 
Are you using any method of contraception? If so which? 


Have you any worries in life sufficient to make you fre- 
quently depressed or upset? 


Are these worries: Domestic 

Financial 

Due to death of a relative or friend 
Others (specify) 
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Are уой on any treatment at present? 
If so what? 


Do you suffer from any disability or handicap. Please 
specify. 
Have you had any serious illness? 


Have you been in hospital? 
Have you had any nervous illness? е 


APPENDIX 2 


DEPRESSION RATING SCALE 
(MODIFIED FROM WATTS) 


Please read the statements in each group, and put a tick 
against the one which comes nearest to how you feel. In 
this part of the paper there should only be ONE tick for each 
group of questions. 


Group I a. 1 feel very low and miserable (2)* 
(Tick one b., Тат fine (0) 
statement) с. I feel really down (2) 
d. I feel on top of the world (0) 
c. I feel utterly wretched (2) 
f. I feel below par (1) 
g. І am fairly well (1) 
Group 2 a. Things are going well are present (0) 
(Tick one b. I think that things will be all right (0) 
statement) c. The future looks black for me (2) 
d. I have every confidence in the future (0) 
е. I am dissatisfied with everything (1) 
f. I feel hopeless (2) 
g. 1 am feeling rather discouraged (1) 
Group 3 a. Í feel tired all the time (2) 
(Tick one b, I am bursting with energy at present (0) 
statement) c. I have lost my usual drive (1) 
d. Some days I feel all right, and other 
days I am worn out (1) 
e. I feel rather less energetic than I 
would wish (1) 
f. I have my usual amount of energy (0) 
g. 1 feel utterly exhausted (2) 
Group 4 a. Work is rather difficult for me at 
(Tick one present (1) 
statement) b. 1 haven't the interest or energy to do 
a thing (2) 
c. I can work about as well as most 
people (0) 
d. I can only potter about at home (1) 
e. Гат on top of my job (0) 
f. 1 can do the work of two people (0) 


. I can work, but only with real effort (2) 


os 7 


* Score (not included on questionnaire for patient). 
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Group 5 a. I sometimes cry when I am by myself (2) Group 9 a. I have no powers of concentration (2) 


(Tick one Б. I wish I could cry, but I feel beyond (Tick one b. I can concentrate on what I am 
statement) tears (2) statement) doing (0) 

с. I find myself crying all day (2) c. My concentration is not what it used 

d. Although I have my worries, I am to be (1) 

never close to tears (0) 

€. I feel perfectly well (0 Group 10 а. My feelings do not vary very much 

f. I keep bursting into tears (2) (Tick one during the day (0) 
e g- I could cry if I gave way (1) statement) b. I feel at my best when I get up and 

i worse later in the day (1) 

Group 6 а. Sometimes I show my anger (0) c. I feel bad in the mornings and better 
(Tick one Б. I often feel annoyed with people and as the day goes on (2) 
statement) things (9) d. I feel terrible all day long (2) 


c. I get on reasonably well with people (0) 


н e e. I feel better at some times of the day 
d. I feel intensely irritable and upset 


than others but I cannot say when (1) 


all the time — (1) 
б жез ARE PATRUM (2) Group 11 а. 1 wake many times during the night (1) 
f. 1 get et fine with everyone (0) (Tick one Ы. I find that I am sleeping more than 
a А р statement) I do normally (1) 
на UR IARE Imper ep ü c. I can hardly sleep at all (1) 
y d. I sleep well (0) 
; А . І can sleep for a few hours and then 
Group 7 a. Nothing worries me (0) © : 
(Tick оле — b. I get quite worked up at times (1) £I К ds cha si c iiu of the night 2 
statement) c. I feel more tense than is usually the v nodi are: to getto OCD а) 
сазе. (1) . 
d. 1 feel constantly terrified (1) Group 12 а. І са normally but I do not enjoy 
е. I do not worry more than most (Tick one food (1) 
people (0) statement) b. I eat less than usual (2) 
f. Most of the time I feel all right, but c. My appetite has not changed (0) 
at times I panic (1) d. 1 have been eating more than usual (1) 
g- I feel tensed up and on edge all the e. I am completely off my food Q) 
time (1) 
| | Group 13 а. Nowadays I have no interest in sex (2) 
Group 8 а. I tend (© forget things more than (Tick one — b. I am more interested in sexual 
(Tick one I did ; (1) statement) relations than I was a few months 
statement) b. My memory is as good as usual (0) ago ` (0) 
7 € I seem to have no memory at all с. І seem to be losing interest in sex (1) 
these days (2) d. I enjoy a normal sex life (0) 
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Management of the Demented Elderly Patient in the 
Community 


By K. BERGMANN, E. M. FOSTER, A. W. JUSTICE and V. MATTHEWS 


SUMMARY  Eighty-three consecutive patients with organic mental disorder 
were studied on their first admission to a psychiatric day hospital assessment unit 
in a general hospital. They were evaluated medically, psychiatrically and by social 
work, re-evaluated after 3 months, and again after 12 months or at death. The 
types of care, and the number of days in each setting, were recorded. Nearly 
three-quarters were dead or in institutions by 12 months: those initially living 
with spouses did worst, and those with their children did best, while those on their 
own became long-stay residents in institutions. Family support seemed the most 
important factor determining continued life in the community, and increased 
help to families from social services appeared to be needed. The value of earlier 
psychiatric diagnosis and earlier treatment of physical ills is also discussed. 


Introduction 

Now that elderly patients with dementia make 
such heavy demands on various types of 
institutional care, it might seem an unnecessary 
luxury to raise the question of early ascertain- 
ment and treatment for this group. Nevertheless, 
it has been demonstrated that to take an 
institutional view of dementia ignores the far 
greater burden currently carried by the 
community (Kay e£ al, 1964) and falling on the 
backs of the family and dose friends (Grad and 
Sainsbury, 1968). 

In 1970, less than 4 per cent of persons 65 
years of age and over were in psychiatric or 
geriatric hospitals or local authority residential 
care, and of course not all of these were suffering 
from dementia; yet the estimated number of 
demented persons residing in the community 
(about 6 per cent) exceeds the total number of 
persons in institutional care by nearly 200,000 
(DHSS, 1972). 

The elderly suffering from dementia in the 
community are gravely disadvantaged, for they 
show a higher mortality, more physical ill- health 
and a greater need for long term institutional 
care. These significant differences from other 
elderly persons in the community have been 
prospectively demonstrated in the follow-up 
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studies of randomly selected elderly respondents 
(Kay et al, 1966, Kay and Bergmann, 1966 and 
Kay et al, 1970). 

One of the most important questions to be 
asked is how demented patients, likely to survive 
in the community сап be identified and 
differentiated from those other demented 
patients whose viability in this setting is doubt- 
ful? Another question requiring examination is 
what threatens «ће viability of the elderly 
demented community resident? Among 
unfavourable factors that may have, at least, a 
hypothetical significance are lack of family 
support, inadequate social support from com- 
munity resources, and unfavourable medical and 
psychiatric conditions. 

An in-patient population cannot yield satis- 
factory information on these questions, as social 
networks have already been broken and the 
opportunity for, intervention on all fronts to 
prevent admission and to support families is no 
longer there. An acute assessment unit in the day 
hospital of a psychogeriatric unit in a general 
hospital setting provided an opportunity to 
examine patients with organic mental disorder. 
The majority of these were still living at home 
and were thus available for a wide range of 
interventions. 
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Materials and Methods 


Eighty-three consecutive first admissions 
suflering from organic psychiatric disorders were 
selected. They were subjected to a full multi- 
disciplinary assessment procedure. This included 
for all patients a full clinical psychiatric assess- 
ment, medical examination, and social work 

“assessment, including evaluation of the support 
in the preceding year and recommendations of 
social support required for the future. It was 
possible to give a full range of medical treat- 
ments and initiate referrals to appropriate 
specialists if necessary. Three months after 
assessment each patient’s medical and psychiatric 
state was re-evaluated and the level of social 
support ascertained, 

All patients were followed up 12 months after 
their initial conference assessment or up to the 
time of death. The period spent in institutional 
care was recorded as well as the situation at 12 
months or time of death. 


Results 

The basic data concerning the population is 
given in Table I. Nearly 64 per cent of all patients 
were 75 years or over, and nearly 80 per cent 
were living in the community either in their own 
or relatives households. Females predominated 
(71 per cent). The sample contained a majority of 
58 per cent widowed; of the rest 28 per cent were 
married, 13 per cent single and 1 per cent 
separated or divorced. 


Diagnostic Categories 
In general the descriptions employed by the 
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Glossary of Mental Disorders (1968) were 
followed. In the first instance all patients were 
assigned diagnoses within the I.C.D. categories 
290.0 to 294.9. However, the diagnostic 
categories 294.0 to 294.9 included those condi- 
tions which are more commonly diagnosed as 
acute or subacute delirious states or confusional 
states. The latter diagnosis was used in. 
preference to the LC.D. categories. Senile 
dementia was more commonly diagnosed than 
arteriosclerotic dementia (51 per cent against 34 
per cent respectively), Though mixed states did 
exist diagnostic categories given here refer to the 
predominant clinical picture. Other categories 
included 10 per cent of patients with presenile 
dementia and 6 per cent with confusional states. 


Domestic Situation and Outcome 


The outcome of community residents at 
follow-up (either at 12 months or up to the time 
of death) was examined with regard to types of 
institutional care and mortality (Table H). It was 
evident that those elderly patients with dementia 
who lived with their families were more likely to 
survive in the community (46 per cent). On the 
other hand those living alone were more likely to 
have entered residential or hospital care. Those 
living with their spouses showed an intermediate 
position between these two groups. These 
diflerences cannot be solely accounted for by 
age, as there was no significant difference in age 
between those living with children or other 
relatives and those living alone. However those 
living with their spouse only were significandy 
younger than the other two groups when they 
presented for day hospital assessment. 





ТАвг I 
Nature of the population 
Distribution by age (N = 83) Place of residence on referral (N = 83) 
65 5% Living alone 34% 
65-69 i2 Living with spouse 23 
70-74 21 Living with relatives 29 
75-79 28 In acute hospital — 
80-84 22 In psychiatric hospital — 
85+ 13 In residential care 14 
HET НВ ATE ON ee ea 
Total 100 Total 100 


Deut E OONO ONO 
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Fate of community residents by 12 months 
apr nena set ee EE a ae | 
Initial domestic situation 





Living With | With 
alone spouse children 
re ca a Se cet 


Total 


Outcome Resident in the community 5 (19) 5 (29) 11 (46) 21 (30) , 
12 КЫ In residential care 8 (30) 0 (0) 3 (13) 1 (16) 
follow-up In hospital 5 (18) 5 (28) 4 (17) 14 (20) 
Dead 9 (33) 8 (44) 6 (25) 23 (33) 
Total 27 (100) 18 (100) 24 (100) 69 (100) 

N.B. Percentages in brackets, LE 


12 patients originally in institutions. 
2 patients not traced. _ 
x? = 11:32, 6 df; .05> Р < .1. 


Tte rene mme msnm terrenum eere qe tmt rete ttr tei itt ar a a 


Mean ages Years SD T-tests 
1. Living alone 78.6 +6.78 ] vs 3; t = 0.54; NS 
2. With spouse 71.6 +5.21 1 vs 2; t = 3.76; P < .01 
3. With children (other 2 vs 3; t = 2.87; P < .01 
relatives) 77.5 +7.60 





Local Authority Support 


support in the future (21 per cent) and for 
Before their initial referral to day hospital, 


further day care in local authority day centres (21 


significantly fewer patients living with relatives 
than patients on their own received local 
authority support. (Table HI). Following full 
assessment, however, those living with relatives 
were recommended for increased social work 


per cent). Of those living with relatives 25 per 
cent were thought to require residential care. At 
three months few of these recommendations had 
been implemented, and 54 per cent of patients 
living with relatives still received hospital-based 











Tasnrs III 
Percentage of patients receiving local authority services at initial assessment 
| Living alone With spouse With relatives Total 
Receiving services 75 53 37 56 
Not receiving services 25 47 63 4 
Total 100 (28) 100 (19) 100 (24) 100 (71) 


All values percentages; absolute numbers in brackets. 


xX = 7.46; 2 df; Р < .02. 
Living alone vs Rest 


x? == 4.55; 1 df; Р < .05, 


Living with spouse vs Rest x? = 0.14; 1 df; NS. 
Living with relatives vs Rest y? = 5.26; 1 df; P < .01. 





444 


day care. Among those patients living alone 75 
per cent had been receiving services or super- 
vision before referral to the day hospital: 43 per 
cent received local authority social work 
supervision, 21 per cent home help, 21 per cent 
were on the waiting list for residential care and 
18 per cent were supervised by a health visitor. 
After assessment further domiciliary services 
often did not seem sufficient and 61 per cent 
were recommended for residential care. At three 
months 43 per cent of this group were in 
institutions (18 per cent in residential care and 25 
per cent in hospital). 

Elderly patients who lived only with their 
spouses had a fair amount of support before 
referral to day hospital: 20 per cent had home 
help and about 26 per cent were under 
supervision either by a social worker from the 
local authority or by a health visitor. At day 
hospital assessment 31 per cent of the group 
were judged to need local authority social work 
supervision, and 24 per cent would have 
benefited from a day centre. 

The actual help which had been provided at 
three months was not very much higher than that 
received before referral. It was of interest that 
elderly patients who lived with their spouses were 
significantly younger than those in the other 
groups, but had a higher death rate of 44 per 
cent as compared to a 33 per cent overall death 
rate. This would suggest physical ill-health as an 
important factor in precipitating the need for 
assessment and further care, and this is further 
supported by the fact that all institutional care 
provided for this group was in hospital. 


Medical Treatment and. Further Assessment 


Elderly patients with dementia did not attend 
the general hospital assessment unit solely for 
the purpose of control or supervision. A large 
number received treatments of various kinds (Fig 
1). Although the use of tranquillisers in 65 per 
cent of patients was concerned with the control 
of behaviour as well as the relief of anxiety 
symptoms, it is of interest that 42 per cent of 
patients required anti-depressants for sympto- 
matic depressive illnesses. Physical ill-health 
included cardiac disease as especially important 
(82 per cent), and vitamins and nutritional 
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Genito-urinary 


Physiotherapy 


Occupational Therapy 
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Ес l.—Proportion of patients receiving treatments and 
drugs (N=76) 


supplements were required for 20 per cent of all 
patients. Both respiratory and genito-urinary 
disorders required treatment in about 15 per 
cent of the sample. 

The most important specialist referrals were 
those to a geriatric physician (20 per cent), 
though only 6 per cent of this sample were 
admitted to geriatric care over the 12 month 
follow-up period. Such referrals were therefore 
for active advice and help rather than for 
disposal. Visual defects were also of some 
importance and 10 per cent of the sample were 
referred to an ophthalmologist. 


Viability of the elderly demented patient in the 
community 


The approach to the problem of viability in 
this study was to examine the difference between 
those demented patients who spent least time in 
institutional care and those who spent most. The 
percentage of time spent over the follow-up 
period or up to the time of death by all patients 
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Short Stay (SS) 
N-34 


Intermediate Stay (IS) 
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Long Stay (15) 


N23 N= 24 


25 4 tt Overall Mortality 29.6% ————— —— —— 







Mortality 17.696 


Mortality 52.296 


Mortality 2596 


Number 2 Significantly Significantly NS. 
d lower higher e 
2 2 
І 15 X^-4.80 1df х2=13.52 10 | 
patients p< .05 p< .01 Died 








pomme mme ае сен чын чек amt n чене cm 


Alive at 
at 12/12 


§ ..10..1520.25..30..35 ~40-45 ~ 50-55 -60--65-- 70-75-80- 85-90--95-100 96 


Percentage of follow-up period spent in institutional care 


Fic 2,--Proportion of time spent by day patients with dementia in institutional care (over 1 yr follow-up-~or until death) 


in institutional care was calculated for all those 
who could be traced (81 out of 83). This was 
plotted graphically (Fig 2) and three peaks were 
identified on this histogram. The probability that 
the central peak was part of a homogenous 
population with either of the extreme peaks is 
very low (3218.38 and 15.63, 1 d.f, P«.001). 
The patients were therefore divided into three 
groups; a short-stay group, and intermediate- 
stay group and a long-stay group. These groups 
were then compared for various factors that 
might differentiate them. 


Mortality 

The short-stay group patients had the lowest 
mortality (18 per cent) and the intermediate-stay 
group the highest (52 per cent). These propor- 
tions differed significantly from the overall 
mortality of 30 per cent. The long-stay group did 
not differ significantly from the overall mortality. 


Global Ratings of Health 


Global ratings of health were- made by the 
psychiatrists (KB апа AWJ). These ratings were 
based on the records of the symptomatic inquiry, 
full physical examinations and routine investiga- 
tions carried out before the assessment 


conference. The initial health ratings were 
significantly better for the short-stay group, 44 
per cent having mild or minimal ill-health as 
against 32 per cent of the population as a whole. 


Multiple Pathology 


Multiple pathology was indicated by the 
number of independent physical diagnoses made 
for each patient (range 0-3). The mean score of 
the intermediate group was highest of all 
(2.20+.76), though this group only differed 
significantly from the more favourable short-stay 
group (t==3.06 df. 52 Р<.01). 


Severity of Psychiatric Disorder 

Global ratings of the severity of psychiatric 
disorder were based on a semi-structured clinical 
history and psychiatric examination, test of 
memory and information, ratings of behaviour 
from relatives or other informants and nursing 
staff and ratings or parietal lobe function. No 
significant differences were found between the 
various groups on this rating. 


Sex Differences 


In this sample there was no significant 
difference between patient groups, but this result 
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may be spurious in that elderly females tended to. 
look after their disabled spouses for longer than 
men looked after their demented wives. 


Types of Physical Hi- Health 


The most common types of illness diagnosed 
ewere: heart disease (49 per cent), musculo- 
skeletal disorders (18 per cent), cerebrovascular 
and other central nervous system disorders (16 
per cent) and respiratory disorders (15 per cent). 
Only the cerebrovascular and central nervous 
system disorders approached significance in their 
distribution between the groups. Of the short- 
stay group only 4 per cent were suffering from 
cerebrovascular or central nervous system dis- 
orders as against 23 per cent overall (y2=4.89, 2 
d.f., Р>.05<.1). 


Age Differences 

The most favourable short-stay group was not 
the youngest group (mean age, 76.4 yearst6.8); 
it was the intermediate-stay group that was the 
youngest mean age 75.0 уеагѕ+6.8), but it was 
only significantly younger (t=2.16, d.f. 48, 
P<.05), than the long-stay group (mean age 79.0 
yearst6. 1). 


Treatments Given 


A list of treatments given after assessment and 
diagnosis has already been shown (Fig 1). These 


treatments represent a substantial amount of 


medical care, and the relationship of various 
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types of treatment to viability within the 
community could only be demonstrated for 
vitamins and nutritional supplements (32 per 
cent of the short-stay group received these as 
against 19 per cent overall, x2—5.92 d.f.2, P>.06). 


The Initial Domestic Situation 


Patients who lived with relatives, in the main 
with children, formed the highest proportion of 
the short-stay group (54 per cent), those living 
alone were very highly represented in the long- 
Stay group (65 per cent) and those living with a 
spouse assumed an intermediate position, being 
evenly distributed between all three patient 
groups (Table IV). 


Social Support 

The receipt of social services and supervision 
in the 12 months before referral did not 
significantly relate to what happened in the next 
12 months. In fact the reverse was true, and 
nearly 85 per cent of the long stay patient group 
were known to social services before referral, as 
opposed to 62 per cent of the whole study 
population. At 3 months, however, only 6 per 
cent of the long-stay group were receiving social 
work supervision, as opposed to about 30 per 
cent of the study population as a whole. This, 
however, could be accounted for by selective 
removal of the long-stay population to hospital 
and residential care as well as by the higher 
mortality. 











Taste IV 
Patient groups and initial domestic situation 
Short stay Intermediate stay Long stay Total 
Living alone 5 (18) 8 (33) 11 (65) 24 (35) 
Living with spouse 8 (29) 8 (33) 2 (12) 18 (26) 
Living with relatives 15 (54) 8 (33) 4 (24) 27 (39) 
Total 28 (100) 24 (100) 17 (100) 69 (100) 








Percentages in brackets, 

x? = 13.32; 4 df; Р < .01. 

N.B. 12 in institutional care initially, 
2 not traced at follow-up. 
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Presenting Picture 


When elderly patients were first seen an assess- 
ment was made from the doctors' letter or the 
social work referral (whichever was the more 
detailed) as to the presenting problem. Broadly 
two forms of presentation emerged. One was a 
psychiatric picture, affective disturbance, 
behavioural disorders, or psychotic episodes 
predominating, the other a social presentation 
with evidence of inability to cope or of a recent 
social crisis. There was no significant relation- 
ship between these different modes of presenta- 
tion and viability in the community over the next 
12 months. 


A Summary of Differences Between Patient Groups 


(1) Short-Stay Group. This group was physically 
fitter, though the proportion of patients with 
major physical illnesses such as chronic heart 
disease, - musculo-skeletal disorders апа 
respiratory disease was not significantly lower. 
The patients in this group tended to live with 
other relatives, especially their children, and to 
be less well known or supported by the social 
services. 


(2) Intermediate-Stay Group. This group of 


patients presented for psychiatric assessment at 
an earlier age than the long-stay group, they had 
more evidence of severe and multiple ill health 
and did not receive as much social recognition as 
the long-stay group. They more frequently 
required acute medical or surgical admission (28 
per cent) as opposed to an overall rate of 14 per 
cent. 


(3) Long-Stay Group. The long-stay group of 


patients were most frequently to be found living 
alone. They were usually well-known to the local 
authority and though somewhat older than the 
patients living with children or other relatives the 
difference was not significant. In general they 
received a high level of recognition and support 
from the social services. 


Discussion 


Day patients with dementia were a vulnerable 
group. About 70 per cent were dead or in 
institutional care before the end of the 12 month 
follow-up period. Undoubtedly the most 
important factor which affected the patient's 
viability in the community was that of family 
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support. Nearly 46 per cent of those living with 
children remained resident in the community at 
the end of 12 months. Patients living with just an 
elderly spouse were more vulnerable, while those 


who. lived alone were most vulnerable of all. 


Family situation was again of great importance 
in determining membership of the group that 
required only a short stay in institutional care 
over the follow-up period. Those living with 
relatives made least demand on residential and 
hospital care, and those living alone made the 
most. It could be argued that social support was 
mobilized by concerned families and therefore 
also contributed to viability, but the converse 
proved to be the case in this sample. The local 
authority social services had supported those 
living alone, the most vulnerable and least viable 
patients, with a substantial number of resources 
and with supervision. After day hospital assess- 
ment, however, it became apparent that this 
group were, to a large extent, not viable in the 
community and that most of them required at 
least residential care. In many cases such care 
could not be provided, and those patients who 
did not die gravitated towards hospital. It is 
possible that for some of these patients at least, 
hospital admission could have been avoided if 
residential care had been available earlier. 

Our findings also show that families looking 
after very elderly relatives required help and 
advice from social workers and relief from their 
stress, especially by the use of day centres. 
Unfortunately this help was not readily forth- 
coming. 

Townsend (1957) showed that among old 
people, it was the unmarried, the childless 
married, and those whose children were living 
too far away who were most likely to enter 
institutions, The present study confirms this 
finding, even for patents with established 
organic psychiatric disorder. When elderly 
community residents suffer from psychiatric dis- 
order the families who support them pay a price 
(Grad and Sainsbury, 1968). Before referral to a 
psychiatrist three-quarters of these families faced 
problems; 33 per cent of patients required 
constant nursing care and 44 per cent made 
excessive demands on the family's attention and 
companionship. More than half of the families 
ascribed emotional upset to worry about their 
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parents’ behaviour, and half the families were 
restricted in their social and leisure activities. 
Physical health was affected in a third and 19 per 
cent had income reduced by at least one tenth. 

Macmillan (1960) noted the effects of 
increasing strain on the families, and observed 
that when this went beyond a certain level 
irreversible rejection occurred and further help 
was of no avail, 

There seems to be a strong case for focusing 
social work support, day centre care and other 
resources on those elderly demented patients 
who are cared for by their families. At present 
the elderly patient with dementia living alone 
presents a very poor short term prospect for 
survival. It is yet to be tested whether such people 
would do better if they were assessed, 
investigated, treated and supported at an earlier 
stage. Certainly the provision of resources by 
social services to this sample did not appear to 
have any protective effect. As a first step, the 
primary care team and the local authority social 
services ought, at least, to have at their disposal 
an instrument for identifying which of their 
elderly patients or clients have dementia 
(Bergmann et al, 1975). 

The patients requiring the least institutional 
care were those who were found on assessment to 
be suffering from fewer independent physical 
disorders. 

For elderly patients living with spouses there 
were strong indications that a physical break- 
down of health might have been one of the main 
precipitating factors in the need for institutional 
care. All patients in this group were admitted to 
hospital rather than residential care, and they 
presented for day hospital assessment at a 
significantly earlier age than the other groups. 
This suggests the possibility, at least, of the 
influence of intercurrent ill-health. Perhaps 
health care is the most difficult burden that an 
elderly spouse faces in looking after a demented 
partner. It is surely not unreasonable to suppose 
that better health care might have an important 
preventative effect. Social work supervision has 
an important part to play in bringing health care 
to elderly persons. Goldberg (1970) noted that 
more highly trained social workers did not tend 
to confound social need with ill-health and were 
more active in initiating admission to hospital. 
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Better. social work Supervision, as already 
suggested, might also yield dividends in obtain- 
ing earlier health care for those who require it. 

This study again underlines the necessity for a 
multifactorial approach to the disabilities of 
elderly demented patients. The importance and 
value of various forms of treatment and 
intervention can only be judged in the light of 
their relationship and interaction with each 
other. It is important that these patients should 
be assessed at an earlier stage of their dementi ng 
illness. They would require a problem- 
orientated assessment of their psychiatric, 
medical and social disabilities, a record of the 
measures employed to cope with these problems 
and a full follow-up. In view of the extreme 
vulnerability of elderly community residents with 
organic mental disorder, relatively brief follow- 
up periods could be expected to yield valuable 
results. A preventative approach to the 
dementias in these patients does not have to 
await further fundamental aetiological research. 
Currently available medical treatments, psycho- 
tropic medication, counselling of families and 
deployment of supportive resources in the 
communities may be expected to yield a 
promising result providing the factors favouring 
survival in the community become better under- 
stood. 
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Melleril, like all effective major tranquillisers, blocks dopamine receptors in the 
limbic System. Current theory suggests that this may be the site of action of major 
tranquillisers 


Melleril is exceptional in having little effect on dopamine receptors in the striatal 
system. Dopamine blockade in this system is associated with extrapyramidal and 
possibly other unwanted effects. 


Years of clinical use have proved that Melleril has a highly specific action against target 
symptoms in a wide range of psychiatric conditions, whilst having a low incidence of 
extrapyramidal and other side effects. A theoretical basis for this selectivity of action has been 
developed as a result of basic research leading to a greater understanding of the role of 
dopamine in psychiatric disorders 
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schizophrenia, manic and chronic 
psychoses, acute and chronic 
psychoneuroses 


Dosage and Administration 30 to 
600mg daily according to condition 
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maximum 800mg daily for not more 
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depressed or comatose states 
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retinopathy is a toxic reaction to 
dosage over recommended 
maximum 
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Syrup 25mg thioridazine base /5ml 
spoonful. Concentrate tor dilution to 
Syrup (hospitals only) 150mg/1ml 
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Tablets 10mg PL/0101/5033 

Tablets 25mg PL/0101/5053 

Tablets 50mg PL/0101/5054 

Tablets 100mg PL/0101/5055 
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£1.66. 1000 x 25mg tablets £9.83 

1000 x 50mg tablets £18.62 

1000 x 100mg tablets £35.54 
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product Data Sheet. is available from 
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Residential Needs in Hospital and the Community 
for Mentally Handicapped People 


By MICHAEL CRAFT and RODNEY WILKINS 


SUMMARY Using successive analyses of hospitalized mentally handi- 
capped people from a geographically defined Welsh catchment 
area, this article attempts to evaluate changes in cohorts of such 
patients. It suggests the likelihood that the level of hospital accom- 
modation predicted in the White Paper ‘Better Services for the Mentally 


Handicapped’ will be sufficient. 


Introduction 

Mental handicap hospitals today represent 
the major pool of residential accommodation for 
the mentally handicapped, and this is likely to be 
the case for many years to come. Long-term 
policy is for a reduction of beds for the mentally 
handicapped on the health side by about half, 
and for the use of such beds by those requiring 
medical and nursing services. These factors 
might be expected to result in a very heavily 
handicapped and ageing population, and 
already in most such hospitals there remain a 
group of severely handicapped people whose 
care is long-term and in whom improvement 
seems minimal. However, over the past decade 
there have been major initiatives in the im- 
provement and development of services for the 
mentally handicapped, and this paper, using 
serial North Wales studies, attempts to examine 
whether the extra resources devoted to hospitals 
over the past few years have alleviated cohorts 
of mentally handicapped people and whether 
the residual hospital population is becoming 
more handicapped. 


Method 
The North Wales catchment area for the 
mentally handicapped in this study is geo- 
graphically well-defined, consisting of the 
(former) eight northern counties and has a 
population (1971) of 695,000. In 1961-3 a 
series of analyses were made of mentally handi- 


capped people originating from the catchment 
area and living in hospitals in Wales, England 
and Scotland (Craft and Miles, 1967). These 
identified a total of 601 such people in hospital 
on 31 October 1962, representing a hospital 
residential rate of 86 per 100.000. Using the 
same definitions and the same area, but exclud- 
ing a 50 bed hospital (Garth Angharad) which 
was re-arranged as a medium security unit for 
the mentally abnormal offender, the analysis 
was repeated on 31 January 1968 (568) and 
30 June 1975 (506). This last represents a 
residential rate per 100.000 of 73. The con- 
comitant figures for Garth Angharad offenders, 
from the eight counties only, were 24 (1968) and 
23 (1975) patients with psychopathic disorder. 
The last two surveys were further analysed 
using the disability rating scales developed by 
Kushlick, Blunden and Cox (1973) (Table 1). 


Results 

The results in Table I show that among the 
two handicapped groups needing most nursing 
care (NA + SB + SI), the numbers dropped 
from 373 to 319 between 1968 and 1975. 
However, the overall proportion of severely 
handicapped people has changed little. None of 
this group were acceptable for or went to local 
hostels or boarding houses. However, there is a 
substantial increase in Group P, improved or 
ready for lodgings or discharge, which probably 
conceals a move up through the cohort of those 
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TABLE I 
Analysis by nursing requirements of mentally handicapped 
patients in hospital 








1968 1975 
“NA 89 16% 95 19%, 
» SB & SI 284 50% 224 44% 
CANs P 64 11% 128 259% 
(Continent, S 56 10% 38 8% 
ambulant, no C 21 495 2 — 
behaviour dis- R 25 496 7 1975 


order) and VSA | W 28 
over 5 years Other 1 .— emt ue. 


568 





506 100% 





. NA = Non ambulant; SB & SI = Severe behaviour 
disordered/severely incontinent; CAN == Continent, 
Ambulant, Non Behavioural disordered. 

VSA = Vineland Social Scale; Р == Vineland 
ability level 5-10 suitable for fostering/good lodgings; 
S = VSA 10+, mentally handicapped, suitable for 
lodgings most of year; С == Court admissions as ‘sub- 
normal’ otherwise similar to S; К == Retired people 
over 60. years needing welfare, sympathetic homes; 
Ww == Hospital domestic worker-patients. 

To check whether the hospital population was 
ageing excessively, a further analysis was carried out 
into age groups (Tables II and IIT). 


Taste П 
Ages of Mentally Handicapped Patients 
Those from North Wales Counties . 
(In hospital anywhere in UK) | 
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‘more handicapped and apparently alleviated. 


Table II also reflects the number of people over 
the age of 60 who were able to be placed in 
lodgings on the guardianship scheme. 

. Table III presents an analysis of all resident 


in-patients in North Wales mental handicap 
hospitals, and therefore includes many admitted 


from England before 1968 who cannot be dis- 
charged. It shows most clearly the drop in 
numbers of in-patients over the years and the 
shifting age groups. In North Wales all children, 
whatever their handicaps, are initially assessed, 
diagnosed and treated by the child health 
services. Additionally, child guidance services 
and domiciliary programmes have improved, 
and concomitantly the numbers of children in 
mental handicap beds have dropped through the 
years. Moreover, local paediatric: units do not 
make a practice of long-term hospitalization of 
handicapped children. (Personal communi- 
cation). 

'The substantial drop in numbers ical (from 
586 to 506, Table Т and II) was probably due 
to a large inérease in-those lodged out locally 
from hospital in the North Wales guardianship 
scheme, a system ‘of ‘foster homes, lodging 
houses and family homes supervised by hospitals 
and local authority staff. The impact of this on 
admission practice can be seen by the following 
analysis of patient moóvernents for 1974 (Table 











Ages 1968. 1975 
IV). 

0-10 31 5% 20 4% The nature of hospital admission practice has 
| Hp + 16% i: 82 changed. Many of the 1962 admissions were to 
21-60 376 674 317 639 give relief to parents: By-1974 most parents used 

o 0 3 
f о © б 

60+ 69 12% 81 169; ыу 

568 100% 506 100% Hospital practice... 

udi ` 1962 1974 
Tase ПІ 100 referrals Admissions Discharges 
Ages of Mentally Handicapped: Patients for admission : 
All UK patients in North Wales hospitals ; 7 : $ 
- ‘Relief’ and . | | 
Ages 1962 1975 Holiday for 64 72 73 
Parents 

0~10 44 6% 20 39; Court 12 2 2 

11-15 83 1175 44 7% Treatment, 

16-20 96 13% 51 8% Diagnosis and 

21-60 468 61% 389 659, Assessment 24 | 53 58 

60+ 75 10% 105 17% Died em 2, = 7 
766 101% 609 100% 100 127 140 . 
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holiday camps for ‘relief’, and so it was land- 
ladies on the guardianship system who used the 
hospital for relief and patient holidays, though 
most child admissions were still for parents. 
Table IV also confirms deductions from Table I 
that each year more were being discharged than 
needed to be admitted. There was nobody on 
the waiting list in either 1968 or 1975, 


Discussion 

We tried, but found it difficult, to quantify the 
change in input of resources between 1962, 1968 
and 1975. All National Health statistics show 
that the cost of in-patient care has gone up, and 
most of this represents a real increase. In each 
of the North Wales hospitals the number of 
patients has gone down, the number of staff has 
gone ир, and the cost of treatment per patient 
per week has either doubled or trebled. 

A number of studies in recent years have 
aimed at evaluating the social skills and 
disabilities of patient populations in hospital 
care, and in some cases, to estimate the numbers 
who do not require such care. Ten years ago 
McKeown and Leck (1967) suggested that only 
about half of the Birmingham patients in 
hospitals for the mentally handicapped needed 
the kind of care which made it essential for them 
to be in hospital. A later study by McKeown 
and Teruel (1970) in the Birmingham hospitals, 
in which the consultants assessed the feasibility 
for discharge, suggested that approximately 
one-third of the patients were not in need of 
hospital care, and about one-fifth were con- 
sidered suitable for discharge to their own homes 
or local authority accommodation. 

In 1970 a census was carried out of one in 
three mentally handicapped people in mental 
handicap and other hospitals in England and 
Wales. Almost a third of patients suffered from 
mild mental handicap (IO above 50), as 
opposed to severe mental handicap (IQ. below 
50). Information was sought on the presence of 
selected major incapacities, using the procedure 
developed by Kushlick (1973). These measured 
non-ambulance, incontinence, need for assist- 
ance to feed, wash or dress, behaviour difficulty, 
and defects of sight, hearing and speech. About 
25 per cent of all severely mentally handicapped 
patients and 55 per cent of the mildly mentally 
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handicapped patients had none of these in- 
capacities. 

Among the severe mentally handicapped, 
39 per cent of children and 13 per cent of adults 
were non-ambulant, 29 per cent of children and 
17 per cent of adults had severe behaviour 
difficulty, and 65 per cent of children and 22 per 
cent of adults were severely incontinent. How- 
ever, 17 per cent of these severely mentally 
handicapped children and 59 per cent of the 
severely mentally handicapped adults were not 
incapacitated in any of these ways. 

In this census 26 per cent of patients were 
aged 55 or over, compared with 9 per cent in 
1954; 72 per cent of patients were severely 
mentally handicapped in 1970, compared with 
48 per cent. This is a picture of an ageing and 
more handicapped population building up. 

The mix of comparatively able and the 
severely disabled people in these hospitals 
was seen by McKeown as the result of serious 
and long-standing  deficiencies—inadequate 
assessment and active treatment, admission of 
patients who should not be in hospital, retention 
of patients who should have been discharged and 
lack of alternative facilities with the equivalent 
educational and occupational opportunities. 

In a study of 50 mentally handicapped 
patients admitted to long-term care during the 
years 1970-4, Spencer (1976) found 42 per cent 
admission to be children; 54 per cent of all 
admissions had an IQ (Wechsler) under 25; 
62 per cent of admissions were for behaviour 
problems and 38 per cent were for physical 
infirmity and helplessness. His conclusions were 
that a hospital was the only place with staff and 
resources to receive and help many mentally 
handicapped persons, and that the new long- 
stay patients would be heavily dependent and 
present a formidable challenge and a heavy 
burden of care. 

A review by the sub-committee on the men- 
tally handicapped of the R.C. Psych. (1976) 
Western Regional Division of Mental De- 
ficiency (Scotland) predicted significant changes 
in mental handicap hospital populations, with a 
reduction in the numbers who could be satis- 
factorily rehabilitated into the community. It 
was considered there would be an increase in 
the demand for residential places for the 
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mentally handicapped, and that because of the 
increasing numbers of severely mentally handi- 
capped surviving into middle life, the number of 
*feeble-minded' becoming geriatric, and the 
increasing demand for hospital accommodation 
for those severely mentally handicapped with 
severe behaviour disorder, the need for hospital 
provision was likely to be in excess of 200 beds 
per 100,000 (White Paper estimate: 68 beds per 
100,000). 

In practice, there has been a decline in 
resident patients in mental handicap hospitals in 
England and Wales, with a loss of about 7,000 
residential places over the years 1968-75, and 
this has been accompanied by an increase of 
8.7 per cent in 1975 over the admissions in 1974. 
With this reduction in beds it is likely that the 
dramatic increase in hospital activity has been 
accounted for by increased short-stay care. The 
White Paper proposed a tentative target of 155 
residential places per 100,000 of which 68 were 
to be provided by the hospital services and 87 by 
the local authority. In England and Wales in 
1974 119 places were hospital provided and 21 
provided by the local authority service per 
100,000, a total of 140 places per 100,000 ~ 
a theoretical shortfall of 15 places per 100,000 
from the White Paper target figure. Whether 
this shortfall in residential accommodation has 
been met by increased short-stay provision or 
whether there is substantial domestic suffering 
because of lack of residential places is not known. 
A survey of the new counties of Clwyd and 
Gwynedd covering five of the eight former 
counties for 1975 showed Clwyd providing some 
92 hostel and boarding house places for the 
mentally handicapped and Gwynedd providing 
30. To the latter should be added 67 in the 
Bryn-y-Neuadd guardianship scheme. The over- 
all total of 189 represents 33 local authority 
places per 100,000 for Clwyd and Gwynedd, 
whose combined population in 1975 was about 
578,000. 


Total residential needs 

The figures in this paper appears to show that 
in a geographically circumscribed area it is 
possible to meet the residential requirements for 
hospital care for the mentally handicapped with 
the bed numbers suggested in the White Paper. 
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This, of course, is less than half the story. Long- 
term patients who leave mental handicap 
hospitals and others presenting from the com- 
munity on social grounds, provide a substantial 
proportion of those needing long-term residen- 
tial care which in the past has been in hospital 
and now is expected to be supplied by local 
authorities. Figures from the Scandinavian 
countries suggest that a provision of 180 beds 
per 100,000 population is required for the total 
residential needs of the mentally handicapped in 
the general population. 


In North Wales, on the hospital side a pro- 
vision of about 70 beds per 100,000 appears to 
be sufficient; the local authorities residential 
provision in Clwyd and Gwynedd of 33 per 
100,000 quoted above probably does not meet 
the need. Unfortunately it is difficult to evaluate 
how many mentally handicapped persons are in 
local authority residential care in Clwyd, for 
as in the case of many local authorities, once the 
Social Service Department admits a person to 
residential care, he is no longer labelled with a 
‘medical diagnosis’. Thus mentally handicapped 
merge almost indistinguishably over the years 
with old people, other workers in sheltered 
workshops and hostels supplying the needs of 
young people. 


Of course, many UK mental handicap 
services contain specialized interest areas over 
and above the provision of basic service needs. 
For instance, nearly half Spencer's admissions 
were children, and Primrose has commented 
recently on the ‘rising proportions’ of delin- 
quents, often over IQ 70, needing admission to 
Scottish services for the mentally defective. In 
North Wales locally agreed criteria mean that 
only those under ІО 70 are expected to be the 
responsibility of the mental handicap services. It 
is clear that a special feature of the latter is the 
success of the guardianship schemes in Clwyd 
and Gwynedd, and it is probably these which 
have influenced most decisively the figures and 
the conclusions that can be drawn in this paper. 


Acknowledgements 
We should both like to thank our professional colleagues, 
upon whose own contributions we have based much of the 
work reported above. 


. 


454 
; References 


Салт, М, &' Mites, L. (1967) Patterns of Care for the 
Subnormal, Pergamon Press. 


Department OF HEALTH AND Socian SECURITY (1972) 
Census of Mentally Handicapped Patients in Hospitals in 
England and ‘Wales at the end of 1970. Statistical 
Research Report Series No. 3. London: HMSO. 


e Козныск, A. Buunpen, К. & Cox, С. R. (1973) A 


method of rating: behaviour. characteristics for use in 
large scale. surveys of the mentally handicapped. 
Psychological Medicine, Vol. 3, No. 4, p 446. 


RESIDENTIAL NEEDS IN HOSPITAL AND THE. COMMUNITY 


McKeown, T..& Leck, 1. (1967) Institutional care of the 
, mentally subnormal, British Medical Journal, iii, 573. 
——- & TERUEL, J. R. (1970) An assessment of the 
feasibility of discharge of patients from hospitals for 
the subnormal. British Journal «f Preventive and Social 
. Medicine, 24, 116-19, 

R.C.Psych. MENTAL DEFICIENCY SECTION (1976) Memo- 
randum on the present and future development and 
organisation of mental’ handicap services. British 
Journal of eae News and Notes. August. 

Spencer, D. J. (1976) New long-stay patients in a hospital 
for mental handicap. British Journal of Psychiatry, 128, 
467-70. 


Michael Craft, Consultant, Bryn-y-Neuadd M Hospital, Llanfairfechan, Gwynedd, North Wales, 
Rodney Williams, Principal Medical Officer, Department of Health and Social Security 


(Received 15 August 1977) 


Brit. J. Psychiat. (1978), 132, 455-62 


Social Deviance in a Day Hospital 
By FRASER N. WATTS and D. H. BENNETT . 


SUMMARY A search was made of records available for 65 non- 
psychotic patients referred to a psychiatric day hospital. Assessments 
were made of whether they had shown various specified types of 
|! deviant social conduct, such detailed objective surveys of social conduct 
being regarded as superior to the use of concepts such as *psychopathic 
personality’. The correlational structures of the areas of deviance pro- 
duced four factors, i.e. deviant family roles, poor social integration, 
violence, and a more heterogeneous antisocial behaviour factor. 

The relationship was examined between areas of deviance and 
indices of the course and outcome of day hospital admission. The 
prognostic significance of social deviance was different for men and 
women; for example, only men showed a correlation between the 
number of areas of social deviance and the outcome of day hospital 
admissions. Violence and poor social integration showed no relation 
to outcome at all. It is suggested that there is no basis for excluding 
such patients from day hospitals on the assumption that they are less 


likely to be helped than other non-psychotic patients. 


Introduction 

Day hospitals vary a great deal in the type 
of patients they admit. Many tend to exclude 
patients with antisocial behaviour, i.e. who are 
violent or are a danger to themselves, or who 
are addicted to drugs or alcohol (Hogarty e! al, 
1968; Michaux et al, 1973), but this is not 
universal practice. A study at the Fort Logan 
State Hospital (Kraft, 1964) found no differences 
between in-patients and day-patients in such 
variables as being a danger to themselves or 
others, or having made suicidal attempts or 
broken the law. However, such patients tend 
to be difficult to manage in a day hospital. 
For example, violent and suicidal behaviour is 
the most common cause of overnight ‘boarding’ 
of day patients (Herz et al, 1971). It has also been 
claimed that admitting too many such patients 
can ‘submerge’ the more positive attitudes of 
other patients and occupy too much staff time 
and attention (Morrice, 1973). Though staff 
can often tolerate disturbed behaviour when it 
occurs in the context of a psychotic condition, 


the value of trying to contain non-psychotic 
patients with deviant behaviour in a hospital 
setting is often questioned. There is evidence 
that the psychiatric services are being used by 
increasing numbers of patients with rather mild 
psychiatric problems but considerable social 
disorganization (Godber, 1971). 

The present study. is concerned with social 
deviance presented by non-psychotic patients 
in a day hospital. Of course, whether there is 
any value in admitting such patients to day 
hospitals will ultimately need to be settled by a 
randomized controlled trial. This study tries 
to answer a less ambitious question, i.e. whether 
among non-psychotic day hospital patients the 
presence of social deviance is associated with 
the course and outcome of admission. 

If there is a tendency for deviant patients to 
have a poor outcome, it is important to know 
exactly which kinds of deviance are bad prog- 
nostic signs. This in turn depends on having. a 
satisfactory, objective approach to the descrip- 
tion and classification of the relevant kinds of 
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deviant conduct. There have been very few 
previous attempts to do this. 

For too long the study of deviant conduct in 
psychiatric patients has been clouded by the 
concept of the psychopathic personality, which 
Lewis (1974) has aptly called ‘a most elusive 
category’. Perhaps the most sophisticated em- 
pirical approach that has been used in this field 
so far is that of Robins (1966) in following up 
into adulthood people who had shown antisocial 
behaviour as children. She examined nineteen 
areas of adult social deviance in considering 
whether or not people should be classified as 
‘sociopathic personalities’. This was defined as 
‘a gross repetitive failure to conform to societal 
norms in many areas of life, in the absence of 
thought disturbance suggesting psychosis’. Gunn 
and Robertson (1976) adopted a similar 
approach in assessing nineteen areas of dys- 
function in a group of Grendon prisoners. 
However, whereas Robins tried to ascertain 
whether particular types of deviance had 
occurred at any time in adult life, Gunn and 
Robertson looked for ‘permanent’ personality 
traits, though in retrospect they regarded this 
as a mistake. Also, whereas Robins had used 
both records and an interview to collect the 
data, Gunn and Robertson used only an 
inteview, though this seems unwise in view of 
Robins’ comments that interviews tended to 
present a picture of relatively conforming 
behaviour. In the present work it was decided 
to follow Robins in regarding deviance as 
present if it had occurred at any time in adult 
life. Records were selected as the sole source of 
information; in most cases medical records 
going back many years were available on the 
day hospital patients. 

Robins’ study set a generally satisfactory 
standard of objectivity in defining the areas of 
deviance to be assessed. Of course, what is 
regarded as 'deviant' depends on the generally 
prevailing value judgements at the time, but it 
is important for scientific purposes that what- 
ever standards are used are set out clearly so that 
the assessment process is objective and reliable. 
Many of the definitions used by Robins were 
modified slightly for the present study, but the 
goals of precision and objectivity were the same. 
A number of areas of social deviance covered by 


SOCIAL DEVIANCE IN A DAY HOSPITAL 


Robins were omitted from the present survey; 
these included those that referred to previous 
stages of development (school problems, reckless 
youth and poor armed services record). 

Several other areas of conduct that had 
proved rather uncommon in Robins’ group of 
sociopathic personalities were also omitted 
(somatic complaints, lack of guilt, aliases, patho- 
logical lying). None of these are the kinds of 
social deviance that are often used as criteria 
for excluding patients from day hospitals. 
Impulsive behaviour was omitted because it seemed 
to cover too heterogenous a group of social 
problems. The remaining 11 areas (work history, 
marital history, use of drugs, alcoholism, repeated 
arrests, physical aggression, sexual deviance or 
promiscuity, suicide attempts, public financial care, 
vagrancy and lack of friends), were retained, though 
mostly redefined. Suicide attempts were sub- 
divided into self-mutilation and self-poisoning, 
these being defined in such a way that it was 
not necessary to decide whether the acts were 
intended to result in death. A number of new 
areas were added (care of children, relationship to 
Jamily of origin, gambling, eccentric behaviour in 
public, destruction of property). The resulting 18 
areas of social deviance and their definitions 
are given in the Appendix. 

A subsidiary aim of this study was to look at 
the structure of social deviance, i.e. how various 
types of social deviance are related to each 
other. The concept of the sociopathic per- 
sonality seems to assume that different areas of 
social deviance will cluster together as a 
coherent syndrome. However, Gunn and 
Robertson found that correlations between 
the areas of deviance they studied in their 
sample of Grendon prisoners were mostly 
non-significant, though there was some ten- 
dency for variables concerned with inter- 
personal relationships to be positively correlated. 
It seemed worthwhile to take the opportunity 
of examining the structure of social deviance 
in another sample. 


Subjects Method 


The subjects were patients admitted to the 


Maudsley Day Hospital, excluding those with 
organic conditions, schizophrenic or affective 
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psychosis. Thirty-four male and 31 female 
admissions were used for the study. 

Persons referred to the day hospital are 
mostly rather chronic psychiatric patients who 
have responded poorly to conventional methods 
of treatment. In many cases they are referred 
in the hope that the day hospital will help 
them to make a more satisfactory social adjust- 
ment. Many of the non-psychotic patients in 
the day hospital had been given 'personality 
disorder’ as either a primary or secondary 
diagnosis. They included several patients re- 
ferred from the Camberwell Reception Centre 
for homeless men. 


Assessment 


'The two authors each examined the records 
available on each patient, including notes by 
doctors, nurses and social workers, and reports 
from various community agencies. Though the 
amount of material available was variable, in 
most cases there were extensive records going 
back many years. These notes and reports 
were thought to provide a fairly comprehensive 
record of social deviance, though it is possible 
that some types of deviance (e.g. gambling) 
were less likely to be reported than others. 

Each patient's records were screened for 
any evidence of the 18 areas of social deviance 
listed in the Appendix. Each area of deviance 
was rated on a two-point (1 or 0) scale. Where 
multiple criteria are listed under a single heading 
(e.g. marital conduct) the patients needed only 
to show evidence of one (e.g. separation) to 
order to get a deviant score. Also, it was only 
necessary for deviance to have occurred at any 
stage for a deviant score to be given. No 
attempt was made to assess whether deviance 
had occurred continuously or repetitively. The 
main advantage of this approach was to 
simplify the assessment procedure and to 
increase its reliability. 

Each author made an independent assess- 
ment of the patient's records. The assessments 
were then compared, and differences resolved 
by discussion. In most cases this was done with 
little difficulty. The use of two independent 
assessments provided a check on the reliability 
of the assessment procedure. It was also felt 
to result in more accurate assessments than 
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either author working alone would have pro- 
duced. The percentages of cases on which the 
two authors agreed in their independent 
assessments are given in Table I. Financial 
dependence and dependence on supportive services 
were omitted, as it became apparent at an 
early stage that these could not be assessed at 
all accurately from the information available., 
Employment record was also omitted. The problem 
here was how to classify married women who 
worked as housewives; a distinction seemed to 
be required between those who would have had 
remunerative employment if they had been 
able to sustain it and those who would have 
been housewives in any case, and this distinc- 
tion proved impossible to make with any 
reliability. Very few of the patients examined 
had had stable remunerative employment, so 
this variable would in:any case have done little 
to discriminate within the samiple. It was felt 
that the level of agreement for the other areas 
of deviance represented a satisfactory degree of 
reliability. 
Results 

The frequency of each area of social deviance 
is given, for each sex separately, in Table II. 
Two areas (eccentric behaviour and gambling) 
proved so rare that they were not considered 
further. Self-poisoning was the most common 
problem, and had occurred in the history of 
half the patients. The correlations between the 
remaining 13 areas of social deviance were 


Taste I 


Percentage of cases on which assessments of social 
deviance agreed 





Care of children 94%, 
Marital conduct 92% 
Sexual conduct 86% 
Social isolation 92% 
Settled life 91% 
Relationship to family of origin 85% 
Self-mutilation 94%, 
Self-poisoning 85% 
Physical aggression 94% 
Destruction of property 94% 
Abuse of drugs 91% 
Abuse of alcohol 97% 
Gambling 100% 
Eccentric behaviour in public 95%, 
Contact with the law 92%, 
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Tase П 
Number of subjects showing social deviance 
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Taare ПІ 
Factor loadings 








Factor 








Men Women Factor Factor Factor 
(n=34)  (n=31) 1 2 3 4 
Care of children 5 (15% 6 (19%) Care of children .83 —.06 14 —.09 
Marital conduct 9 (26%) 13 (424) Marital conduct .80  —.14 .15 .10 
Sexual conduct 14 (419%) 9 (299%) Sexual conduct ‚71 ‚26 .09 --.03 
Social isolation 5 (15%) Social isolation -.16 .82 —.04 .06 
Settled life 9(26%) 1 (3%) Settled life .08 .85 .07 .09 


Relationship to family of 





origin 12 (35%) 13 (42%) 
Self-mutilation 5 (15% 5 (16%) 
Self-poisoning 18 (5394) 14 (45%) 
Physical aggression 11 (32%) 5 (16%) 
Destruction of property 8 (24%) 4 (13%) 
Abuse of drugs 12 (35%) 8 (26%) 
Abuse of alcohol. 7(21%) 6(19% 
Gambling 1 3%) 0 
Eccentric behaviour in public 0 2 (6%) 
Contact with the law 18 (53%) 8 (26%) 
Average number of areas of 

social deviance (of those 

listed in this table) 3.9 2.7 





subjected to factor analysis. Data for men and 
women were combined for this purpose, as 
there were too few in each group to permit of 
separate factor analyses. However, inspection 
of the data suggested that the correlational 
structure in men and women was similar. 
A visual examination of the clustering of 
correlations in the combined data suggested 
that there were four factors, and this was 
confirmed by an examination of the latent 
roots of the factors, using Cattell’s ‘scree’ test 
(Cattell, 1966). These four factors together 
accounted for 56 per cent of the variance, 
whereas the first factor alone accounted for 
only 21 per cent of the variance. The first four 
factors were rotated by the varimax method. 
The factor loadings are given in Table III. 
Most items have a substantial loading on one 
factor, and relatively trivial loadings on the 
remaining factors. The first two factors could 
be described as being concerned respectively 
with. family roles and social integration, and 
the fourth with violence. The third is a more 
heterogeneous, antisocial behaviour factor. 


The relationship of social deviance to outcome 


Four measures of the course and outcome of 
day hospital admissions were used. (1) The 


Relationship to 

family of origin .23 .46 — .02 .39 
Physical aggression — .00 .08 .M .76 
Destruction of 


property — .03 .02 .03 .83 
Self-mutilation —.10 -—.16 .66 .15 
Self-poisoning 14 —.06 55  —.06 
Abuse of drugs .09 .04 .66 .07 
Abuse of alcohol .15 .19 54 7 —.43 


Contact with the law .22 .21 .58 .10 





length of stay. (2) Whether discharge was 
agreed between the staff and the patient or 
was taken by unilateral action of either party. 
(3) Satisfactory occupational status following 
discharge (i.e. discharged either to the voca- 
tional resettlement unit or to open employ- 
ment)..(4) Whether, the raters considered it 
likely that the patient had been helped by his 
or her admission to the day hospital. The 
criterion here was very lenient. The distinction 
was between those cases where there was some 
reason to think that the admission had been 


-helpful and those where the raters felt confident 


that it had not been. There was thus no attempt 
to assess whether or not constructive changes 
made during the period of day hospital admis- 
sion should be attributed to the effects of the 
day hospital. The first three criteria were 
simple and objective. On the fourth criterion, the 
raters reached 85 per cent agreement, which was 
regarded as acceptable. Disagreements were 
usually resolved. without difficulty. The out- 
come measures were all positively intercor- 
related, except for length of stay which had 
no significant correlations with the other 
criteria. The average. length of stay and. the 
number of patients meeting the remaining 
criteria are given in Table IV. It will be seen 
that 62 per cent of the patients had mutually 
agreed discharges, 40 per cent had a change 
of occupational status, and 49 per cent were 


FRASER М. WATTS AND. Dy H. BENNETT 





Taste IV 
Course and outcome of admissions 
Men Women 
(n==34) — (n==31) 





1. Average length of stay (in ; 
weeks) 17 20 

2. Number of patients whose 
discharge was mutually 
agrëed 

3. Number of patients with a 
change of occupational 


20 (58%) 20 (65%) 


status 18 (53%) — 8 (26%) 
4. Number of patients: 

regarded as helped by 

admission 





20 (50%) 12 (39%) 


rated as ‘helped’. Next, correlations were 
computed between social deviance and the 
measures of the course and outcome of admis- 
sion. These are given in Table V. The correla- 
tions involving marital conduct and care of children 
were based only on those who were married 
and -had children respectively... Correlations 
were also computed between the total number 
of areas of deviance and the four outcome 
criteria. 
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‘The relationships proved rather different in 


„men and women, In women, the areas included 


in the.family roles factor were the most im- 
portant prognostically. Deviant care of children 
and marital conduit. were associated with long 


admissions. Deviant sexual conduct was associated 


with disagreement over discharge.. Also, each 


Of these areas of deviance tended to be assg- 


ciated with.a poor outcome, though only care 
of children and- sexual. conduct were significantly 
related to not being helped. The correlations 
with occupational status. were in the same 
direction, but: were ‘not: significant. Rather 
surprisingly, social deviance in. three particular 
areas seemed: {іо Бе associated with a good 
outcome. Violence (both physical aggression and 
destruction of property) and a poor relationship with 
the family of origin. were positively associated 
with changes ОЁ ¿occupational | status. Self- 
mutilation was positively associated. with ratings 
of being helped. There was no significant 
relationship between the total number of areas 
of deviance and any of the four outcome 
measures. NE 

In men, попе оё the areas covered by the 
family. roles factor showed significant correla- 

















TABLE V Ka 
Correlations between areas of social deviance and outcome measures 
, Change in 
Length of stay Agreed discharge — occupational Rated as 
status helped 
Men Women Men Women : Men’ Women Меп Women 

Care of children .33 .38* 204 —.149 —,26 0 —.31  —.26 — —.44* 
Marital conduct .15 .34* 17 —.32 —.07 ‚21 07 .28 
Sexual conduct | —.05 15 1242 —.42* —.14  -—.21 .00 — —.36* 
Social isolation .05 .14 —.09 —.14 
Settled life ` —.20 .14 .15 —.235  —,.08. ~. -15 —.15 
Relationship to family of origin .23 .38* 35 —.19  —.26 40*  —.23 ‚13 
Self-mutilation ~ 08 ‚19 .02 14 —.42* S4 —.31* 37* 
Self-poisoning —.23 —.13 .08 elk 4 0—,09 —.15 -.19 
Physical aggression .20 | —.01 16. —.04  —.08 34*  —.04 19 
Destruction of property 53*  —.24 2 —.12 —.15 .43*  .—..08 09 
Abuse of drugs А —.13 . —.06. 14 02 -.14 ‚16 -.10 -.16 
Abuse of alcohol —.30*5  — .10 14 02 —.09 -10 —.14 05 
Contact with the law 03 — ‚16 15 18 -.26 -.18  —..38* —.,17 
Total no. of areas of deviance (of 

those listed in this table} —.07 .10 22 ~ 29 43* 04 43*  —.20 








*.P < 0.05. 
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tions with any of the criterion measures, 
though there was a non-significant tendency 
for deviance in care of children to be correlated 
with a poor outcome. Poor outcome in men 
was associated with two of the areas covered 
by the third factor (self-mutilation and contact 
with the law). Most other areas of deviance 
showed no significant correlations with the 
criterion measures, though abuse of alcohol was 
associated with short admissions, destruction of 
property with long ones, and poor relationships to 
the family of origin with disagreement over 
discharge. There was also a strong correlation 
between the total number of areas of deviance 
and outcome (satisfactory occupational status 
and being rated as helped). 


Discussion 


The fact that only 21 per cent of the variance 
found in social deviance can be accounted for 
by a single factor indicates that a general 
personality trait of ‘sociopathy’ is of limited 
value in understanding the social deviance 
recorded in this sample. On the other hand, a 
four-factor structure succeeded in accounting 
for a majority of the variance, and offers an 
intuitively plausible classification of social 
deviance. Two of the factors reflected problems 
in establishing social roles (factors 1 and 2 
covering social interaction and family roles 
respectively). Most of those who were socially 
isolated or who led an unsettled life had no 
family roles, deviant or otherwise. It is thus not 
surprising that these factors should be relatively 
independent of each other. Both of these social 
role factors were in turn independent of the 
other two dealing with antisocial behaviour. 
The least expected finding here was that 
violence (whether to people or property) was 
independent of the other areas of antisocial 
behaviour covered by factor 3 (abuse of drugs 
and alcohol, self-poisoning and self-mutilation 
and contact with the law). This last factor might 
be regarded as more ‘intrapunitive’ than 
violence. 

Gunn and Robertson’s data showed some 
weak evidence for a cluster of variables similar 
to the present family roles factor (factor 1). 
However, it is surprising that they did not find 
positive correlations between alcohol problems, 
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drug abuse and self-destructiveness similar to 
to those reported here. Whether the discre- 
pancy is due to the different population studied, 
or to the different method of assessment is not 
clear. They had no variables in the field of 
social isolation (except a single item assessing 
personal relationships) and no variables covering 
violence, so it is not known whether they might 
have found groups of variables comparable to 
factors 2 and 4 in the present study. 

The implications of deviant conduct for the 
outcome of day hospital admission were quite 
different in men and women. The only areas of 
deviance to have negative prognostic implica- 
tions for women were two of the family role 
variables. This echoes Robins’ (1966, p. 132) 
comment that the problems of sociopathic 
women were relatively heavily concentrated in 
sexual and family relationships. Ideas about 
social deviance seem to be largely based on the 
behaviour of men. So far, female deviance has 
attracted relatively little attention. The same 
is true of female criminal behaviour (Gibbens, 
1971). The findings for men fit more closely 
with prevailing assumptions. Men with wide- 
spread social deviance were more difficult to 
help. However, the correlation between number 
of areas of deviance and outcome fell far short 
of unity, and there were cases with up to six 
areas of social deviance (out of thirteen) who 
had a good outcome. A policy of excluding male 
patients with social deviance would therefore 
risk excluding people who might be helped by 
day hospital admission. 

It is intriguing that a positive correlation 
between a record of violence and a satisfactory 
occupational status on discharge was found 
only for women and not for men. This could be 
partly due to a difference in referral processes 
for men and for women. A greater readiness to 
regard violence as deviant in women than in 
men (Broverman ef al., 1970) could result in 
women with a record of violence being referred 
to psychiatric care despite the fact that their 
general capacity for adjustment was otherwise 
relatively good. Alternatively, the findings might 
be related to general social pressures on women 
to show a low level of assertiveness. Women who 
resisted these pressures might both be more 
likely to be violent and also be more likely to 
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seek paid work rather than housework. How- 
ever, it would be prudent to see if the finding 
can be replicated before speculating any further 
on its significance. 

The negative findings of the study are of 
particular importance. Variables comprising 
the social integration and violence factors were 
not significant indicators of a poor outcome in 
either men or women. If such patients are to be 
excluded from day hospitals it should therefore 
only be because they are difficult to manage, 
not because they are particularly unlikely to 
benefit. Neither is there any indication in the 
data on length of stay that such patients could 
only be tolerated for a short period in the 
Maudsley Day Hospital. Indeed, men with a 
record of destruction of property were kept 
longer than most. 

It is felt that the objective method used here 
to assess the extent of social deviance makes a 
valuable contribution to the formulation of the 
clinical problems of the patients concerned. 
The weaknesses of concepts such as 'psycho- 
pathic personality’ are well known (Gunn and 
Robertson, 1976) and often seem to express 
the clinicians’ feelings about the patient rather 
than summarize any objective facts. Objective 
checklists of social deviance such as the ones 
used by Robins and in the present study are 
more acceptable scientifically and of greater 
clinical value. They deserve wider use as a 
routine part of psychiatric assessments. 


APPENDIX 
Areas of Social Deviance 


1. Care of children 


Any children (under 16) away from home (with 
other members of family), in legal custody or in 
care of local authority. 


2. Marital conduct 
Divorce, separation, multiple marriage or co- 
habitation. 

3. Sexual contact 
Prostitution, illegitimate children, admitted sexual 
‘deviance’. 

4. Social isolation 


Lack of any regular, stable social contacts (e.g. 
less than at least one contact a week) other than 
social contacts in working hours. 


10. 


13. 


14, 


15. 


16. 


17. 


18. 
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Settled life 


Sleeping rough or regular moves after 2 months or 
less in one place. 


. Employment 


Unemployment. for 2 months or more, dismissal 
from work or frequent job changing after employ- 
ment for 2 months or less. 


. Relationship to family of origin ы 


Rejection of family, total lack of contact for 
periods of 3 months or more, persisting dis- 
agreements. 


. Financial dependence 


Dependence on social security (over and above 
entitlements). 


. Dependence on supportive services 


Regular contacts at a frequency of more than 
once a month with social or voluntary services or 
GP. 

Self-mutilation 

Cutting, pricking, hair pulling, pursuit of surgical 
operations etc. í 


. Self-poisoning 


Verifiable acts of self poisoning. 


. Physical aggression. 


Verifiable fights, wife or child beating etc. 


Destruction of property 
Damage to property by fire or breakage. 


Abuse of drugs 

Dependence on established drugs of addiction 
(either those that are legally recognized as such 
or where there is a definite medical opinion of 
addiction), or use of drugs for non-medical 
purposes. 


Abuse of alcohol 


Arrests for drunken behaviour, complaints about 
drinking from work or family, or record of 
treatment for alcoholism. 


Gambling 
Gambling resulting in debts being incurred. 


Eccentric behaviour 
Displays of eccentric public behaviour. 


Contact with the law 


Either charged in court twice or more or con- 
victed at least once. 





462 


References 


Broverman, І. K., Broverman, D. M., Cuarxson, F. E., 
Rosenkrantz, P. S. & Voce, S. R. (1970) Sex-role 
stereotypes and clinical judgements of mental health. 
Journal of Consulting and Clinical Psychology, 34, 1—7. 

CarrELL, К. B. (1966) The scree test for the.number of 
factors. Multivariate Behavioural Research, 1, 245-76. 

Сиввкмв, T. C. N. (1971) Female offenders. British Journal 
of Hospital Medicine, 6, 279-86. — 

Gopser, C. (1971) Possible factors in the rising admissions 
to hospital for ‘mild’ psychiatric disorders in Cam- 
berwell between 1965 and 1968. M.Phil. dissertation. 
London University. 

Gunn, J. & Ковевтвом, С. (1976) Psychopathic per- 
sonality: a conceptual problem. Psychological Medicine, 
6, 631-4. 

Herz, M. I., Ехосотт, J., Sprrzer, R. & MESNIKOFF, A. 
(1971) Day versus inpatient hospitalization: a con- 
trolled study. American Journal of Psychiatry, 10, 
1371-1380. 


SOCIAL DEVIANCE IN A DAY HOSPITAL 


Носавту; Go E., Dennis, H., Gur, W. & Gròs, С. M. 
(1968) ‘Who Goes 'There?': A critical evaluation of 
admissions to a psychiatric day hospital, American 
Journal of Psychiatry, 124, 934-44. 

Knarr, A. M. (1964) Day hospital services as part of an 
integrated psychiatric treatment prógram. In Day 
Care of Psychiatric Patients (eds R 8, Epps and L, D. 
Hanes). Springfield: Thomas. . 

Lewis, A. (1974) Psychopathic personality: a most elusive 
category. Psychological Medicine, 4, 133-40. 

Мовнісе, J. K. W. (1973) A day hospitals function in a 
mental health service. British Journal of Psychiatry, 122, 
307-14, 

Micnaux, M. H., Cuetst, M. R., Foster, S. A., PRIUM, 
R. J. G., Dasincer, E. M. (1973) Postrelease adjust- 
ment of day and full-time psychiatric patients. 
Archives of General Psychiatry, 29, 647—51. 

Roasts, L. N. (1966) Deviant Children Grown Up. Baltimore: 
Williams and Wilkins. a З 


Douglas Н. Bennett, M.D., F.R.c.Psych., Consultant Psychiatrist, Bethlem Royal and Maudsley Hospitals, 


Denmark Hill, London SE5 8A2 


Fraser N. Watts, MA., M.Sc., Ph.D., Principal Psychologist, King’s College Hospital, Denmark Hill, London 


SES 985 


(Received 1 August; revised 28 September 1977) 


Brit. J. Psychiat. (1978), 132, 463-6 


Social Bonds in the Epidemiology of Neurosis: 


A Preliminary Communication 


By SCOTT HENDERSON, D. G. BYRNE, P. DUNCAN-JONES, SYLVIA ADCOCK, 
RUTH SCOTT and G. P. STEELE 


SUMMARY Ina random sample of the general population (№ = 142) a 
strong inverse relationship was found between social bonds and the 
presence of neurotic symptoms. This association was strongest in the 
case of close affectional ties. Together, measures of social bonds 
accounted for 47 per cent of the variance in neurotic symptoms. While 
there is likely to be contamination between the two sets of variables, 
and while the data do not indicate the direction of causality, these 
findings constitute an aetiological lead which should be pursued. 


An association has been proposed between 
neurosis and the lack of social bonds (Henderson, 
1974; Brown et al, 1975; Miller and Ingham, 
1976; Bowlby, 1977; Henderson et al, 1977). 
In different ways, these authors have suggested a 
causal relationship, in which deficiencies in 
social bonds lead to, rather than are caused by, 
neurotic symptoms. Demonstration of a social 
aetiology for neurosis, in which a lack of social 
bonds accounted for much of the variance, 
would be a substantial contribution to psychi- 
atric theory. It would also raise important 
issues for treatment, alongside established 
psychological and pharmacological methods. 

We report here the results of a preliminary 
study which had two aims: to look for the above 
association in a general population sample, so 
avoiding the dangers of bias in a clinical 
population; and to examine a range of social 
bonds, from the closest affectional ties to those 
further out in the primary group. The hypo- 
theses were (i) that in the general population, a 
positive relationship. holds between the pre- 
valence of neurosis and the lack of social bonds; 
and (ii) that the association is strongest for 
affectionally close ties. We believed it necessary 
to establish both of these before embarking on 
the much more demanding task of investigating 
causality in a prospective design. 


7 Method 

A random. sample of 183 addresses was 
drawn from two Canberra suburbs. At each 
address, one adult was designated for interview 
using the respondent selection methód of Kish 
(1965). The interview schedule had been 
extensively pre-tested and was administered by 
six experienced interviewers who were trained 
for one week. Each made two off-sample 
interviews before beginning the fieldwork. The 
interviewers were not aware of our hypotheses. 
Respondents were asked to help in some 
research on health and stress. Interviews were 
conducted оп 151 persons, representing a 
response rate of 90 per cent of those eligible for 
the survey. The main findings presented here 
are based on the 142 respondents on whom 
complete information was available. 

Psychiatric morbidity was assessed by the 
30-item General Health Questionnaire (GHQ) 
(Goldberg, 1972; Goldberg et al, 1976), an 
instrument which has been demonstrated to 
have high levels of sensitivity and specificity in 
identifying non-psychotic psychiatric disorder, 
particularly neurosis, and which has been 
validated in an Australian population (Tennant, 
1977). A proportion of the respondents went on 
to have the Present State Examination (PSE) 
(Wing et al, 1974) some days later. This provided 
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a rigorous description of the symptoms and 
disorders encountered. Aspects of this part of the 
Survey are being reported elsewhere. The 
present results are based on respondents’ СНО, 
scores. 


Measures of Social Bonds 

The social environment for an individual was 
"assessed by the Interview Schedule for Social 
Interaction (ISSI). This instrument, consisting 
of fifty questions, has been designed by our 
Unit to examine a person's social environment, 
First the extent and type of three defined 
categories of social relationship is ascertained: 
persons to whom one is closely attached; 
friends, in the form of non-kin, with whom one 
has a relationship which is voluntary, sought 
after and affectively comfortable; and acquain- 
tances, with whom transactions are based 
principally on the mechanics of day-to-day 
living. The ISSI establishes the number of 
persons in each of these categories and the 
reported adequacy of this. While these areas are 
examined in detail other aspects of social 
relationships are treated more briefly. The whole 
instrument provides measures of the extent to 
which the respondent currently obtains the six 
‘provisions of social relationships’ proposed by 
Weiss (1974) as those commodities which the 
social environment has to supply for a person to 
maintain psychological well-being. These are 
attachment, social integration, opportunity for 
nurturance, reassurance of worth, a sense of 
reliable alliance, and obtaining guidance. 
Because the first two of these provisions are 
particularly relevant to the present study they 
are defined here in more detail: Attachment is a 
sense of security provided by affectionally close 
relationships, such as is commonly found 
between spouses. It is based on affection, 
mutual trust and support. Social Integration is 
obtained by membership of a network of 
persons who share common concerns and values. 
This network provides companionship, a base for 
social events, the sharing of common experi- 
ences and an opportunity for the exchange of 
services, 

Of necessity, the description of the measures 
of social relationships given here has been 
condensed. A much more full account will be 
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given in later publications. We shall report 
here the dependence of the GHQ score on 
groups of summary variables, descriptive of the 
strength and the perceived adequacy of social 
bonds. These groups are summarized as 
follows: Available Attachment : three indices of the 
number of attachment figures and the number of 
different facets of attachment which are 
currently available to the respondent. Friend; and 
Acquaintances: two indices measuring the avail- 
ability of friendships and of acquaintances. 
Adequate Attachment: indices of the number of 
facets of attachment that are currently met 
sufficiently for the respondent's needs. Un- 
pleasant Social Interaction: three indices of the 
extent of rows or other unpleasant interaction. 
Wanting more: five indices of expressed need for 
more or better social relationships. 


Findings 

The total sample contained 41 persons (27 per 
cent) with a GHQ score over 4; this is Gold- 
berg's suggested criterion for ‘cases’ on the 
30-item GHQ. From the PSE interviews (№ = 
68), we estimated a prevalence rate of 13 per 
cent for classifiable psychiatric disorder, usually 
depression or anxiety. A further 31 per cent had 
non-specific neurotic symptoms not severe 
enough to allow their classification within the 
ICD. Where the PSE was conducted within a 
week of the GHQ in the initial interview, the 
total PSE score correlated 0.84 with СНО 
score (№ == 39), confirming the validity of the 
latter instrument. 

A multiple regression analysis was carried 
out to determine the contribution of each of the 
ISSI measures to the variance in GHQ score. 
This was done for each group of variables taken 
separately and also by a single regression 
equation to show the incremental effect of 
entering each group of variables in turn. 


Table I shows in the first column the pro- 
portion of variance in GHQ score explained by 
each of the groups of ISSI variables. Available 
attachment accounts for 16.2 per cent (about 
one sixth) of the variance in СНО score. 
Availability of friends and acquaintances, 
considered separately, accounts for 7.4 per cent 
of the variance. Each of the last three groups of 
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GHQ score and measure of social bonds 








Explained variance 
in GHQ score (%) 


For each 
group of Ina 
variables single 


separately equation 





Available attachment 16.2 16.2 
Friends and acquaintances 7.4 3.7 
Adequate attachment 23.0 7.1 
Unpleasant social interaction 25.3 14.0 
‘Wanting more’ 27.3 5.9 





Total = 46.9% 





variables accounts for about one quarter of the 
variance. 

There are substantial correlations between 
these groups of variables, so that the variance 
explained by one group has some overlap with 


that explained by another. This is particularly . 


true for Available Attachment and Adequate 
Attachment; many of the items entering the 
first set of indices also enter the second set, with 
somewhat different scoring. The second column 
of Table I shows the incremental effect of 
entering each variable in turn into a single 
regression equation. The groups were entered 
into the equation in the order in which they are 
listed. Thus Available Attachment explains 
16 per cent of the variance, as before. When 
Friends and Acquaintances are added into the 
equation, they explain an additional 3.7 per cent 
of the variance, independent of that already 
explained by the first group of variables. 
Similarly, Adequacy of Attachment explains an 
additional 7 per cent of the variance, beyond 
that already explained by the first two groups of 
variables. All five groups of variables taken 
together explain 46.9 per cent of the variance in 
GHQ score. If the groups were entered into 
equation in a different order, the total explained 
variance would remain the same, but the 
amount of variance attributed to each group 
would change. 
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Discussion 


7 A strong link has been found between neurosis 
and deficiencies in social bonds. The present 
findings suggest that this association is stronger 
for close affectional bonds than for relationships 
with friends and acquaintances. Both hypotheses 
were therefore confirmed. The direction of 
causality in this association must now be* 
examined, because it clearly could be due to an 
adverse effect of neurosis on social relationships 
or their reported adequacy, as we have dis- 
cussed in some detail elsewhere (Henderson et al, 
1978): the association may be due to persons 
with a disturbance of mood reporting un- 
favourably on adequate relationships; or they 
may be uncongenial company, driving away the 
support they need and seek. A third variable in 
the form of personality traits may lead both to 
the development of neurotic symptoms and to 
an inability to form and maintain mutually 
rewarding personal relationships (Foulds, 1965). 


We have sought to divide our measures of 
social bonds into those more or less susceptible 
to contamination by the effects of psychiatric 
illness. The first two groups of variables report 
the present state of respondent's social relation- 
ships with, we believe, a smaller evaluative 
component that some of the other variables and 
hence less likelihood of contamination. It is for 
this reason they. were entered into the overall 
equation first. Together, they account for 
19.9 per cent of the variance in СНО. 


Irrespective of causality, the present findings 
suggest that a very large part of the variance in 
minor psychiatric disorder is associated with 
deficiencies in social relationships. Allowing for 
unreliability in measurement, we estimate that 
over half the reliable variance in GHQ score is 
shared with a range of measures of adequacy of 
social bonds. This strongly supports a view of 
neurosis as principally a social illness. It is 
worth noting that only three out of the 30 items 
comprising the GHQ have any reference to 
interpersonal relationships. If these items are 
excluded from the GHQ score, the findings 
given above are scarcely altered. 

On the basis of these results, we suggest that 
the social bond hypothesis deserves further 
investigation. We are currently interviewing a 
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larger population sample, and plan a follow-up 
study to examine the temporal order of changes 
in symptoms and in social bonds. 
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Distribution of Drug-Related Problems Among 
London Casualty Departments 


By A. HAMID GHODSE and NIGEL S. B. RAWSON 


A survey of patients with drug-related problems. seen in London 
casualty departments during the course of one month revealed 1,706 
separate incidents. In 477 cases the patients were dependent on drugs, 
and more than 40 per cent were dealt with by only five hospitals, all in 
the West End of London. The remaining 1,229 incidents involved non- 
dependent patients who had taken a drug overdose, and these cases 
were distributed more evenly between hospitals all over the Greater 
London area. The implications of this study for service planning and 
for further monitoring of the patterns of drug misuse are discussed. 


Introduction 


For many years the West End of London has 
been regarded as the heart of the capital's drug 
scene and as the centre of illicit drug dealing 
(Connell, 1965; Scott and Willcox, 1965; 
Anumonye. and McClure, 1970; James, 1971; 
Gaber, 1973; Stimson, 1973). Piccadilly Circus 
in particular is known asan area where many 
arrests are made for drug offences (Bean, 1971) 
and where addicts tend to congregate (Stimson, 
1973). Circumscribed geographical areas within 
Greater London have been the subject of 
investigations into drug misuse (Randall, 1969; 
Murphy et. al, 1970; O'Sullivan, 1972), but no 
study of the geographical distribution of drug- 
related problems in the whole of London has 
ever been carried out. Such a study is of potential 
value in identifying areas in which the number 
of drug-related problems, including drug de- 
pendence, is disproportionately great, so that a 
purposeful allocation of resources for treatment 
and.preventive measures can be made. More- 
over, some kind of ‘early-warning’ monitoring 
system is needed to detect changing patterns of 
drug misuse. 

During the course of the London Casualty 
Survey (Ghodse, 1976a) it became clear that 
some hospitals were seeing far more patients 
with drug-related problems than others, and 
it was thought that it would be interesting to 


see if there was any pattern in this uneven 
distribution and also if there was any difference 
in the distribution of incidents involving de- 
pendent and non-dependent individuals. 


Method 


Full details of the methodology of the London 
Casualty Survey have been described elsewhere, 
and only brief details will be given here. A one- 
month prospective survey was carried out in 
62 Greater London Casualty Departments in 
July 1975. A questionnaire was administered by 
the Casualty Officers to all patients who atten- 
ded during the month of the survey with a drug- 
related problem—either drug overdose, or for 
any reason related: to drug-dependence, or 
demanding drugs. The Casualty Officers were 
asked to assess the dependence status of the 
patients in terms of defined criteria. (Ghodse, 
1976b). The numbers of drug-dependent and 
non-dependent patients attending each hospital 
during the month. were recorded, and the 
positions of the hospitals were marked on a 
map of the boroughs of Greater London. 


Results 


All drug-related incidents 

The total number of drug-related incidents 
(both dependence related and otherwise) in- 
volving people over the age of 15 years was 
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1,706. From Table I, which shows the grouped 
frequencies of these incidents, it can be seen 
that their distribution among the hospitals of 
Greater London was uneven, nearly two-thirds 
of the incidents (63:8 per cent) being dealt 
with by only one third (21) of the hospitals. 
The number of patients attending with a 
e drug-related problem, expressed as а per- 
centage of the total number of casualty inci- 
dents is also shown in Table I; those hospitals 
dealing with the greatest number of drug- 
related incidents were also those that had the 
highest proportion of these patients in their own 
casualty load. : 


Drug dependence 

In 477 incidents out of the total of 1,706 the 
patient was considered to be dependent on 
drugs. The distribution of these incidents 


among the 62 hospitals fell into four distinct 
groups, as is shown in Table II and by the 
geographical location. of the hospitals shown in 
Fig 1. Twelve of the 13 hospitals which between 
them, dealt with more than 60 per cent of the 
incidents involving drug-dependents were situa- 
ted in six Central London boroughs, suggesting 
that, if this type of event may be taken as an 
indicator drug dependency is indeed à problem 
of the city centre. In the five hospitals which 
each dealt with more than 5 per cent of the 
total number of incidents involving drug- 
dependents, these patients formed more than 
1 per cent of their total casualty population. 


Drug overdoses, excluding 
drug-dependents | 

When incidents involving drug-dependents 
were excluded, a total of 1,229 incidents of 


TABLE I 


Distribution of 1,706 patients with drug-related problems among the 62 Greater London Casualty Departments, with 
hospitals grouped according to their load of the problem 














Percentage of Number of 
patients with patients with Number of Total casualty Patients with 
drug-related Number of ^ drug-related patients as load (incidents) drug-related 
problems seen hospitals problems seen percentage seen by these problems as 
by each ' in group by these of 1,706 hospitals during percentage of 
hospital hospitals survey casualty load 
4°2-4°9% 2 155 9'1% 8,177 19076 
31-3995 8 479 28:1% 39:939 1:20% 
2:0-2:976 n 454 26:6% 47,767 0:9576 
11-19% 20 499 29:276 75,623 0:66% 
0-0-0°9% 21 119 7:096 35.576 0*3376 
Total 62 1,706 100:0% 207,082 0:829 
Tase II 


Distribution of 477 drug-dependent individuals among the 62 Greater London Casualty Departments, with hospitals 
grouped according to their load of the problem 





Percentage of 


Number of 


Total casualty 








drug-dependent ^ Number of  drug-dependent Number of load (incidents) Drug-dependent 
patients seen hospitals patients seen patients as seen by these patients as 
by each in group by these percentage hospitals during ^ percentage of 
hospital hospitals of 477 survey casualty load 
9"0-11"740 5 199 41:7% 19,126 1:04% 
2:1— 4'4% 8 109 22:9% 32,587 0:33% 
1:0- 1:776 19 119 24:976 69,183 0:17% 
0*0- 0:89, 30 50 10:5% 86,186 006% 
Total 62 477 100°0% 207,082 0:2395 
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Redbridge | 


Bromley 


c roydon 


Fic 1.—The location of hospitals in Greater London showing the distribution. of 477 drug-dependent incidents, 
in terms of the percentage of this total occurring at each Кариа. 


drug overdose remained, and their grouped 
frequency distribution throughout Greater 
London is shown in Table III and Fig 2. Two 
hospitals, neither of them in Central London, 
together dealt with то per cent of these incidents, 
and a further 53 per cent were dealt with by 19 
hospitals, situated in 16 widely separated 
boroughs. In fact, most boroughs either had at 
least one hospital which was a major one as 
far as drug-overdoses were concerned (i.e. saw 
more than. 2 per cent of the total number of 
drug overdoses) or had several hospitals among 
which these patients were presumably dis- 
persed, so that none saw very many. 

It is clear that if the distribution of drug- 
related incidents was fairly uniform within 
London, some hospitals, with large and active 
casualty departments might expect to see 


considerably more of. these patients than other 
departments, and the figures given in thc 
Tables representing the distribution of the 
percentage of incidents seen іп different 
hospitals, might therefore be no more than a 
reflection of the general activity of the casualty 
departments. However, the variation in the 
figures representing the number of patients as 
a percentage of the hospitals’ casualty popula- 
tions suggests that this is not so. 


Discussion 


It is first necessary to consider the exact 
meaning of the results reported here. For the 
sake of convenience, the positions of the parti- 
cipating hospitals were marked on a map of 
the London boroughs, but it was not intended 
to imply that all the patients attending a 
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Fic 2.—The location of hospitals in Greater London showing the distribution of 1,229 non-dependent incidents 
of a drug overdose, in terms of the percentage of this total occurring at each hospital. 


Taere III 


Distribution of 1,229 non-dependent patients who took a drug-overdose among the 62 Greater London Casualty 
Departments, with hospitals grouped according to their load of the problem 











Percentage of Number of Total casualty 
non-dependent . Number of поп-дерепдепі Number of load (incidents) Non-dependent 
patients seen bospitals patients seen patients as seen by these patients as 
by each in group by these percentage hospitals during percentage of 
hospital hospitals of 1,229 survey casualty load 
5:095 2 124. 10:19 14,632 0-8594 
2:0-4: 795 19 659 53:676 82,939 0:79% 
151-1799 EL 376 30:6% 77:467 0'49% 
0:0-1-095 20 70 5:796 32,044 0:229 
Total 62 1,229 100+0% 207,082 0:59% 





particular hospital lived in the borough in 
which the hospital was situated. Ambulances 
traditionally. take patients to the nearest 
casualty department, even if this entails 
crossing borough boundaries and a similar 


principle presumably operates when people 
travel to hospital independently of the ambu- 
lance service. For this reason all that the maps 
can strictly claim to show is the distribution of 
drug-related problems among the casualty 
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departments of Greater London. That drug- 
dependent individuals from the suburbs of 
London and even outside London travel into 
the capital for the purpose of obtaining drugs 
(Connell, 1965; Anumonye and McClure, 
1970) is well known, and it is therefore not 
possible to draw from present data any firm 
conclusions about different rates of drug misuse 
in specific London boroughs. In terms of service 
planning, the geographical distribution of case 
presentation is valid and important information 
in its own right, and should not be regarded 


merely as an uncertain reflection of the geo- 


graphical distribution of population prevalence. 
Bearing this reservation in mind, it is clear 
that incidents involving drug-dependent indi- 
viduals and those involving non-dependent 
individuals who overdosed, were distributed 
differently throughout London. Drug overdoses 
taken by non-dependent patients were distri- 
buted over London, with 21 hospitals each 
dealing with more than 2 per cent of the total 
number of incidents, although there is a 
greater concentration of these hospitals within 
the Central London area. Incidents involving 
drug-dependent patients were, in contrast, 
mostly restricted to a much smaller number of 
hospitals: out of the five hospitals which to- 
gether dealt with 41-7 per cent of such incidents, 
four were within one and a quarter miles of 
Piccadilly Circus. During the month of the 
Survey these four hospitals dealt with more than 
a third of the incidents involving drug de- 
pendents in the whole of London. It is possible, 
of course, that casualty officers of these hospitals 
are more aware of the problems of drug- 
dependence than those working in hospitals 
where it presents less frequently, and perhaps 
diagnose it more readily. However, there seems 
to have been considerable uniformity in the 
level of alertness, for no patient who attended 
one hospital and was diagnosed as dependent 
on drugs was subsequently diagnosed as not 
dependent at a different hospital. It has been 
suggested (Ghodse, 1976b) that drug-dependent 
and non-dependent individuals who misuse 
drugs are separate but overlapping populations, 
and it appears from the present study that their 
distribution overlaps geographically in terms of 
some shared concentration at the city centre. 
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The large number of incidents involving 
drug-dependent individuals in Central London 
confirms previous observations about 'drug- 
activity’ in this area, and it is clear that an 
effective monitoring of some aspects of drug 
dependency could be achieved either by 
occasional repetition of the broad survey or 
by more frequent repetition in, perhaps, the 
two Central London hospitals which together 
dealt with 20 per cent of these incidents, and 
preferably, perhaps, by combining the two 
approaches. This could provide useful intelli- 
gence in changing patterns of drug-misuse that 
lead to hospital attendance. Moreover, one or 
both of these hospitals would be the obvious 
place for the trial of new methods of case 
contacting, motivating and treating people 
with these problems. As far as the numerically 
much greater problem of drug-overdose by 
non-dependent individuals is concerned, a 
similar system of monitoring could be proposed. 
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The Effects of Methadone Maintenance with Opioid Takers 


A Review and Some Findings from One British City 


By ROGER PAXTON, PATRICK MULLIN and JACK BEATTIE 


SUMMARY Various benefits claimed for methadone maintenance in 
the treatment of opioid drug takers are reviewed. It is said to stop illicit 
drug use, maintain treatment contact, reduce morbidity, mortality 
and crime, and improve social adjustment. Little firm evidence is 
found to support these claims. Results are reported comparing 26 drug 
takers on methadone prescriptions with 16 illicit opioid takers. The 
measures used are Stimson’s (1972) ‘Patterns of Behaviour’ question- 
naire, and direct behavioural measures of social functioning. The 
groups are found not to differ in terms of treatment contact, work 
status and involvement with other drug takers. There is some evidence 
that the methadone group is involved in less criminal activity. How- 
ever, no association is found between amounts of drugs prescribed and 
numbers of local pharmacy thefts. It is concluded that the benefits of 


methadone maintenance have been exaggerated. 


Introduction 


Since the 1960s methadone maintenance 
has achieved great popularity as a treatment 
for opioid drug injectors in both Britain and the 
United States (Edwards et.al, 1976; Henry, 
1974). There appear to be good reasons for this. 
There are some striking reports of its efficacy in 
rehabilitating chronic addicts (e.g. Peck and 
Beckett, 1976), and.it is popular with the drug- 
takers themselves. (Chappel ef a], 1971). It. is 
also relatively inexpensive because it does not 
require elaborate facilities and can be adminis- 
tered quite cheaply (Jaffe et al, 1969). 

However, in spite of a wealth of longitudinal 
studies and clinical impressions, a number of 
writers have recently remarked on the paucity 
of rigorous outcome research (Martin, 1971; 
Chambers, 1974; Gohen et al, 1976; Hawks, 
1976; Peck and Beckett, 1976). We know of 
only one controlled outcome study comparing 
methadone with no drug treatment (Joseph and 
Dole, 1970). 
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Review 


Methadone and illicit drug use 


This was the original rationale for methadone 
maintenance. In appropriate doses it is said to 
produce a ‘pharmacological blockade’; pre- 
venting the drug-taker from, experiencing the 
usual effects of opioids if he should take some, 
and thereby ‘blocking’ the craving for narcotics 
(Dole and Nyswander, 1965). There is evidence 
that this process occurs at least in part. Evidence 
of reductions in drug use has been presented 
(e.g. by Bewley, 1973; Jaffe, 1971; Stimson, 
1972). Also Bewley (1972) and Chappel (1972) 
reported that approximately 20 per cent of their 
samples achieved total abstinence within two 
or three years on methadone. 

However, it is clear that methadone does not 
truly ‘block’ the craving for narcotics. Although 
a methadone prescription reduces the amount 
of illicit opiates taken, a majority of London 
addicts continue to. use some (Bewley, 1972; 
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Mahon, 1971; Stimson, 1972). It is perhaps 
misleading to apply the term ‘blockade’ to the 
effects of methadone, since it is, of course, a 
potent opioid itself. It does not block neuronal 
receptors to the effects of opioids, as do the 
true opioid antagonists. The so-called ‘heroin 
blockade’ in methadone maintenance is merely 
ean example of opioid cross-tolerance (Henry, 
1974). Since opioid takers develop tolerance, it 
is hardly surprising that those on prescription 
use extra drugs. Few doctors are willing to 
prescribe increasing amounts of morphine-group 
drugs (Stimson, 1972). 


Contact with treatment agencies 


Bewley (1973) claimed for methadone main- 
tenance the advantages that it gives unmotivated 
patients improved access to medical and social 
facilities; and that it aids data collection. The 
implication is that without methadone as a 
‘carrot’ the drug-takers would not attend out- 
patient clinics for physical check-ups or follow- 
up interviews. This is a plausible idea for several 
reasons. Firstly, methadone maintenance is a 
popular treatment with addicts. Chappel e al 
(1971) reported that 75 per cent of their sample 
volunteered for long-term methadone when 
asked to choose between this and various 
abstinence programmes. Secondly, Bass and 
Brown (1973) compared retention rates on a 
methadone programime and an abstinence 
programme and found that the methadone 
group were significantly more likely to remain 
in treatment for a six-month period. However, 
retention rates may depend on the nature of 
the abstinence programme offered. A drug 
prescription may not be the only effective 
‘carrot’, and simple contact with treatment 
agencies is not necessarily of benefit (except 
perhaps for the collection of information). The 
important question is whether the results of one 
treatment are better than those of another. 
This question has received little attention 
(Chambers, 1974). 


Health and mortality 

A maintenance prescription for pure drugs 
and sterile syringes might be expected to 
improve health by preventing non-sterile injec- 
tions and the intake of crushed tablets and 


THE EFFECTS OF METHADONE MAINTENANCE WITH OPIOID TAKERS 


impurities. If drug prescribing leads to improved 
contact with clinics it could be expected to 
result in improved health care simply through 
providing better access to medical facilities. 

Blumberg’s (1976) data appear to support 
these expectations. He compared a group of 
London users not receiving prescriptions with 
two groups on prescriptions. He found that 
those not on prescriptions showed higher inci- 
dences both of non-sterile injection practices 
and of ensuing physical complications. However, 
these results must be interpreted with caution. 
The no-prescription group had all approached 
clinics but had been refused maintenance 
treatment. They differed initially from the 
individuals who were taken on for maintenance, 
and so differences between the groups cannot 
readily be attributed to drug prescriptions. 
Other evidence is provided by Bewley (1973), 
who reported a slowing in the death rate of 
opiate takers (which had been rising by 50 per 
cent per year) since the opening of the British 
prescribing clinics. 

These results are suggestive, but they do not 
justify the inference that differences in health 
and mortality are directly attributable to 
methadone prescribing. They must be balanced 
by evidence of harmful effects of methadone. 
Long-term maintenance produces persistent 
metabolic, physiological and psychological 
charges (Gritz et al, 1975; Martin, 1973). 
The side-effects of constipation, weight gain, 
drowsiness and sexual problems are well known 
(Gritz et al, 1975). The long-term effects of 
high doses of methadone are still unknown 
(Peck and Beckett, 1976). Further, if and when 
the methadone is eventually withdrawn a 
physiological disorder lasting several months 
(‘protracted abstinence’) occurs (Martin, 1973). 

Suggestions of reduced mortality on metha- 
done must also be balanced by studies in both 
Britain and the United States which have 
consistently found mortality on methadone 
programmes far above the rates for the general 
population (in the same age range) and some- 
times comparable with the rates for illicit heroin 
users (Henry, 1974; Martin, 1971). Baden 
(1971) and Gearing (1971) both reported rates 
of over 1:2 per cent per year for methadone 
maintenance patients, and in London, Ogborne 
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and Stimson (1975) found that 6-2 per cent of 
their sample (on methadone or heroin. scripts) 
died in three years. Martin (1971) asks pre- 
scribing clinics whether the alleged social gains 
of. methadone maintenance in reducing anti- 
¿social behaviour outweigh the costs to the 
` individual addict. 


Preventive medicine 


Bewley (1972, 1973) reported that the London 
prescribing clinics had achieved а limited 
success in ‘containing the problem’. There is по 
hard evidence for this, but in the three years 
following their opening the rate of appearance 
of.new cases decreased and the.prices of black- 
market heroin and methadone increased mar- 
kedly. Bewley (1972). concluded from these facts 
that- following the setting up. of clinics it was 
both more: expensive and less easy {о become 
addicted’. This may look like an argument for 
drug prescribing, but in fact it is an argument 
for more restrictions on prescribing. Before the 
introduction of the ‘special clinics’ the British 
system was not one of no prescribing; it was one 
of ‘uncontrolled EISE Pun of heroin’ (Bewley, 
1972). 

‘Two further reservations have been voiced 
against claims for methadone as a preventive 
measure. Firstly, as опе. ОЁ us has argued at 
greater lengtb elsewhere (Paxton, 1976), and as 
Bourne (1974), Ogborne and Stimson (1975), 
and Peck and Beckett (1976) mention, giving 
drugs to a drug-taker is, on the face of it, Jikely 
to prolong rather than stop his drug-taking. It 
is certainly clear that few methadone patients 
achieve abstinence (Bewley, 1972). A recent 
paper which argued in support of methadone 
maintenance (Newman, 1976) even deplored 
attempts to achieve abstinence. For the indi- 
vidual who receives a prescription it may well 
be the exact opposite of a. preventive measure. 
A second argument concerns the risk of pre- 
scribed methadone being diverted to illicit 
channels (Greene ef al, 1975; Henry, 1974). 
Prevention is surely likely to be. aided by 
reduced availability, but availability may easily 
be increased rather than reduced by adding 
legal drugs to the illegal pool. This argument is 
also relevant to discussions of optional metha- 
done dosages. Whilst there is evidence (e.g. 
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Jaffe, 1971) that a high dose of methadone 
gives. a slightly better chance of abstaining from 
illicit drugs, there must also be a greater risk 
that some of the drug will be diverted to the 
black market. 


Social adjustment 


Measured. usually.in. terms. of employment 
records, this together with reduced criminality 
is widely claimed “as a powerful benefit of 
methadone... maintenance (Martin, 1971). 
An early justification for- drug. maintenance 
(Ministry of Health, 1926) was that it. would 
enable the addict to lead a ‘fairly normal life’ 
(Stimson, 1972)..Bewley (1972) found that the 
percentage of his sample working increased 
from 22 per cent when first seen to 40 per cent 
after two years. on : methadone.. Elsewhere 
(Bewley, 1973) he. suggested rather, broader 
benefits, reporting. that. 40 per cent of the 
patients attending. prescribing clinics were 
functioning better in terms of stability, marriage 
and work after two years. Jaffe (1971), Wieland 
and Chambers (1971) and Williams (1971) also 
reported that a majority of their methadone 
patients were working but none of these authors 
gave pre-treatment data. 

In spite of these claims of Bop hen 
Mahon (1971), Blumberg: (1972, 1976) and 
Stimson (1972). found. that their samples of 
London maintenance. patients still had many 
social. problems. Mahon. (1971), for instance, 
found that most had not maintained normal or 
satisfactory marital or family lives; and Blum- 
berg (1976) reported. 50 per. cent of his sample 
unemployed. But with social adjustment, às 
with criminality, it is difficult. to assess the 
effects of methadone maintenance without 
properly controlled. outcome: studies (Martin, 
1971). Even if some improvement in social 
functioning сап be demonstrated this may have 
been achieved: at-the cost of increased lethargy 
and decreased efficiency: and motivation 


(Martin, 1971, 1973). 


Methadone and crime 


In the United States one of the major social 
concerns about addiction is economic, and this 
is largely related to the cost of acquiring illicit 
drugs through criminal activity. A strong model 
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for methadone prescribing in the USA is 
therefore that by facilitating social adjustment 
and providing a legitimate source of narcotics 
it decreases antisocial behaviour (Martin, 1971). 
In Britain drug-related crime has been on a 
much smaller scale, but for a majority of 
London heroin users studied there does appear 
to be an association between drug use and 
criminality (Mott and Taylor, 1974; Stimson, 
1972). 

From both Britain and the United States this 
crime reduction argument has been bolstered 
by claims that drug-takers on methadone 
maintenance become involved in less crime 
(e.g. Bewley, 1972; Blumberg, 1976; Henry, 
1974). The best evidence so far has been 
provided by Joseph and Dole (1970), who 
compared arrest rates for a methadone out- 
patient group and a non-methadone detoxified 
control group. Their samples of 1,530 (metha- 
done) and 100 (no-methadone) were matched 
for age, race and prior arrest rates (20 per cent 
and 21 per cent). In the first year of the study 
the arrest rates changed to 6 per cent (metha- 
done) and 25 per cent (no-methadone). In the 
third year they were 2 per cent (methadone) 
and 19 per cent (no-methadone). These are very 
significant differences. 

Elsewhere, however, the relations between 
illegal drug-taking and crime, and between 
drug prescribing and crime reductions are 
much less clear. The American ‘economic 
necessity’ argument that drug-takers are forced 
into crime to support their habits blurs some of 
the facts. Mott and Taylor (1974), Mott and 
Rathod (1976), and Mahon (1971) found that 
for opioid users in London and Crawley with 
criminal records, the criminal record usually 
antedated the regular opioid use. It is mis- 
leading, therefore, to say that illegal drug-taking 
causes acquisitive crime. It may or it may not, 
depending on the social and economic context. 

Nevertheless, whatever. the causal relation- 
ship, opioid use—both prescribed and illicit—is 
often associated with crime (Mott and Taylor, 
1974; Stimson, 1972). Furthermore, Bewley 
(1972) reported a decrease in the number of 
addicts receiving prison sentences after the 
establishment of the London prescribing clinics. 
However, prison sentences give a less than 
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perfect measure of criminal activity and the 
fact of receiving a prescription (‘being regis- 
tered’) may well alter the behaviour of law 
enforcement agencies towards the drug-taker. 
Martin (1971) remarked on police leniency 
towards patients and suggested that this leads 
to an underestimation of criminal activity and 
an overestimation of the efficacy of methadone 
maintenance. 


The Effects of Methadone Prescribing 
in the Glasgow Area 


Subjects 


Below we present some results based on all 
regular opioid takers seen at least once at the 
Drug Clinic, Southern General Hospital, Glas- 
gow during the year October 1975-September 
1976. This clinic is the main centre for the 
treatment of opioid takers in the West of 
Scotland. 

During the year the total number of indi- 
viduals seen at least once was 48 (39 males, 
9 females: mean age 25). Data from older 
‘therapeutic addicts’ are not included. Of the 
48 people seen, 21 were new to the Clinic. 
New referrals and re-referrals seen after January 
1976, were routinely offered medical, counselling 
and social work facilities, but not methadone 
maintenance. This gave a total of 16 people who 
admitted to continuing regular opiate use but 
were not on prescription. A total of 26 old 
patients and new referrals seen between 
October 1975 and January 1976 were main- 
tained on methadone (tablets or ampoules, 
collected daily from a local pharmacy). In 
addition to their drug prescriptions these 
patients were offered the same services as the 
no-prescription group. A further 6 people who 
had all been dependent on opiates but were 
currently off drugs were seen regularly during 
the year. Our comparisons of prescription and 
no-prescription users are mostly based on 
data from all the individuals in these two 
groups. Table IV, however, presents question- 
naire results from two samples of 14 consecutive 
attenders; a prescription and a no-prescription 
group. 

It will be seen from Table I that our prescrip- 
tion and no-prescription groups are not per- 
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fectly matched for age or duration of drug use. 


The methadone group tends to be older and to . 


have used drugs for longer. This difference 
results from our method of assigning patients 
. to treatment groups: old patients already on 
; methadone were left on it, and new patients 
were not offered it. Scientifically this is less than 
perfect, but practically and clinically it was 
difficult to do otherwise. Our patient numbers 
are small and so it would have taken some while 
to accumulate enough for two. matched. new 
patient groups. But more important is the diffi- 
culty of the clinical decision to give methadone 
for research purposes when we know from 
experience how hard it is to persuade people 
to withdraw from it later. At any rate we would 
argue that the differences between the groups 
are not so great as to invalidate our results. 


Methadone and illicit drug use 


Our results in Glasgow on the use of illicit 
drugs by people on methadone maintenance are 
similar to those reported above from London 
clinics. A majority admit to regular illicit use. 
Because of the difficulties of obtaining accurate 
information on amounts of drugs taken we did 
not attempt to compare amounts of illicit drugs 
used by script and no-script users. We have 
simply looked at whether patients on methadone 
report additional drug use and have checked 
these results by means of urine tests. We found 
that only 4 of the 26 people. on methadone 
(15 per cent) did not use additional opioids at 
least weekly. 

We had little success in achieving abstinence 
with either the prescription or no-prescription 
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groups. Three in each group (N = 26, 16 
respectively) dropped drug-taking during the 


year, but of these only one in each group did so 
outside prison. 


Contact with a treatment agency 

We used attendance rates at the drug clinic 
as a measure of contact with a treatment 
agency. We arranged an interview with each 
individual approximately every three weeks. 
These interviews were for medical, counselling 
and social work help; and for dispensing syringes 
to patients receiving methadone ampoules. 
Table I summarizes attendance rates for all 
regular opiate users (except older 'therapeutic 
addicts') seen more than once during the year 
October. 1975-September 1976. 

Surprisingly, the group admitting to regular 
opioid use but not receiving a prescription 
showed rather better attendance rates than 
those on methadone. This: finding may be 
partly due to differences between the mean 
numbers of appointments sent to individuals in 
different treatment groups. The methadone 
group were mostly old patients who were there- 
fore contacted ¿throughout the year.. No- 
methadone people were more frequently drawn 
from those who first appeared during the year. 
Consequently people in the methadone group 
were asked to attend more appointments than 
those in the no-methadone group. Table II 
demonstrates this. difference. 

Even allowing that. this difference may 
account for the higher attendance rates shown 
by the no-methadone group, these results clearly 
do not support the common assumption that 

















TABLE I 
Attendances 
Total Total 
Mean Mean years no. of no. of 95 
N age of regular appointments appointments appointments 
opiates use attended sent attended 

Prescription group d. 26 27 7 135 260 51'9 
No-prescription but regular А 

opiate use — .. is 16 23 3 8o 123 65:0 
Ex-users .. x a 6 22 4 40 61 65:6 
"Total à = T 48 25 5 255 444 57'4 
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Taste П 


Number of appointments sent to individuals in different 
© treatment groups 





Mean number 














_ of appoint- 
<N ‘ments sent 
per person 
Prescription 
group . 26 12:1 
No-prescription 025 < Р < :05 
but regular 
opiate use .. 16 9-1 
Ex-users 6 8:1 
Total 48 10:8 





drug prescriptions are necessary in order to 
maintain contact with opiate users. We have 
maintained very adequate contact and medical 
care with both. drug-users and ex-users without 
giving prescriptions. 
Social functioning and criminality 

This section includes measures of employ- 


ment, sources of income, criminal behaviour 
and involvement with other opiate takers. 


1. Work status 

Firstly we compared work status (employed 
v. unemployed) when last seen during the year 
(or at 30 September 1976, whichever was 
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when first seen but employed when last seen, 
we called this ‘work’ progress’. If he changed 
from employed to unemployed we called this 
"work deterioration’. Table III shows changes 
in work status for the whole populations of 
prescription and no-prescription drug-users and 
ex-users seen during the year. 

In both the prescription and no-prescription 
groups rather more people achieved work 
progress than work deterioration. Nevertheless, 
in all three groups it was still only a minority 
who were working (or in full-time study) when 
last seen. There is no significant difference 
between the numbers working in the two 
drug-taking groups. 


2. Patterns of behaviour questionnaire 


We used a slightly modified version of 
Stimson's (1972) questionnaire to obtain further 
measures of the variables in this section and to 
compare prescription with no-prescription drug- 
takers. The questionnaire elicits and quantifies 
information from subjects on their recent em- 
ployment record, sources of income, criminality, 
and involvement with addicts. Table IV 
summarizes the results. 

The no-prescription group have slightly 
higher work ratings, a greater variety of 
income sources, higher criminality scores, and 
very slightly greater involvement with addicts. 
Only the sources of income and criminality 




















earlier) with work status when first seen during scores are significantly different (P = +05; 
the year. If an individual was unemployed Р = -025). 
Taste III 
Work status of prescription, no-prescription and ex-drug-user groups 
No-prescription (but 

Prescription regular opiate use) Ex-users 

N % N ГА N % 
Work progres . is 5 19 2 1275 о о 
Working throughout year 4 15 2 12:5 1 16:7 
Total working when last seen 9** 34 4** 25% ї 16:7 
Work deterioration m 26 3 12 1 6 ° о 
Not working throughout year .. 14 54 11 69 5 83 
Total not working when last seen 17** 66 12** 75 5 83 
Group total és 26 100 16 100 6 100 





** x? — 0-097, df = 1, 70 < Р < 


«Во; not significant. 
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Tase IV 
Mean ‘patterns of behaviour’ scores of prescription and no-prescription groups 





No-prescription but 


Prescription regular opiate use 
(N = 14, 10 males, (N = 14, 11 males, 
4 females, 3 females, . 
mean age 26, mean age 23, .- 


mean years of regular mean years of regular 


opiate use 6) 


opiate изе 4) 





Employment rating 
Range: 0-2 0:57 


High score means more work 


Sources of income 
Range: 0-7 1:64 


High score means many and illicit 
sources 


Criminal activity 
Range: 0-5 1:36 
High score means more. criminality 


Involvement with addicts 


Range: 0-15 6*5 


High score. means more involvement 


0:79 NS 


2°93 +025 < Р < +05 


2:5. P < :025 


67 0007 NS 





The criminality score requires some. qualifica- 
tion owing to the. content of. the questions. 
One question in this section. asks: ‘Have you 
been in illegal possession of drugs in the last 
three months?’ All members of the no-script 
group must answer this in the affirmative, since 
the group. is defined. as consisting of Шера] 
drug-users. This group's criminality scores may 
therefore be inflated. We tested this by deleting 
this question from the protocols of both groups 
and reanalysing the results. When this was 
done the difference between the criminal 
activity scores was no longer significant 
(Р > +05). 


3. Methadone prescribing and pharmacy thefts 

There is little evidence that illicit opioids are 
brought into Glasgow. The police view (J.B.) is 
that most illicit opioids used in the area are 
obtained by thefts from local pharmacies. In 
spite. of this there is relatively little drug- 
related crime. One of us (J.B.) has suggested 


that the reasons for these facts are geographical 
~—Glasgow is situated in a fairly static drug. 
taking population апа a. high level of police 
knowledge and control. As the drug-taking is 
of such local character, we wondered whether 
the number of pharmacy thefts was influenced 
by the quantity ОЁ opioids. prescribed by. the 
clinic. We correlated yearly totals of pharmacy 
thefts with mean opioid. prescription size, and 
number of people receiving prescriptions during 
the period 1970-76. These annual statistics 
were averaged from: bi-monthly. Home Office 
returns. The results are presented in Table V. 
Neither of the Pearson Product Moment Corre- 
lation Coefficients: shown there is significant. 
Prescribing policies cannot. be shown to have 


influenced this aspect of drug-related crime. 


Conclusions 
Our review, like several other recent reviews 
(Chambers, 1974; Henry, 1974; Martin, 1971; 
Peck and Beckett, 1976) revealed almost no 
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Taste V 
Pharmacy thefts, quantities of opioids prescribed and number 
of people on prescriptions 
A B C 
Number Mean daily Mean number 
Year of pharmacy prescription of people on 
(mg) prescriptions 
1970 10 1140 47 
1971 27 84:0 20:3 
1972 21 75:3 43:0 
1973 7 82:7 36:3 
1974 15 66:4 31:7 
1975 27 59:7 23:7 
1976 21 51:3 18:5 
Pearson product moment 
correlation coefficients: "AB = TAG = 
"516 ~~ * 004. 
(not (not 
significant) significant) 





systematic research on the effects of methadone 
maintenance. Claims that it aids rehabilitation 
were found not to be backed up by firm evi- 
dence. We did find evidence that methadone is 
a popular treatment with drug-takers them- 
selves (Chappel et al, 1971) and also some 
evidence that methadone prescribing can reduce 
crime (Joseph and Dole, 1970). 

Our comparison of drug-takers receiving 
methadone prescriptions and those using illicit 
drugs in Glasgow does not support many of the 
claims made for drug maintenance. Most of the 
maintenance group continued to use illicit drugs. 
We did not find that methadone was necessary 
to maintain treatment contact. We maintained 
adequate contact and medical care with the 
no-methadone group. In fact this group attended 
out-patient appointments slightly more reliably 
than people maintained on methadone. We 
found no significant difference between the 
numbers working in the two groups. Only a 
minority in each group worked. We also found 
no difference in terms of amount of involvement 
with other drug-takers. We found some evi- 
dence from self-report measures that methadone 
reduced criminal activity and variability of 
income sources. On the other hand we found 
no evidence that changing patterns of metha- 
done prescribing had any influence on the 
numbers of thefts of drugs from local pharmacies. 
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Although our groups were not fully matched 
for age or duration of drug use, these results 
deserve consideration. It might be argued, 
indeed, that the differences between the groups 
strengthen our conclusions that methadone 
conveys little benefit. The older and more 
experienced methadone group might be ex- 
pected to be ‘maturing out’ and so increase the 
apparent benefits of methadone. 

However, we would not suggest on the basis 
of our own or previous evidence that prescribing 
is never justified. Drug-taking is a complex 
social phenomenon which varies greatly from 
one city to another. In some cities methadone 
may indeed be important in reducing crime. 
Unfortunately we have little firm evidence on 
this. In Glasgow it is not clear that it does so. 
One of us (P.M.) has suggested that the time 
spent on prescribing might have been put to 
better use in the development of a drug-free 
social recovery service which is still not available 
in Glasgow. Our argument is that there are 
disadvantages as well as advantages in metha- 
done maintenance, and that the advantages 
are not as clear as some writers have claimed. 
Moreover, the effects that can sometimes be 
demonstrated (e.g. reduced crime) tend to be 
to the advantage of society rather than of the 
drug-taking individual. We would urge a 
careful look at both advantages and dis- 
advantages before embarking on prescribing. 
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Some Psychological Correlates of Long-term Heavy 
Cannabis Users 


By SARABJIT SINGH MENDHIRATTA, N. N. WIG and S. K. VERMA 


Fifty persons who had all been heavy cannabis users for a long time 
were given psychological tests measuring psychomotor, perceptual 
and other variables. Half of these persons were ‘Charas’ smokers, half 
‘Bhang’ drinkers. The duration of cannabis use was 4-10 years, with 
an average daily dose of 150 mg tetrahydrocannabinol. A matched 
control group of twenty-five persons were given the same tests. 
Compared with this group, the cannabis users were found to react more 
slowly, to be poorer in concentration and time estimation, to have 
higher neuroticism and greater perceptuo-motor disturbance. The 
Charas smokers were the poorest performers and also showed poor 
memory, lowered psychomotor activity, and poor size estimation. 


Introduction 


Interest in the psychological effects of 
cannabis has existed for a long time, but it 
is only during the last decade or so that any 
objective assessment with the help of sensitive 
psychological tests has been attempted. A 
number of studies have appeared in recent 
years on the psychological changes following 
acule intake of the drug (Manno et al, 1970; 
Abel, 1971; Dornbush et al, 1971; Souiff, 1971; 
Raefelson et al, 1973; Bowmen and Phil, 1973; 
Darley et al, 1973a, 1973b; WHO Technical 
Report, No. 478, 1971). However, there are 
still very few studies available on the psycho- 
logical changes following heavy and long-term 
cannabis use. The reason for this discrepancy is 
mainly that cannabis intake is relatively a 
recent habit in the West and there are not yet 
many persons there who have taken the drug 
for many years in high quantity. Morcover, 
cannabis users in the West often take alcohol 
and other drugs as well, and this makes it diffi- 
cult to study the effect of cannabis in isolation. 

The situation in India is different. Cannabis 
in its various forms has been traditionally used 
for centuries. Although in recent years many of 
the Indian States have totally banned all 


products of cannabis, the wild growth of the 
plant is so common that it is virtually impossible 
to eliminate the habit, which has considerable 
social sanction. Most of the users take cannabis 
singly without much use of other drugs, and the 
route of intake (smoking or ingestion) is fairly 
well fixed. India thus presents an excellent 
opportunity to study various aspects of the 
effects of cannabis; and the present study, one 
of the first of its kind in India, was undertaken 
to find out the long-term physical, psychological 
and psychiatric effects on the individual. A part 
of the study, dealing with psychiatric effects, has 
already been reported (Mendhiratta and Wig, 
1975). The present paper deals with the findings 
related to psychological tests. 


Material and Method 

Sample 

Fifty chronic cannabis users, ie. who had been 
taking the drug daily (at least 25 days in a month) 
for more than four years, were studied. Twenty-five 
of these used predominantly. Bhang, a common 
drinking preparation made with cannabis leaves. 
The other 25 smoked cannabis mostly in the form 
of Charas/Ganja, a combination of the resinous 
material and flowering tops from the plant. Con- 
sidering the Bhang as having 1 per cent and the 
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Charas/Ganja as having 3 per cent of THC (WHO 
Technical Report. No. 478, 1971), the average daily 
dose of cannabis per subject was calculated as about 
150 mg Ag Tetrahydrocannabinol (THC) in both 
the groups (Mendhiratta, 1972; Mendhiratta and 
"Wig, 1975). Cannabis users are known. to be un- 


© reliable informants (Sharma, 1975), and as most of 


the present subjects were illiterate it was difficult to 
geta good estimate of the amount used: daily. То 
‚ overcome. this difficulty each. subject was asked 

separately, sometimes pointedly, sometimes in- 
directly by showing the measured quantity of 
cannabis preparations, to indicate his approximate 
daily consumption. Wherever possible and available, 
this information was confirmed by his friends. 
The. final information thus obtained seemed quite 
reliable. The average duration of cannabis use was 
more than ro years in both groups of users. The 
duration and amount are shown in Table I 

'The control group consisting of 25 psychiatrically 
normal persons of comparable age, sex, education 
‚апа occupation. These were selected from poor socio- 
“economic groups, such.as unskilled workers, hospital 
attendants and sweepers. Only. two in the Charas 
' group and one in the Bhang group were without 
Jobs. The rest were gardeners, sweepers and un- 
skilled labourers. Thus the two ex ental and the 
control groups were of similar occupational status. 
The control subjects had never taken cannabis in 
their life. All subjects in the three groups were males, 
coming from ‘urban areas in Punjab, and all belonged 
to the lower socio-economic status (class IV of 
Kuppuswamy’s scale, 1962) except one each of the 
Charas and Bhang groups, who belonged to Class V. 


zh ABLE I 
Duration and amount of drug intake of 50 cannabis users 





Charas/ 
Ganja Bhang 
smokers drinkers 


(N = 25) (N = 25) 





A. Duration of use 





4-10 years ET Е 15 8 
11-20 years s Ee 9 12 
21 years and over I 5 
B. Amount of cannabis used daily 
Average amount . 5g 148 
Range . .. .. 2-16g 5-40 Е 
Probable amount of THC 
in average daily intake* 150 mg 140 mg 





...* Considering the Bhang having 1 per cent and 
the Charas having 3 per cent THC (WHO Technical 
Report No. 478, 1971). 
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“The mean age of the.control group was 32 years 


(range 16-45 years), of the Bhang users 33 years 
(range 21—45 years) and of the Charas smokers /Ganja, 
27 years (16-45 years). 

“The subjects. came from the city of Amritsar in 
Punjab. Religious places (temples) and common 


“meeting places of cannabis drinkers were visited. 


They were approached either personally or by paid 
motivators: They were assured of the confidentiality 
of the information gathered. None of the persons 
investigated belonged to any particular religious sect. 
All the cases in the present study were from the 
Hindu and Sikh religions: Only one was Christian, 
in the group of Bhang drinkers.. Fourteen Charas 
smokers were married. compared with six Bhang 
drinkers and two of the control group. 

Almost all subjects had taken alcohol occasionally 
(once a month or so), but only 4 Charas smokers, 
5 Bhang drinkers and one control subject were using 
it more than once. a week; none was а regular daily 
user. All subjects im. the Charas group smoked 
tobacco, compared with: 15 іп the Bhang group and 
21 in the control group. Opium had been occa- 
sionally (once a month. or so) used by 12 Bhang 
drinkers, то Charas smokers and one control subject, 
but none was currently using it. 

Physical examination did not reveal any: gross 
pathological condition. No subject showed evidence 
of definite psychosis:related to cannabis, though 
minor neurotic complaints, in thé form of vague 
anxiety, depressive and somatic symptoms, were 
present in neatly one-third of users (8 out of 25 each) 
and 3 of controls (Mendhiratta and Wig, 1975). 
However, in two Bhang drinkers and three Charas 
smokers the symptoms seemed of sufficient clinical 
severity to be regarded as constituting a depressive 
neurosis. 


Psychological tests 


Each subject: was given a set of psychological tests 
by the same person and with the same instructions. 
It was not possible to keep persons completely free 
from the use of cannabis for a long time but it was 
ensured that the last dose was not taken less than 12 
(and preferably’ more than 24) hours before taking 
the test. The subjects were:approached either through 
self or through paid: motivators, Each subject was 
paid Rupees 7/- (about one Dollar) for his co- 
operation on the psychological tests. This was in 
addition to bus or rickshaw fare he had spent in 
coming to the place of investigation. 


Digit span tests 
Digits. forwards and. backwards, taken from 
Wechsler’s -Adult Intelligence Scale (Wechsler, 
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1955), were used. The standard instruction and 
scoring methods were followed. 


Recognition test 


Each subject was shown five designs, drawn on a 
paper, for 15 seconds. Immediately after, he was 
asked to recognize those designs, out of ten designs 
of the same size drawn on another paper. The 
number of designs correctly identified gave his score. 


Pencil tapping test 


Each subject was provided with a pencil and 
asked to tap on a piece of paper as quickly as possibet 
for 30 seconds. Size and shape of paper were Керү 
constant from subject to subject. Total numbers of 
dots made in half a minute were used as scores. 


Speed and Accuracy tests 

Five designs (star, circle, triangle, cross and square), 
randomly scattered over five rows (10 in each row) 
printed on one page, were presented to each subject 
who was asked to put a cross on each of the two 
predetermined designs (circle and cross). The total 
number of correct responses, in 20 seconds, consti- 
tuted the score on this test. 


Time perception test 


The instruction was given: ‘Sit quietly. After some 
time, I shall ask you how much time has elapsed 
starting from this moment.’ The time interval was 
always two minutes, regulated by a stop watch. 
The time period, in minutes, guessed by the subject 
to have elapsed, was recorded. This constituted the 
score for that subject. 


Reaction time 


A list of 20 words was read, one by one, to each 
subject. On hearing each word, he was asked to 
report whatever ideas came to his mind as quickly as 
possible. The time taken to start the response, after 
the stimulus word had been given, was noted. The 
mean time taken for 20 responses was taken as the 
subject's score on this test. 


Bender Visuo-Motor Gestalt test (BVMG) 

Each subject was asked to reproduce all the nine 
designs of the BVMG test, one by one, on a standard 
size paper. The scoring was done by Hain's method 


(Hain, 1964). 


Maudsley Personality Inventory short scale 
(MPD 

This test (Eysenck, 1955), measures neuroticism 
and extraversion. For the present study, the modified 
Punjabi version by Sanatan and Wig (1967) was used. 
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As the literacy level of the subjects was low, only the 
short scale was given orally. Standard instructions 
and scoring method were followed. 


Size estimation test 

Each subject was shown the outline drawings of 
the shapes of the coins of 50 paise, 25 paise and 
5 paise, in four different sizes each. The subject was 
asked to tell which of the four sizes was the correct 
size for each of the three coins. The number of times 
the subjects gave incorrect responses (chose smaller 
or larger size) was counted. 


Results 


On the psychological tests the Charas group 
showed a poorer performance than either Bhang 
drinkers or controls. The control group almost 
always gave the best performance on all these 
tests. Tests on which Charas smokers did better 
than the Bhang drinkers were Digit span back- 
ward and the Bender test. The differences 
between the two cannabis groups, however, were 
not statistically significant except for the pencil 
tapping and time perception tests, where the 
Charas smokers were the poorer performers. 
The detailed findings are shown in Table II. 


Discussion 


Both in India and in the West there is paucity 
of literature on the effects of chronic cannabis 
use on the psychomotor, perceptual and per- 
sonality variables. The various psychological 
function tests reported include: 


(i) Personality, using 16-PF and Motivational 
Analysis Test (Burdsal et al, 1973), Taylor 
Manifest Anxiety Scale (Souiff, 1967, 1971, 
1972), Eysenck Personality Inventory (Beau- 
brun and Knight, 1973), etc. 

(ii) Memory (Abel, 1971; Souiff, 
Darley et al, 19732, 1973b). 


1971; 


(iii) Intelligence (Bowman and Phil, 1973). 


(iv) Attention and concentration using Digit 
Substitution Test (Weil et al, 1968), and 


(v) Perception and other sensory-motor func- 
tions (Manno et al, 1975; Dornbush et al, 
1971; Schwin et al, 1974). 


Still; ‘the contradictions and ambiguities are 
widespread in the research to date’... and 
‘further study under controlled conditions is 
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Tase П 
Mean scores on psychological tests 


EEUU MM C 


Mean scores (N — 25 in each group) 











S. 
No. Tests Charas/ Significant differences between* 
Ganja Bhang Controls 
smokers drinkers 
E i 
1. Digit span test 
Digit forward 4:68 4°92 4°96 NS | 
Digit backward 2°32 2:2 3:12 Cannabis users and controls 
2. Recognition test 4°52 4:68 4:88 Charas smokers and controls 
3. Pencil tapping test . 154-0 165-0 170-0 Charas smokers and other groups 
4. Speed and accuracy test 9:59 10:24 11:6 NS 
5. Time perception test 
(2 minutes time interval) 5°36 3:72 2:70 Among. all groups 
6.. Reaction time (in seconds) .. — 1:63 1°54 82 Cannabis users and controls 
7. BVMG (Hain’s score) 10:32 12:32 7:6 Cannabis users and controls 
n e a a T a i eaae 
8. MPI (short scale) 
` Neuroticism .. 7°76 7:0 3°28 Cannabis users and controls 
Extraversion .. 10:00 8-48 9°44 Charas smokers and Bhang drinkers 
9. Size estimation test 
Incorrect 30 18 20 Significant differences among the 
Correct 45 57 55 three groups 


ria t tara Tenn bati oH T tttm ettet riri PH Hitt 
* Significance level was calculated by applying t-test for all the psychological test scores, except the size 
estimation test, where the chisquare test was used (P at -05 level). 


essential before any conclusion can be accepted 
as fact’? (Fourth Report to the US Congress, 
1974). However, the failure to demonstrate 
impairment does not necessarily mean that no 
impairment exists (Bowman and Phil, 1973; 
Burdsal et al, 1973; Grant et al, 1973; Mendelson 
and Mayer, 1972). 

Against this background, the findings of the 
present study become significant. Eight out of 
the nine tests employed significantly differen- 
tiated the controls from the users, particularly 
the Charas smokers. Both long duration of use 
and heavy use appear to contribute to this. 

Comparison of the large number of studies on 
cannabis use is made difficult by the variations 
in such factors as type of subjects (volunteers vs. 
drug users), duration, extent and frequency of 
drug use, different motivational factors, etc. 
Comparison can therefore be made only in very 
broad terms. It is interesting to note that Souiff 


(1967; 1972) also reported slowing down of 
time but only in the case of city dwellers; and 
in fact 64 per cent of drug-takers from semi- 
urban and rural areas found time to be running 
faster. Similarly the over-estimation of size 
was also reported by Souiff in 43 per cent of 
cases from the city but in 62 per cent of cases 
from semi-urban and rural areas. Higher 
emotional unstability in drug users was also 
reported by Souiff, who used the Taylor Mani- 
fest Anxiety Scale (we used the MPI). Beau- 
brun and Knight (1973), using the Eysenck 
Personality Inventory found no significant 
difference on either N or E scales, and in the 
present study the E factor of the MPI did not 
differentiate between users and controls. 
Regarding attention and concentration, Weil 
et al (1968) reported that the chronic users 
started with good baselines on the Digit Substi- 
tution Test and improved after taking the drug, 
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while the non-users showed gross impairment 
after taking a similar dose. Probably drug 
tolerance affects the performance here and 
the effect may be transient only. In the present 
study the tests were given after at least a 12 hour 
drug-free period ; and it can be expected that this 
would have ensured overcoming of any short- 
term effects of the drug. The significant reduc- 
tion of concentration score in the present study 
(as opposed to other studies) could be attributed 
to the cumulative effect of chronic drug use. 
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The Relationship Between Duration of Treatment in a 
> Therapeutic Community for Drug Abusers and Subsequent 


Criminality 
By STEPHEN WILSON and BERTRAM MANDELBROTE 


SUMMARY The conviction rates for the first 61 admissions to a 


^ therapeutic community for drug dependence were obtained for a period 


two years prior to admission and two years after discharge, by search- 
ing in the Criminal Records Office at Scotland Yard. 

A long-stay group (n = 20) which had remained in residence more 

‘than six months was compared with a medium-stay group (n = 20) - 
which had remained from one to six months and a short stay group 
(n = 21) which had remained less than one month. 

The long-stay group had a pre-admission conviction rate of 60 per 
cent, which was significantly reduced to 10 per cent during the follow- 
up period. The conviction rate of the medium-stay group was reduced 
from 70 per cent before treatment to 45 per cent after treatment; that 
of the short stay group remained constant at 57 per cent before and 
after treatment. It is suggested that periods of more than six months 


treatment in the community are effective in reducing subsequent 


criminality. | 


Introduction 

The Ley Community is a therapeutic com- 
munity with facilities for the residential treat- 
ment of 30 young people with personality 
problems. Most of those admitted have been 
dependent on drugs and have a criminal record. 
The Community represents an example of a 
method of treatment which derives its principles 
from similar programmes in. America such as 
Synanon (Yablonsky, 1962), Day Top Village 
(Collier, 1973) and Phoenix House (Rosenthal 
апа: Biase, 1969). In particular it has a hier- 
archical social structure in which the value of 
obedience to authority is stressed, employs 
ex-addicts as staff members, апа emphasises 
encounter group therapy. Its aims are ambi- 
tious in that it seeks to effect profound changes 
in character; treatment is conceived as a 
long-term process occurring ideally over a 
period of one year or more. 

. Communities using this method have become 
known as ‘Concept Houses’ (Sugarman, 1974). 
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Very little is known about the effectiveness of 
such programmes in rehabilitating drug abusers. 
In the U.S.A. there are at least 68 programmes 
of this type (Scott and Goldberg, 1973), but few 
have published adequate follow-up studies and 
some have shunned them, rejecting the rehabili- 
tation credo and embracing a utopian view of 
themselves as a ‘way of life’. In Britain five 
communities exist and two have been described 
(Melotte, 1975; Ogborne, 1975). 

It is generally agreed that the Ley Com- 
munity began to function as a Concept House in 
September 1971, when a new Director with 
extensive experience of such programmes was 
appointed. The results reported here reflect the 
work of the Community between September 
1971 and September 1973. 


Method 
All people, numbering 62, who were admitted 
to the Community between September 1971 and 
September 1973 were studied. The sample was 
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arbitrarily divided into three groups according 
to duration of residence: a short stay group of 
22 persons who had remained in residence for 
less than one month, a medium-stay group of 
20 persons who had remained in residence from 
one to six months, and a long-stay group, also 
of 20 persons who had remained in residence for 

eover six months. The median duration of 
residence was 2 weeks for the short-stay group, 
10$ weeks for the medium-stay group and 
70 weeks for the long-stay group. Eight persons 
had stayed between six months and one year 
and twelve for more than one year. The maxi- 
mum duration of residence was two years, 


A search, was made for the record of each 
individual in the Criminal Records Office of 
Scotland Yard. In two cases in the short-stay 
group the records had been destroyed following 
the subjects death from overdoses of drugs. In 
one of these cases further information was 
obtained from prison records; the other case had 
to be excluded from the study although evidence 
in the coroner' report suggested that re- 
convictions had occurred. The outcome analysis 
was therefore performed on a total sample of 
61 people. 

The three groups were compared with regard 
to demographic characteristics, history of 
criminality and history of drug use given at the 
time of admission. The rate of conviction during 
a two-year period following departure from the 
Community was obtained for each group, and 
the results were compared using the y? test. In 
addition, the post-discharge conviction rate for 
each group was compared with its own pre- 
admission rate during the two years immedi- 
ately preceding admission. In analysing the 
pre-admission conviction rate, convictions which 
were known to have directly precipitated 
admission were omitted, thus eliminating a 
possible source of systematic bias towards a 
reduction in convictions after treatment. The 
pre-admission conviction rates are therefore 
underestimated. 


Results 
The three groups did not differ significantly in 
their pre-admission characteristics. The popu- 
lation consisted predominantly of young, single, 


British men. Eighty per cent or more of each 
group had been convicted at least once before 
admission. More than 80 per cent of each group 
gave a history of opiate abuse. There was no 
significant difference between the groups in 
regard to duration of previous drug use, type of 
drug used or mode of use. 


Table IV shows that the long-stay group 
sustained overall significantly fewer convictions 
during the follow-up period than the short and 
medium stay groups (x? = 10.36, d.f = 2, 
P <.01). The conviction rate of the medium- 
stay group (45 per cent) was lower than that of 
the short-stay group (57 per cent) but did not 
differ significantly. The conviction rate of the 
long-stay group (10 per cent) was significantly 
lower than that of the other groups (x? = 10.00, 
df = 1, P «0.01; y? = 6.14, df = 1. P 
« 0.05). 

The post-treatment conviction rate for each 
group was compared with its own pre-admission 
rate, using the McNemar test corrected for 
continuity. The conviction rate for the short- 
stay group remained constant at 57 per cent 
before and after treatment. The rate for the 
medium stay group showed a reduction from 70 
per cent before treatment to 45 per cent after 
treatment, but this did not reach significance. 
The rate for the long-stay group showed a 
significant reduction from 60 per cent before 
treatment to 10 per cent after treatment (see 
Table iv). 


Discussion 


Official records of crime are likely to under- 
estimate the true level of criminal activity. Not 
all crimes are detected, and the number which 
are detected varies according to police en- 
thusiasm and criminal ingenuity in evading 
detection. Criminal records may thus be con- 
sidered to reflect the lower limit of crime 
actually committed. These factors, however, 
would only bias the present results if they were 
systematically operating in favour of one group 
rather than another, and there is no reason to 
believe that this was so. In the same way errors 
due to inaccuracies in the records and searching 
procedures at Scotland Yard are unlikely to 
have been systematically distributed. 
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Taste I : | 
Demographic characteristics for short-stay, medium-stay and long-stay groups 





Short-stay Medium-stay Long-stay 

















Characteristics (n = 21) (n = 20) (n = 20) P 
Mean age on admission (SD) 23.1(4.4)  21.3(3.5 “21.1 (3.6) NS 
Male (94) 18 (86) 14 (70) 16 (80) NS Е 
Single (9%) 18 (86) 15 (75) 17 (85) NS 
British (9%) 21 (100) 20 (100) 19 (95) NS 





‘Differences in proportions between the groups have been compared using the Chi-squared statistic while 
differences in mean ages have been compared using a one-way analysis of variance. Two-tailed tests have 
have been used and values obtained having a probability of 5% or less are described as significant. 














Taste П 
Total criminal history on admission for short-stay, medium-stay and long-stay groups 
Previous convictions Short-stay Medium-stay Long:-stay Total 
0-2 и 9 7 8 24 
БОЕ 12 T 37 
= = Total 21 20 2. а 


x2 0.27, df = 3, Р = NS 


Taste III 


Pre-admission drug use for short-stay, medium-stay and long-stay groups 





Short-stay Medium-stay © Long-stay 





























Characteristic © (n == 21) (n = 20) ‚(п = 20) P 
Mean duration of regular drug iise mE iar aS er, y 
in years(SD) 4.1 (2.1) 3.5(2.3) 4.1 (2.0) NS 
Usd catmabis (4) —— 20 у 200100)  20(100) NS 
"Used amphetamine (4) 20 (95 19 95) — 3003) Мз — 
Used sedatives (%) i в (80 15 05 149 059 NS — 
Used hallucinogens (4) 18 — 18 (9) — 20000 —— NS o 
Used opiates (94) 1р o9 ту в NS 
Used injection (95) 16 бщ 17 (85 18 (90) NS 








Notified to Home Office before 
admission (%) 8 (38) 13 (65) 6 (30) NS 
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"TABLE IV 


Convictions obtained during two years prior to admission and two years following discharge 











After treatment 








Short-stay group 


Medium-stay group 


Long-stay group 




















Before treatment Not Not Not 
Con- cons Total Con- con- Total Con- con- Total 
victed — victed victed — victed victed уісіеа 
Convicted 9 3 12 8 6 14 2 10 12 
Not convicted 3 6 9 1 5 6 0 8 8 
Total | 12 9 21 9 11 20 2 18 20 
McNemar Test 0.00 2.28 8.10 
P NS NS <.01 





The present results need to be evaluated in 
terms of the likely outcome for a group of drug 
abusers without treatment, or with other types 
of treatment. This kind of comparison is difficult 
to make, since little information is available and 
the sampling criteria used in other studies of 
drug abusers are different from ours. Neverthe- 
less, the post-treatment conviction rates of the 
short-stay and medium-stay groups in our study 
(57 per cent, 45 per cent) fall within the range 
indicated by other similar studies of drug abusers 
(D'Orban, 1975; Mott, 1974, 1975; Rathod, 
1975). 


The post-treatment conviction rate of the 
long-stay group in our study (10 per cent) was 
substantially lower than those reported in the 
other samples quoted, as well as being lower than 
the rates for the short-stay and medium-stay 
groups. This may have been a selection effect, 
since the study was retrospective and random 
allocation between the groups had not occurred. 
Age, sex'and number of previous convictions are 
the variables known with the most certainty to 
be associated with conviction (Simon, 1971). In 
this study, however, the groups did not differ 
significantly on these variables, nor did they 
differ in regard to history of drug use. Further- 
more, the long-stay group showed a significant 
reduction in convictions when compared to its 
own pre-admission level. 


Further work will be necessary in order to 
elaborate the relationships between treatment, 
background factors and subsequent criminality. 
Other outcome criteria will also need to be 
investigated. The results so far, however, suggest 
that this type of treatment is effective in reduc- 
ing criminal activity in drug abusers who remain 
in residence for longer than six months. 
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School Phobia: Classification and Treatment 
By HAZEL BAKER and URSULA WILLS 


SUMMARY Ninety-nine cases of school phobia seen at a child guidance 
clinic over a period of twelve years were divided into acute and chronic 
groups and investigated in several ways. The results indicate that the 
children of both groups are more likely to be the eldest or youngest in 
the family. Acute school phobia is more likely to occur in youngest 
children with two or fewer siblings, and mothers tend to be older. It is 
most common in adolescence and seems often to be precipitated by 
stress. Chronic school phobia is likely to occur in a child from a larger 
family and with a younger mother. It is more common in social class V 
and in children of mentally ill parents. Implications for treatment are 


discussed. 


Introduction 


This investigation explores further the divi- 
sion of school phobia into acute and chronic 
types (Berg, Nichols and Pritchard, 1969) and 
discusses its relevance for treatment. 

The 99 children under discussion were 
among 1,300 seen at a child guidance clinic 
during a period of twelve years. They were 
selected in accordance with Berg’s (1969) 
classification of school phobia :— 


“(1) severe difficulty in attending school often 
amounting to prolonged absence 


(2) severe emotional upset shown by such 
symptoms as excessive fearfulness, undue 
tempers, misery or complaints of feeling 
ill without obvious organic cause on 
being faced with the prospect of going to 
school 

(3) staying at home when they should be at 
school with the knowledge of the 
parents at some stage in the course of the 


disorder 
(4) absence of significant antisocial disorder, 
such as stealing, lying, wandering, 


destructiveness or sexual misbehaviour”. 

Our cases differed from those of Berg et al 
(1969) in that none of them received in-patient 
treatment. However, this difference may have 


been due to regional variations in the avail- 
ability of in-patient psychiatric treatment rather 
than to the severity of the illness. 

Berg's classification of school phobia as acute 
or chronic depended upon the child's history 
before the onset of the phobia, The acute school 
phobics were those who had had at least three 
years trouble-free attendance at school before 
the illness began, however long the condition 
continued subsequently. The others, with long- 
standing difficulties were classed as chronic 
school phobics. The present investigation con- 
firmed most of the differences between the two 
groups, and also revealed others. 


Method 


The clinic records of the children were 
examined by the team and the 99 cases of 
school phobia were divided by mutual agree- 
ment into 63 acute and 36 chronic cases in 
accordance with Berg’s criteria. А random 
sample of one in five was examined by an 
independent assessor. Complete agreement was 
obtained on 19 of the 20 cases; on the twentieth 
the assessor could not reach a decision on the 
written records alone. Basic information was 
analysed by computer. (Details of information 
collected will be supplied on request). The two 
groups were then compared. 
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Results 


There were 38 boys and 25 girls in the acute 
group and 20 boys and 16 girls in the chronic 


group. 


The results of the analysis are as follows :— 


HAZEL BAKER AND URSULA WILLS 
Familial Variables 
1. Social class 
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Тһе picture that emerges is dependent on how 


the data are dichotomized. If we add the cases 


TABLE I 


Analysis of social class in acute and chronic school phobics 


falling into Social Class I and II together as 



























































Social class Acute % Chronic % Total 
I and II 15 (24) U* 7 (8) 18 
ш 11 (17) 13 (36) 24 
IV 26 (41) 7 (19) 33 
У 9 (14) 11 (31) 20 
Not known 2 (3) 2 (6) 4 
Total 63 36 99 
x? = 11.78; P < 0.01 
Taste П 
Mental illness in the parents of acute and chronic school phobics 
Mental illness of parents Acute % Chronic % Total 
Yes 15 (24 17 (47) 32 
No 48 (76 19 (53) 67 
Total 63 36 99 
x? = 5.73; P < 0.05 
Tase ПІ 
Position in family of acute and chronic school phobics 
Eldest child Acute % Ghronic % Total 
Yes 30 (48) 23 (64) 53 
No 33 (52) 13 (36) 46 
Total 63 36 99 
(NS) 
Youngest child Acute % Chronic 96 Total 
Yes 22 (35) 5 (14) 27 
No 41 (65) 31 (86) 72 
Total 99 


63 36 





x2 = 13.07; P < 0.05 





A94 


against those falling into Social Class III, IV 
and V, there is only a trend towards a higher 
proportion of acute cases falling into the upper 
social class group. If we take Social Class V on 
its own, there is a significantly higher proportion 
of chronic cases falling into this category com- 
pared to the acute cases (y* = 4.1; P « 0.05). 


* 2. Parental illness 

A significantly higher proportion of children 
in the chronic group had parents with mental 
illnes. However, the incidence of chronic 
physical illness in the parents, or of parental 
death, was not significantly different between 
the groups. 


3. Age of Mother at birth 

The. mothers of the acute group tended to be 
older (mean age 30. 1 years; s.d. 6.4) at the time 
of the birth of the child than the mothers of the 
chronic group (mean age 25.4 years; s.d. 5.5). 
4. Posilion in family | 

Over. half the total were eldest children, and 
all but 20 per cent either eldest or youngest 
children, but there were significantly more 
youngest children in the acute group (see also 
Table IV). 


5. Size of family 


The children of the acute group were signi- 
ficantly more likely to have two or fewer 
siblings while those of the chronic group were 
more likely to have three or more siblings. The 


Number of children 


= 
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2.6 (s.d. 1.29) while that in the chronic group 
was 3.44 (s.d. 1,63). The difference between 
the means is significant (t. = 2.66; P 0.01). 

There was no significant difference between 
the groups in family situations such as illegiti- 
macy, fostering, death or desertion of a parent, 
or second marriage. 


Specific Variables. 
1. Age | 

The figure below shows that the main peak of 
the acute group was between 11 and 14 years, 
with a small peak at 8 years, and hence the 
distribution is bimodal. In the chronic group 
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| / note Fic. 1.--Аве distribution of acute and chronic school 
mean size of the sibship in the acute group was phobics. TEE 
Tase IV 
Size of family of acute and chronic school phobics 
Number of siblings Acute: % Chronic y^ Total 
0 H (17) 4 (11) 15 
1 25 (40) 10 (28). 35 
2 15 (24) 3 (8) 18 
3 6 (10) 8 (22) 14 
++ 6 (10) 1 (31) 17 
Total 63 36 99 





xi- 13.07; P < 0.01 
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there was no age peak. A few children of only 
5.or 6 years of age: are included in the chronic 
group. These children had attended nursery 
school for a long enough period to fulfil Berg’s 


* ©oeriteria. They had persistently shown separation 
.. anxiety, but only presented for treatment when 


at infant school. 

. The average of the acute group was 11.5 
s years (s.d. 2.49), while that of the chronic group 
|o was 10. .5 years (s.d. 2. 89). 


т 2 Intelligence quotient : : 

ooy There was no significant: difference between 
the intelligence scores of the. two groups as 
measured by the WISC test. 


3. Premorbid personality 
A significantly greater proportion of the acute 
cases had a normal character structure before 
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their illness. Only 37 of the 63 acute cases were 
withdrawn or anxious before the onset of their 
illness, compared with 30 of the 36 chronic cases. 


к Precipitating factors м 
"ТА: significantly larger number of acute cases 
had known precipitating factors. 


5. Duration of symptoms 

The acute cases were significantly,, more 
likely to be seen within three months of the 
appearance of the symptoms, although all 
children referred to the clinic for school refusal 
were seen within two weeks of referral. Many of 
the acute and chronic cases were delayed in 
reaching the clinic, as they had first been 
treated by their family doctor for their physical 
symptoms or had been referred to a paediatri- 
cian. 


TABLE V 
^ Intellectual level of acute and chronic school phobies” 
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Intellectual level Acute 96 Chronic 95 Total 
Above normal 19 (30) 8 (22) 27 
Normal | 42 (67) 22 (61) 64 
Mild subnormality (3) 6 (17) 8 
Moderate or severe subnormality — == Ds 
Total 63 36 99 

(NS) 
TABLE VI 
Premorbid personality in acute and chronic school phobies 

Previous character Acute % —— Ohronic 96 Total 
Normal | 25 40) 6 an 31 
Other , де І 38 (60) 30 (83) 68 
Total o 63 dores os 109 

x = 5.64; Р < 0.05 
ТАвгк VII 
Precipitating factors in acute and chronic school phobtes 

Precipitating factors | Асше | 96 Chronic %, Total 
Yes 57 (90) 2 (61) 79 
Мо 6 (10) 14 (39) 20 
u 36 99 


Total 63 





x2 = 12.27; P < 0.001 
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6. Diagnosis 
There were significantly more children with 
symptoms of ‘depression’ in the acute group, and 
all except four of these were over 11 years old. 
There were no significant differences in the 
incidence of psychosis, neurosis or other con- 
ditions. 


Treatment 


Types of treatment are summarized in 
Table X. Overall treatment was dependent on 
the clinic philosophy and the facilities available. 
The proportions used in the two groups were 
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significantly different in some areas, such as 
psychotherapy, pressurisation, home tuition and 
part-time schooling. 


Outcome 


The outcome was assessed firstly by whether 
the child returned to school, and secondly by 
the psychiatric condition of the child at the end 
of treatment. This was determined by the child 
guidance team who took into account the 
opinions of the child, the mother and the school. 
Outcome was divided into five classes which are 
defined in Table XI. We found no significant 


























Taare VIII 
Duration of symptoms in acute and chronic school phobics 
Duration of symptoms Acute % Chronic БА Total 
Under 3 months 24 (38) 6 (17) 30 
Over 3 months 39 (62) 30 (83) 69 
Total 63 36 99 
x? = 4.99; P < 0.05 
Taare IX 
Diagnosis in acute and chronic school phobics 
Diagnosis Acute % Chronic % Total 
Neurotic disorder 26 (41) 19 (53) 45 
Depression 21 (33) 3 (8) 24 
Other 16 (25) 14 (39) 30 
Total 63 36 99 





x? = 8.08; P < 0.05 
‘Neurotic disorder’ does not include ‘neurotic depression’. 


‘Depression’ includes depressive disorders not elsewhere classified and ‘Neurotic depression’ as defined in the 


multiaxial classification for psychiatric disorders in childhood and adolescence (Rutter et al, 1975). 











TABLE X 
Treatment in acute and chronic school phobics 

Treatment Acute VA Chronic % Total Significance 
Psychotherapy 60 (95) 24 (67) 84 P « 0.001 
Social work in the home 14 (22) 7 (19) 21 NS 
Tranquillizers 29 (46) 12 (33) 41 NS 
Pressurized 1 (2) 25 (69) 26 P < 0.001 
Home tuition 19 (30) 3 (9) 22 Р < 0.05 
Part-time school 21 (33) 0 21 P « 0,001 
Desensitized 8 (13) 0 8 P < 0.05 
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difference between the two groups. Of the 88 
children who returned to school 75 had a good 
or fair outcome and 9 out of the 11 who did not 
return had a good or fair outcome. 


Discussion 

First attempts at classification of children 
absenting themselves from school were made by 
Broadwin (1932) and Partridge (1939). Both 
authors studied truancy, and they distinguished 
a certain group of children whom they termed 
neurotic. Johnson et al (1941) used the term 
‘school phobia’, but were of the opinion that the 
basic disturbance was separation anxiety. 
Warren (1948) published a study aiming at a 
differentiation between true truants and school 
phobics. Later a detailed study of 100 children 
absenting themselves from school was completed 
by Hersov (1960 a and b). He diagnosed 50 cases 
as psychoneurotic and 50 as conduct disorders. 
The first group could be categorized as school 
phobics and the second as truants. 
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In studies of the neurotic group, Eisenberg 
(1958) agreed with Johnson et al (1941) that the 
primary disturbance was separation anxiety. 
Bowlby (1958) agreed with this view and 
expanded it in his study of mother-child 
relationships. Berg et al (1969) published a very 
careful study of tlie significance of dependency 
of the child on the mother. They found that the 
children who were most dependent had high 
scores for neuroticism in personality tests and 
had a chronic commencement to their illness. 
Those children with an acute onset appeared to 
be more independent and to have more stable 
personalities. There: were more acute than 
chronic cases of school phobia, and the mean age 
of the acute group was slightly higher than that 
of the chronic. The authors also noted a higher 
degree of neuroticism in the chronic group; 
our results agree with these findings. They also 
found that there was а tendency for the acute 
cases to be more intelligent and for their parents 
to have had a history of mental illness, although 





























Taste XI 
Outcome in acute and chronic school phobics 
Return to school Acute % Chronic % Total 
Yes 56 (89) 32 (89) 88 
No 7 (11) 4 (11) 11 
Total 63 36 7 99 
(NS) | 
"Treatment outcome Acute 96 Chronic % Total 
Good 42 (67) 27 (75) 69 
Fair 12 (19) 3 (8) 15 
No change 1 (2) 2 (6) 3 
Worse 2 (3) 1 (3) 3 
Failed 6 (10) 1 (3) 7 
Not known 0 2 (6) 2 
Total 63 .36 99 
(NS) 
Good— the symptoms for which the child had been referred had completely disappeared and no other 
symptoms had occurred. 

Fair— the original symptoms had not completely cleared or other mild symptoms had appeared. 

No change— 

Worse— fresh symptoms had occurred. 

Failed-- (Һе child failed to complete the course of treatment. 
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the figures were not significant. In another study 
Berg et ai (1974) found about one-fifth of the 
parents of all children with school phobia had a 
history of psychiatric disorder. We discovered no 
significant difference in intelligence, but we did 
find a higher incidence of mental illness in the 
parents of the chronic group. Under a quarter 
of the acute phobics had parents with a history 
of mental illness compared with almost half of 
the chronic phobics. 

The mean age of the mothers was higher both 
at birth and at referral in the acute group, 
though the figures were not significant. There 
was a significantly larger number of youngest 
children in the acute group. This is probably 
interrelated with the greater age of the mother 
at birth in this group as described by Berg et al 
(1972). There was a significantly higher pro- 
portion of chronic cases in Social Class V. 

The higher incidence of depressive symptoms 
with known precipitating factors in the children 
of the acute group occurs largely among ado- 
lescents and is probably an isolated adolescent 
phenomenon reactive to stress rather than the 
forerunner of a recurrent mental illness. (The 
number of cases needing further treatment, as 
shown in a later follow-up study 3 to 13 years 
after discharge, did not differ in the two groups, 
being 20 per cent of each). The earlier smaller 
peak in age of onset could possibly be related to 
transfer to junior school. The higher incidence 
of mental illness in the parents of the chronic 
group suggests that the children have greater 
problems to cope with in the family and the 
home and these may cause anxiety and in- 
security. 

Our study of treatment methods shows that 
the two groups of children were viewed on 
clinical assessment as requiring different types 
of management and treatment. 

The acute cases were usually suffering from a 
variety of psychiatric symptoms, and nearly all 
were very anxious and depressed. The aim of the 
clinic was to relieve immediately the external 
pressures on the child from the parents or the 
School by recommending home tuition and 
concentrating on treatment of the presenting 
symptoms. Only when these had cleared up was 
a gradual return to school initiated. Desensiti- 
zation techniques were used very successfully but 
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lack of staff limited the number of cases that 
could be treated in this way. Part-time schooling 
and the co-operation of the teachers had more 
usually to be employed. Social work support 
helped the parents to understand and accept 
their child's illness, 

In the chronic group we were usually dealing 
not with psychiatric illness in a normal child 
but rather with anxious or withdrawn person- 
alities or with family stress, although neurotic 
symptoms were often present. The children in 
this group were encouraged to return to school 
immediately, and if necessary considerable 
pressure was used. At the same time, the clinic, 
sometimes with the help of other agencies, gave 
considerable and often long-term support to the 
parents and the child. Exceptions to this policy 
were made in the case of a few children who had 
already been off school for periods of about a 
year before being seen at the clinic, or who were 
within two months of leaving school. In these 
cases the clinic’s policy was to recommend home 
tuition and to concentrate on increasing the 
child’s self-confidence and maturity in other 
spheres. Residential accommodation of various 
types was available to us, but we did not feel the 
need to use it for school phobia during the 
period of this survey. 

In both groups treatment was continued 
where necessary after school-leaving age and 
until the young person was settled in higher 
education or employment. 

The overall outcome, 86 of the 99 having a 
good or fair outcome, compares favourably with 
the figures of Berg et al (1976). 
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An Evaluation of Hospital In-patient Treatment 
in Adolescent School Phobia 


By IAN BERG and DOROTHY FIELDING 


SUMMARY Thirty-two school-phobic youngsters of mean age 13 years 
were randomly allocated to two treatment groups after stratifying for 
sex. Length of in-patient management in a psychiatric hospital unit for 
young adolescents was evaluated. One group was admitted for three 
months and the other for six. Care was taken to ensure that cases had 
been fairly distributed between the groups by comparing them on a 
variety of clinical features. Follow-up assessments were carried out ina 
reliable fashion at six months, one year and two years after discharge. 
Outcome, overall, was similar to that found in a previous follow-up 
study for the same unit, in that symptoms of emotional disturbance 
and social impairment tended to persist in a considerable proportion of 
cases over the period of review. Length of stay in hospital did not affect 
outcome as far as the boys were concerned; the findings in relation to 
the girls was less certain and it seems likely that longer in-patient 


treatment improves outcome in school-phobic girls. 


This paper is concerned with an evaluation of 
length of stay in hospital on the outcome of 
school phobia affecting children of secondary 
school age. Neurotic disturbances, including 
school phobia, which occur in early adolescence 
tend to persist and to cause severe problems of 
adjustment several years later (Warren, 1965; 
Waldron, 1976; Gersten et al, 1976). A previous 
follow-up study of 100 school-phobic youngsters 
treated at the adolescent unit used in the investi- 
gation described here showed that at least a 
third of them had neurotic difficulties and 
severe problems of adjustment up to four years 
after discharge (Berg et al, 1976). 

Few attempts have been made to evaluate 
different methods of treatment in school phobia. 
In one investigation it was found that early 
return to school helped school-phobic children 
under the age of 11, but not those who were 
older (Rodriguez et al, 1959). In another the 
drug imipramine was shown to improve the 
short-term response to treatment in a small 
group of school-phobic youngsters (Gittleman- 
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Klein and Klein, 1973); and in a third study 
neither traditional psychotherapy nor the 
behaviour therapy technique of reciprocal 
inhibition influenced outcome (Miller et al, 
1972). 

It is difficult to evaluate different forms of 
treatment in an institutional setting such as 
an adolescent unit, because of the number of 
staff involved and the problem of securing the 
whole-hearted cooperation of all the people 
concerned (Clarke and Cornish, 1972). Success 
in carrying out an evaluative study is increased 
when the treatments involved are clearly very 
different. Random allocation of two periods of 
stay, one of about three months and one of 
about six months, appeared to meet this 
criterion, The expectation was that, assuming 
a youngster received treatment directed towards 
increasing self-confidence, reducing dependency 
on the family, improving the ability to socialize 
and overcoming phobic inhibitions, then the 
longer the stay in hospital the better the long- 
term progress would be. 
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The sample Procedure 


Thirty-two children of secondary school age with 
school phobia severe enough to require admission to 
an adolescent unit were included in the study. The 
condition was diagnosed when there was: (1) severe 
difficulty attending school—often amounting to pro- 
longed absence; (2) severe emotional upset shown by 
such symptoms as excessive fearfulness, undue tem- 
pers, misery, or complaints of feeling ill without 
obvious cause, on being faced with the prospect of 
going to school; (3) staying at home with the know- 
ledge of the parents when they should be at school; 
and (4) absence of significant antisocial disorders 
such as stealing, lying, wandering, and destructive- 
ness (Berg et al, 1969). The children were allocated 
randomly to one of the two treatment groups by 
tossing a coin. The groups were stratified for sex. 


Treatment 


The adolescent unit has been described previously 
(Berg and Griffiths, 1970; Berg, 1970). Youngsters 
spend every weekend at home. There is a school on 
the premises. The main methods of treatment used 
are supportive psychotherapy, social skills training, 
and milieu therapy. A therapist works individually 
with each child and maintains contact following 
discharge. Family therapy is also employed. 


Collection of data 

Before admission: Clinical assessment was carried 
out by one of the writers (I.B.). An outline of the 
findings was incorporated in a letter to the referring 
doctor. These letters were subsequently rated by the 
other author (D.F.), who had no other knowledge of 
the children, to provide a check on the adequacy of 
the process of randomization in distributing cases of 
similar severity of disturbance to each group. 

In hospital: The youngster was tested on the WISG 
and the Junior EPI. Mothers completed the EPI for 
themselves and the SADQ (Self Administered De- 
pendency Questionnaire, Berg, 1974) for their child. 

After discharge : Parents and child were interviewed 
together. Two social workers, experienced in rating 
symptoms and adjustment in school-phobic youngsters 
following hospital treatment, went to see them at 
home. Twenty-three families were reviewed within 
six months after discharge. Twenty-five were seen, 
some of them for the second time, about a year after 
leaving the unit. Eighteen were interviewed, in some 
cases for the second or third time, about two years 
after discharge. The standard form was the one that 
had been used in the previous follow-up of school- 
phobic adolescents (Berg et al, 1976). Usually both 
social workers were present. One asked the questions 
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and each made an independent rating of psychiatric 
symptoms and adjustment. A picture of the clinical 
state over the whole follow-up period was built up; 
any previous follow-up assessments were taken into 
consideration. The findings were expressed, as in the 
previous study, as the proportion of time ill (incapaci- 
tating symptoms with marked social impairment), 
slightly improved (marked symptoms with mild or 
moderate social impairment), much improved (mild 
or moderate symptoms with minimum social impair- 
ment), and well (absence of symptoms and normal 
social adjustmeut). This procedure was originally 
described by Kerr et al (1972). 


Analysis of data 

Results were analysed on the Leeds University 
ICL 1906A computer, using a standard set of pro- 
grams (Hamilton et al, 1965). Three variables were 
obtained from the follow-up data, as previously 
described (Berg et al, 1976). The first was well scores, 
the second was well plus much improved scores, 
and the third was well plus much improved plus 
slightly improved scores. Percentages of time spent 
in the clinical states corresponding to these variables 
were changed into integers on an eight-point scale. 
‘They were intercorrelated and a principal component 
factor analysis was carried out. ‘The first component 
was a general factor accounting for 77 per cent of total 
variance; it was considered to be the best weighted 
combination of outcome ratings measuring improve- 
ment. The outcome of the two treatment groups was 
compared. Analyses of variance and multiple 
regressions were used. 


Reliability of follow-up assessments 


In 62 instances, independent assessments were 
made by the two raters. Reliability was estimated by 
the Kappa coefficient (Cohen, 1960; Hall, 1974; 
Maxwell, 1977). The overall value was .8. Individual 
Kappa values were: well .8, much improved .7, 
slightly improved .7, and il .9.: 


Results 


Features of treatment groups (Table I) 

The clinical information gathered before 
admission was rated on a seven-point scale. 
Psychiatric symptoms, social isolation, lack of 
friends, duration of problems, and personality 
attributes were included in the assessment. An 
item was given a score of 1 if the child was 
thought to be functioning normally in that 
respect; otherwise, it was rated 0. The scores 
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"TABLE I 
Thirty-two school phobic adolescents admitted to hospital and allocated at random to tivo groups: (а) 3 months and 
(B) 6 months length of stay. Information available on admission: Ratings and clinical information, Age, IQ , Social class, 
Junior EPI, Mother's EPI, SADQ , actual and preference scores 

















SADQ 
School Ratings 
phobic of IQ? Social Actual Preference 
adolescents clinical Full class? Junior Mother 
admitted information Age scale Registrar EPI EPI g g 
to available (yrs) WISC General в 3 
hospital on b a, Б % 
admission! 8 8 g = 8 8 
(SD) N EL N EL 8 € € ye 8 ES Zw 
o 825 8 € 2 2 
об 4 Bou o 4 & 
4бо<4нао4н 
Boys 3.9 12.6 118 2:7 13 14 3 10 92 6 37106 8 4 8 
Long n=8 (1.5) 
stay te 4 
(6 Girls — 4.1 12.7 102 3.5 18 10 4 15 103 6 6 411 7 9 3 8 


months) n=8 (1.7) 








Boys 4.0 13.1 107 2.8 
Short  n-8 (1.4) 


14 14 2 10 12 з 448 968 7 7 





(3^ Girls 3.4 13.5 102 3.5 
mnths)" n=8 (0.9) 








16 13 2 пи? 46 6105 8 4 7 





1 7 point scale. The higher the score the less disturbance. 
* Significant differences between sexes. JVo significant differences between length of stay groups. 
* Significant differences between length of stay groups and sexes. 


on individual items were then added up. The 
higher the total score the less disturbed the 
child was considered to be. As far as the boys 
were concerned, analysis of variance showed 
that there was no difference between the long- 
stay (mean rating == 3.9) and short-stay 
(mean = 4.0, F = .1, P > .05) groups. 
There were slightly greater differences in the 
girls (long-stay mean 4.1, short-stay mean 3.4, 
Е = 1.3, P > .05) but they were not statistically 
significant. 

Comparisons between the two treatment 
groups showed no significant differences in age, 
IQ or social class (short-stay: mean IQ 104, 
age 13.4 years; long-stay: mean IQ 109, age 
12.7 years). Scores on the Junior EPI did not 
show any significant differences. Nor were there 
any significant differences in the scores on the 
EPI completed by mothers or in actual scores 
on the SADQ. There was one significant 
difference in the preferred SADQ results, 
which concerned the factor termed assistance; 


mothers of short-stay youngsters would have 
preferred their children to be more reliant on 
them (short-stay: mean preference score 5.2; 
long-stay: 3.2, Р < .01). 


Change of outcome over time 

The outcome of the entire group within six 
months after discharge and after one and two 
years is shown in Figure 1, which indicates a 
tendency for improvement to occur with time. 
About 20 per cent were ill more than half the 
time throughout the two year period. 

Looking at eight families who had been 
interviewed three times during the follow-up 
period: at six months, a year and two years, 
changes in outcome were insignificant. Any 
changes were usually in the direction of improve- 
ment; in only two instances was there deteriora- 
tion. All three ratings of outcome were identical 
over two years in two families, One category 
differed in three families and two categories in 
a further three families, 
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Fic 1.—Thirty-two school phobic, adolescents admitted to hospital and allocated at random to two groups: (a) 3 
months and (b) 6 months length of stay. Outcome within 6 months and after 1 and 2 years. 


Clinical features and outcome 

Outcome scores of the 32 school-phobic 
youngsters were correlated with age, social 
class, IQ, sex, Junior EPI scores, Mothers' EPI 
scores, SADQ actual and preference scores and 
number of weeks spent in the unit. Good 
adjustment on follow-up correlated + .34 with 
length of stay in the unit. This just failed to 
reach significance (P > .05). Poor adjustment 
was significantly correlated with age (т = +-.52, 
Р < .01) and lower social class (г = + .44, 
P « .05). None of the other correlations were 
significant. 


Differences in outcome between treatment groups 
(Table IT) 

Boys and girls were looked at separately, 
since a preliminary analysis showed a tendency 
for sex and stay to interact. No significant 
difference emerged between short-stay and 
long-stay boys. Mean outcome score for short- 
stay boys was 47.2 and for long-stay boys 48.7. 
The outcome factor scores were all expressed 
in T score form, i.e. with an overall mean value 
of 50 and standard deviation of 10. The smaller 
the score the better the outcome. Short-stay and 


long-stay girls showed much larger differences. 
Mean outcomes scores for the short-stay girls 
was 57.5 and for the long-stay girls 47.2. 
This difference did not reach statistical signi- 
ficance,* F = 3.9, df 1/15, P > .05. Seven of 
the 8 short-stay girls had one- or two-year 
follow-up assessments compared to 5 of the 8 
long-stay girls. However, comparison of out- 
come at six months in the two groups showed a 
similar ten-point mean difference in the same 
direction. 


Comments and Conclusions 


The finding that the outcome in the 32 cases 
of school phobia over the two-year period of 
follow-up was very similar to that of the 100 
cases previously reviewed confirms the view 
that symptoms of emotional disturbance and 
social impairment tend to persist when school 
phobia affects adolescents (Berg et al, 1976). A 
well-known follow-up study of childhood beha- 


* It could be argued that a one-tailed test would be 
more appropriate here, since it was predicted at the outset 
that a better outcome would result from a longer period 
of hospital treatment. In that case, the result would, in 
fact, be significant (Р << -05). However, the writers prefer 
to err on the side of caution. 
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Taste ЇЇ 
Thirty-two school phobic adolescents admitted to hospital 
and allocated at random to two groups: (a) 3 months 
and (b) 6 months length of stay. Outcome of boys and 
girls 


Youngsters rated 

















School phobic well or much Mean 
adolescents improved-—over ^ outcome 
admitted to 50% of 1 year score? 

hospital follow-up period! 

Boys 
Long stay n8 5 48.7 
(6 months) Girls 

n8 5 47.2 

Boys 
Short stay n==8 5 47.2 
(3 months) Girls 

n=8 2 57.5 





1 Those of school age in these categories were 
attending school regularly. 


? In T score form. The higher the score the worse 
the outcome. 


viour disorders suggests that, whereas conduct 
disturbances characterized by antisocial beha- 
viour tend to persist into later life, neurotic 
disorders do not (Robins, 1966). It has been 
pointed out, however, that the children reviewed 
in that paper who had neurotic difficulties were 
generally younger than those with conduct 
problems, over half of whom were aged 14 or 
older; only a quarter of the neurotic youngsters 
had reached this age. In another very well- 
designed longitudinal study, young people 
between the ages of 14 and 16 suffering from 
both kinds of disorder were followed up five 
years later. It was found that neurotic and 
conduct disturbances showed an equal degree 
of stability over the period of review (Gersten 
et al, 1976). The fact that older youngsters 
had a poorer outcome in the investigation 
reported here is in accordance with the second 
follow-up study. 

The reliability of the follow-up assessments 
was quite satisfactory. 

Comparisons between the long-stay and 
short-stay cases showed that as far as boys 
were concerned length of stay in hospital did 
not influence subsequent outcome. This was 


an unequivocal finding. In regard to the girls 
the position is more difficult to evaluate. It is 
apparent from the results that the girls who 
stayed in hospital for only three months tended 
to be more disturbed on follow-up than those 
who remained there for six months. A possible 
explanation is that the short-stay girls were 
somewhat more disturbed than the long-stay 
girls when they were first admitted; this could 
have come about purely by chance. But there 
was no definite evidence that the short-stay 
group was in fact more disordered before 
admission. The two treatment groups were not 
significantly different on a number of variables. 
Nevertheless, there were suggestions from the 
clinical information available at the time of 
admission that the short-stay girls did tend to 
be marginally more disturbed. On the other 
hand, the length of the follow-up period was a 
little longer in the short-stay cases, a difference 
between the two groups which would have the 
opposite effect, reducing differences in outcome. 
This is because improvement tends to occur 
with time (Berg e! al, 1976 and Figure 1). The 
long-stay cases would probably have been 
found to be a little less disturbed if they had 
been followed-up after exactly the same time 
interval as the short-stay cases. Taking all these 
factors into consideration, it does seem likely 
that a longer length of in-patient treatment 
improves the outcome of school-phobic girls. If 
substantiated, this finding is important since 
girls are at greater risk for neurotic problems in 
general, and agoraphobia in particular, in later 
life (Rutter, 1972; Berg et al, 1974). Any treat- 
ment which may effectively reduce the likeli- 
hood of these problems continuing into adult life 
is of obvious importance. 


Acknowledgements 
We would like to thank Mrs B. Morris and Mrs J. Piper 
who carried out the interviews. Professor Max Hamilton, 
Department of Psychiatry, Leeds University, kindly 
provided computing facilities. The work was supported by 
a grant from the Yorkshire Regional Health Authority. 
We would also like to express our thanks to Mrs P. Conroy 
and Mrs C. Mullen who collated and punched data on 
cards. 
References 
Berc, 1. (1970) A follow-up study of school phobic 
adolescents admitted to an inpatient unit. Journal of 
Child Psychology and Psychiatry, 11, 37-47. 


IAN BERG AND DOROTHY FIELDING 


— (1974) A self-administered dependency question- 
naire (SADQ) for use with the mothers of school 
children. British Journal of Psychiatry, 124, 1-9. 

m & Grirritus, B. (1970) Two years’ admissions to a 
regional adolescent psychiatry unit. Medical Officer, 
73, 5-7. 

—- BUTLER, А. & HarL, G. (1976) "The outcome of 
adolescent school phobia. British Journal of. Psychiatry, 
128, 80-5. 

— Marks, I., McGuire, R. & Lipsepar, M. (1974) 
School phobia and agoraphobia. Psychological Medicine, 
4, 428-34. 

~ №Моноі$, К. & PRrrcganp, С. (1969) School phobia 
—its classification and relationship to dependency. 
Journal of Child Psychology and Psychiatry, 10, 123-41. 

CranRkE, К. & Совмін, D. B. (1972) The Controlled Trial 
in Institutional Research. London: HMSO. 

Conen, J. (1960) А coefficient of agreement for nominal 
scales. Educational and Psychological. Measurement, 20, 
37-46. | | 

Gersren, J., LANGNER, T., EisENBERG, J., SIMCHA-FAGAN, 
О. & MacCartuy, E. D, (1976) Stability and 
change in types of behavioural disturbance in children 
and adolescents. Journal of Abnormal Child Psychology, 
4, 111-27. 

Grrriceman-Kxein, К. & Kien, D. (1973) School phobia: 
diagnostic considerations in the light of imipramine 
effects. Journal of Nervous and Mental Diseases, 156, 
199-215. 

Hatt, J. (1974) Inter-rater reliability of ward rating scales. 
British Journal of Psychiatry, 125, 248-55. 


lan Berg, M.D., M.R.C.P.(Edin), M.R.C.Psych., 


505 


Hamitton, M., McGuire, К. & Goopman, M. (1965). 
The P.L.U.S. system of programs: an integrated 
system of computer programs for biological data. 
British Journal of Mathematical and Statistical Psychology, 
18, 265-6. 

Kerr, T. A., Котн, M., Scuapira, К. & Gurney, C. 
(1972) The assessment and prediction of outcome in 
affective disorders. British Journal of Psychiatry, 121, 
167-74. 

MAXWELL, A. E. (1977) Coefficients of agreement between * 
observers and their interpretation. British Journal of 
Psychiatry, 130, 79-83. 

Милев, L. C., Barrerr, C. L., Hampe, E. & Nonrg, Н. 
(1972) Comparison. of reciprocal inhibition psycho- 
therapy and waiting list control for phobic children. 
Journal of Abnormal Psychology, 79, „ 269-79. 

Roatns, L. №. (1966) Deviant Children G rown Up. Baltimore: 
Williams and Wilkins. 

RopRIGUEZ, А. RODRIGUEZ, M. & ЕззкЕмвЕвб, L. (1959) 
The outcome of school phobia. American Journal of 
Psychiatry, 146, 540-44. —. 

Rutrer, M. (1972) Relationships between child and 
adult psychiatric disorders. Acta Psychiatrica Scandi- 
navica, 48, 3-21. 

WarpbRoN, S. (1976) The significance of childhood 
neuroses for adult mental health: a follow up study. 
American Journal of Psychiatry, 133, 532-8. 

Warren, W. (1965) A study of adolescent psychiatric in- 
patients and the outcome six or more years later. 
Journal of Mental Science, 106, 815-26. 


Consultant Child Psychiatrist, Leeds Area Health Authority 


( Teaching) ‘and Yorkshire Regional Health Authority. Senior Clinical Lecturer, 
Dorothy Fielding, M.sc., Senior Clinical Psychologist, Leeds Area Health Authority (Teaching), 


Department of Psychiatry, University of Leeds, 15 Hyde Terrace, Leeds 2 


(Received 19 April ; revised 9 September 1977) 





Brit. J. Psychiat. (1978), 132, 506-9 


Attempted Suicide and Suicide Among Oxford 
. University Students 


By KEITH HAWTON, JUDITH CROWLE, SUSAN SIMKIN and JOHN BANCROFT 


SUMMARY А lower incidence of attempted suicide was found for 
Oxford University students than for other persons of the same age in 
Oxford City. This may be due to social class differences. Characteris- 
tics of the student attempters are reported. On the other hand, the 
rates for completed suicides of students, over a recent ten-year period, 
were in excess of those for the rest of their age group. 


Introduction 


Student suicide rates have previously been 
shown to be high, especially for Oxford and 
Cambridge Universities (Parnell, 1951; Parnell 
and Skottowe, 1957; Rook, 1959). It is com- 
monly assumed that rates for attempted suicide 
are also high for this population although there 
is little evidence to support this assumption 
(Finlay, 1968). 

In this study of Oxford University students we 
have, (i) investigated the recent rates for 
suicide, (ii) measured the rates for attempted 
suicide and compared them with those for 
persons of the same age in Oxford City (two 
one-year periods were studied to take account 
of chance fluctuations), (iii) identified char- 
acteristics of student attempters, including the 
problems they face. 


Method 

Suicides 

The Oxford City coroner was asked to 
furnish names and basic demographic data on all 
University students whose deaths had been 
recorded by him as suicides during the period 
October 1966 to June 1976. Only students who 
died while in the City could thus be identified. 
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Attempted suicide 

The term ‘attempted suicide’ is used to describe 
cases of deliberate self-poisoning or self-injury. 
The suicidal intent of such behaviour is often 
unclear or lacking, 

For two one-year periods, which both in- 
cluded three University terms (1972-3 and 
1975-6), information was ‘collected on all 
identified cases of attempted. suicide involving 
Oxford University students. In 1972-3 this 
was part of a general-hospital-based survey of 
self-poisoning and self-injuring behaviour in 
the Oxford area. Full details of the study area, 
definition of cases and method of data collection 
are reported elsewhere (Bancroft et al, 1975). 
During this survey, general practitioners agreed 
to report all cases not referred to hospital, using 
a 24-hour recording service. During the second 
study period, each college general practitioner 
was telephoned every three months by a 
research assistant to check on any non-referred 
attempts. 

For all students identified we recorded a 
variety of demographic and clinical information. 
Nearly all those in the second period were 
interviewed, enabling us to obtain an assessment 
of the extent to which they had wanted to die, a 
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score on the Beck suicide intent scale (Beck et al, 
1974), a record of any previous psychiatric 
contact or previous attempt, a list of the 
problems they were facing, and the date of their 
next examination. 

The calculation of rates for students presents 
problems. Those studying in Oxford are likely 
to be away during vacation. Students also show 
a wide age range. For these reasons we have 
calculated the rates for University students 
during term-time only (ie 24 weeks of the year) 
‚сапа compared them with the rates for the age 
group 15 to 24 (excluding University students) 
living in Oxford City during the same 24 week 
periods. University population figures were 
obtained from the University Gazette; the 15 to 
24 age group rates for Oxford City were cal- 
culated with the help of the Oxford Research 
and Intelligence Department, who provided the 
relevant population figures. It is also extremely 
difficult to establish the social class distribution 
of a student population, so that control for 
social class variables has not been possible. 


Results 
„Suicides 

Between October 1966 and June 1976 twelve 
verdicts of suicide (9 men and 3 women) were 
recorded for Oxford University students by the 
City of Oxford coroner. The annual rate per 
100,000 for males was 10 and for females 13. In 
1971 (middle of study period) the annual rates 
for suicide reported by the Registrar General for 
all persons aged 15 to 24 in England and Wales 
were 5,1 for males and 2.6 for females, and for 
those aged 25 to 34 were 9.5 for males and 5.1 
for females. Four of the student suicides were in 
the latter age range. Carpenter (1959) has 
suggested that the age group 20 to 24 is the 
appropriate group for comparison of University 
suicide rates with those for the general popu- 
lation. However, with the cessation of National 
Service and the consequent lowering of the mean 
age of the student population this is no longer so, 
and we have therefore presented figures for the 
15 to 24 age group. : 

Five students died from self-poisoning with 
medicinal drugs, three from ingestion of 
laboratory poisons, two from hanging and two 
from self-stabbing. Five suicides occurred in the 
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Trinity (summer) term. Only two of the students 
were known to have been married. Four were 
studying Arts and four Science subjects, but for 
the rest the information was not available. 


Attempted suicide 

During the 1972-3 period 22 students (10 
males and 12 females) made 28 attempts, ande 
during the 1975-6 period 14 students (9 males 
and 5 females) made 17 attempts. These figures 
include attempts occurring both in and out of 
term-time in Oxford. Nine students, all females, 
made repeat attempts in the two years. The 
mean age for male student attempters was 20.8 
(range 18-27) and for females 22.1 (range 19- 
30). 

In Table I are shown the rates of attempted 
suicide during term-time only for the University 
students and for the age group 15 to 24 (exclud- 
ing University students) in Oxford City, during 
the two study periods. Both the male and female 
student rates were considerably lower than for 
other persons of their age group in Oxford City, 

Of all the University students identified in the 
two periods, 6 were in their first year, 12 in 
their second, and 8 in their third, and 10 were 
postgraduates. Seven of the term-time attempts 
occurred in Michaelmas term, 5 in Hilary term 
and 13 (52 per cent) in Trinity (summer) term. 

Thirty-eight (84 per cent) of all the student 
attempts involved self-poisoning and eight 
(18 per cent) self-injury (one involved both 
methods). Self-injury was more common among 
the students than in a general population 
sample of a similar age group (y? = 6.53, d.f. = 
1, P «.02). 

Analysis of the type of drugs used in the 
student overdoses indicated that they were 
typical of their age group; half used non-opiate 
analgesics (aspirin, paracetamol etc.) and a 
third minor tranquillizers and sedatives. 

In 1975-6 there were 16 attempts for which 
information about intent was available; it was 
considered that in 11 of these there had been no 
suicidal intent and in 4 a degree of intent with 
marked ambivalence; in only one was it felt 
that the individual had definitely wanted to die. 
For 13 attempts the Beck Suicide Intent Scale 
score was obtained; yielding a mean score of 8.6 
(range 2 to 15) compared with mean scores of 
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ATTEMPTED SUICIDE AND SUICIDE AMONG OXFORD UNIVERSITY STUDENTS 


Tase I 
Attempted suicide rates per 100,000 for Oxford University students and for age group 15-24 in Oxford City other than 
University students during University Terms 1972-5 and 1975-6 
(i.e. rates are for equivalent periods for both populations) 














Male Female 
University terms Population Rate per Population Rate per 
at N 100,000 during at N 100,000 during 
risk University terms risk University terms 
University students 
1972-3 8,923 7 78 2,235 8 358 
1975-6 8,858 7 79 2,689 3 112 
All persons aged 15-24 
other than University 
Students (Oxford City) 
1972-3 6,255 12 192 6,553 46 702 
1975-6 6,647 22 331 6,631 50 754 
University students v all other persons aged 15-24 in Oxford City. 
1972-3 Males, ҳ = 5.98, P < .01; Females, x? = 3.8, P < ‚10. 
1975-6 Males, x? = 17.03, P < .001; Females, x? = 14.87, Р < .001. 
9.9 (range 0 to 26) for a consecutive series of Discussion 


attempted suicide patients (Pierce, 1977) and 
9.3 (range 0 to 23) for a randomly selected 
group of self-poisoners in Oxford (unpublished). 
Thus student attempts do not appear to be more 
serious than others in their degree of suicidal 
intent. 


Of the student attempters in the second study 
period, 9 were thought to have work problems, 
although only 2 were specifically worried about 
examinations and 4 had examinations pending 
in the three months following their attempt. 
Seven students were studying Arts subjects and 
six Science (the information was unavailable for 
one). (For the University as a whole the ratio of 
students studying Arts to those studying 
Science is almost two to one). Only 4 students 
were experiencing difficulties due to social 
isolation. 


The students did not differ markedly from 
other attempters of their age group in terms of 
the proportion who had made previous attempts 
(47 per cent), who had a past history of psychi- 
atric treatment (43 per cent) and who were 
thought to need psychiatric help after the 
attempt. 


In the absence of control for social class it is 
not possible to conclude that Oxford University 
students have a lower attempted suicide rate or 
a higher completed suicide rate than other 
people of the same age and social class, but we 
can conclude that such students as a group have 
a lower incidence of attempts and a higher 
incidence of completed suicides than their age 
group in general. 

The possibility that student ‘attempts’ are 
more likely to be failed suicides than those of 
other young people is not supported by our 
findings. Not only did they appear to be con- 
tending with similar.types of problems, pre- 
dominantly interpersonal, but the degree of 
suicidal intent was very similar. Although 
several students were experiencing a work 
problem, this rarely appeared to have been a 
primary reason for an attempt. Typically the 
student attempt was precipitated by difficulties 
in a relationship with a boy/[girlfriend. In 
addition the student may have been experien- 
cing feelings of social inadequacy and/or 
depression. Social isolation, previously suggested 
asa major cause ofstudentsuicides (Rooke, 1959) ; 
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Lyman, 1961) was not characteristic of this 
group of attempters. 

The annual rates for completed suicides of 
both male and female Oxford University 
students are considerably lower than those 

“reported for earlier periods for Cambridge 
University (Rooke, 1959) and Oxford University 
(Parnell, 1951). This may reflect the fact that 
we were only recording suicides that occurred 
within Oxford City. In the earlier studies some, 
although by no means complete, information 
was available on deaths occurring outside the 
University towns, Several open verdicts on 
student deaths were identified in this study, two 
or three of which could well have been suicides, 
but presumably the other studies were also 
subject to a similar limitation. However, the 
apparent fall may also be related to the intro- 
duction of student counselling services and to 
the reduction in the student male to female 
‘ratio—the former higher ratio having pre- 
viously been suggested as. contributing to the 
suicide problem of male students in Oxford and 
Cambridge (Cresswell and Smith, 1968). 
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Epileptic Homicide: A Case Report 


By JOHN GUNN 


SUMMARY This case report augments a paper published in 1971 
(Gunn and Fenton) in which it was indicated that automatic behaviour 
is a rare explanation for the crimes of epileptic patients. It was claimed 
that although two possible ‘automatic’ crimes were committed by two 
epileptic patients among the 46 male epileptics at Broadmoor there 
were no such crimes committed by any of the 158 male epileptic 
prisoners who came into a national sample. Since then it has become 
clear that one man serving life imprisonment, excluded from the 
epileptic prisoner sample in 1967 because of a doubt about his diag- 
nosis, is definitely epileptic and probably killed his wife during an 
epileptic attack or its immediate sequela. 


Case History 


Mr A was charged with murder in 1963, 
when he was 48. By that time he had a long 
history of recidivism and had been sentenced 
to a total of 274 years imprisonment and borstal. 
However, there was no previous record of 
violence or threats of violence, his crimes being 
petty thefts, especially bicycle stealing. His 
medical history included a statement from his 
mother that he had had a difficult birth and 
had had a seizure which lasted one hour when 
he was 2 days old. 'The next possible epileptic 
event occurred when he was 13 and serving a 
sentence in an industrial school; he says he 
was admitted to hospital unconscious or semi- 
conscious. The notes of this event have been 
destroyed and he says he was given no explana- 
tion for the episode. He remembers that at 17 
years his head used to shake and jerk un- 
controllably. In later years, according to him, 
he suffered from partial blackouts when 'every- 
thing has gone dim, semi-darkness, and a 
giddiness in myself seemed to make me unsteady 
in my balance’. None of these events was 
witnessed, and a careful scrutiny of his prison 
records revealed no recorded incidents during 
his many years inside gaol. 

During 1962, whilst on probation, Mr A 
was befriended by a voluntary social worker. 
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Their friendship blossomed, and they were 
married in March 1963. His recall is that the 
marriage was happy in every respect and they 
had no sexual or financial problems. One 
Monday in June 1963 Mrs A visited her doctor, 
and afterwards she told a neighbour that she 
had either hay fever or a cold and must stay 
in bed for two or three days. That evening Mr A 
telephoned his mother-in-law to let her know 
that her daughter would not be visiting her on 
the Tuesday, as was her usual practice. On the 
Tuesday a friend visited and stayed until 
8.30 p.m. Early the following morning Mr A 
told a neighbour that his wife had gone to sec 
his mother-in-law. Soon afterwards he was seen 
at the bus stop wearing his best clothes and 
carrying a suitcase. At 10.30 a.m. he telephoned 
his mother-in-law to say that her daughter was 
much better. Two days later he gave himself up 
to the police, saying he had murdered his wife. 

Mrs A's body was found in bed under the 
eiderdown; the hands had been crossed on the 
chest after death. There were severe injuries to 
the face and head, and defensive injuries to 
the right arm and hand. Post-mortem examina- 
tion showed that at least seven blows had been 
delivered with a claw hammer. Mr A's official 
statement was that on the Tuesday evening he 
had taken a hammer up to the bedroom to nail 


ups 


the right hemisphere . . 
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a clothes rack to the wall and he had left the 
hammer in the bedroom. ‘I woke up about 
5 a.m. on Wednesday. My wife woke up about 
the same time. We joked about a bit, so there 
was nothing wrong. I got out of bed about 
6 a.m. I got partly dressed, when my eyes. saw 
the hammer. All I remember now is picking it 
up. I hit my wife. I murdered my wife. I don't 


. Know how many times I hit her. I went down- 


stairs. I lit the fire. I made a cup of tea, I took 


‚ a. €up'of tea upstairs for my wife. І saw she was 


dead. I covered her over with the bedclothes,’ 

At his trial the prison doctor commented that 
the logical sequence of his actions and the 
absence of any sign of confusion indicated that 
he was not suffering from any epileptic condi- 


* tion. An EEG examination was carried out for 


the defence by Professor Hill апа Dr Fenton. 
They reported ‘severe generalized abnormality 
of background activity, especially the right 


"hemisphere. Arising from this are atypical spike 
‘and wave discharges of subcortical origin. 


These findings suggest early. diffuse brain 
damage'. Professor Hill also reported that the 
various EEG records available ‘provide un- 
equivocal evidence from the EEG point. of 
view of epileptic activity, and in a man of his 
age (48), given these records, it would be 
highly probable that at some time in his life 
he would have suffered cerebral damage to 
. It is not, of course, 
possible to say how these findings may relate 
to the crime with which he is charged’. The 
defence psychiatrists noted that the accused 
gave a vague history of giddy turns, but like 


' the prison doctors, they were not convinced 


that these were epileptic fits. However, at the 
trial Mr. A's defence of diminished responsi- 


bility by reason of diffuse brain damage was 
accepted by the jury. He was found guilty of 


manslaughter and sentenced to life imprison- 
ment. 

For the first four years of his subsequent 
imprisonment Mr A had no epileptic fits but 
he did suffer from recurrent headaches accom- 
panied by loss of temper and slight feelings of 
familiarity. 

In 1967 his solicitor wrote to the Prison 
Department suggesting that his client should be 
considered for cerebral surgery. In the medical 


review which followed this intervention Mr A 
admitted to his prison doctor that he had been 
evasive and untruthful to his medical examiners 
before his trial. He said that on the fateful 
morning he got up, went downstairs to make the 
tea, and then went unconscious. The next 
thing he remembered was the dog licking him. 
The kettle had boiled dry and he was stained 
with blood. 

A course of anticonvulsants was started. Three 
months later a medical report indicated that his 
headaches had disappeared, he had had no 
outbursts of temper, his demeanour had 
improved, and he looked better. 

Three months after that report he was 
referred to a neuropsychiatric centre for an 
opinion. about surgical treatment. By arrange- 
ment his anticonvulsant drugs were stopped, 
and four days later he went into status epilepticus. 
His EEG was grossly abnormal with a distinctive 
slow wave discharge «confined to the right 
fronto-temporal region. At one point during his 
stay in hospital his. speech became slurred, he 
had only patchy recall from the previous week 
and he confabulated, though he remained 
conscious all the time. The neuropsychiatrist 
reported that the abnormal mental state he 
witnesed was an unusually severe and pro- 
longed post-ictal effect; yet it might have 
passed notice without. careful questioning. 
‘This, with the finding of a temporal lobe lesion 
capable of provoking a psychomotor seizure, 
makes it possible that he might carry out some 
act during or soon after.a fit, and afterwards 
have no memory or only fragmentary memory 
of the act.’ He also added ‘it is entirely possible 
that he obscured the typical features of a 
psychomotor seizure and/or post-ictal confusion, 
by telling the most convincing and self-protective 
story he could make up’. Surgery was not 
recommended. 

Since 1967 Mr A has suffered from epileptic 
seizures with increasing frequency. They begin 
with a clouding of consciousness, followed by 
a clonic contraction of the supra-orbital muscles 
on the left side. These initial phenomena may 
last up to three or four hours and are then 
followed by a typical grand mal attack which 
lasts three or four minutes. He has remained 
unconscious for periods of up to three days, but 
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the attack can usually be aborted with intra- 
venous diazepam. Often the fit is followed by 
up to 48 hours of disorientation in time and 
place, during which he is bedridden and help- 
less. At these times he is also frequently restless, 
expressing disconnected paranoid ideas which 
can go to overt verbal hostility, however, no 
physical aggression has been witnessed either in 
prison or since his release. This confusional 
state can also be aborted by intravenous 
diazepam. With the help of a complex anti- 
convulsant regime his fit frequency has been 
reduced to three or four a year. 

A prisoner with such a history was of course 
extremely difficult to resettle and he remained 
in gaol for 13 years, until 1976, when he was 
discharged to a hostel for epileptic offenders. 
Since the hostel has no residential staff Mr A 
has to be admitted to hospital each time he has 
a seizure, but with diazepam treatment he is 
usually discharged again within 48 to 72 hours. 


Discussion 


Much of the medical interest in this case lies 
in the difficulty of making the epileptic diag- 
nosis at the time of the trial. At that stage the 
following features pointed towards epilepsy: 
infantile convulsions, a previous episode of 
unconsciousness, a vague history: of blackouts, 
a motiveless out-of-character murder, the odd 
account of the murder as given by the prisoner, 
and a very abnormal EEG. However there were 
some powerful reasons to doubt the diagnosis: 
there. was no clear history of clinical epilepsy, 
he reported that he could remember the inci- 
dent, but was not disturbed in his consciousness 
at the time, the murder and its aftermath were 
part of an intelligible sequence of events, 
infantile convulsions are common and usually 
benign, the history of the lapse of consciousness 
was vague and unconfirmed. 

With hindsight it is clear that the objections 
to the epilepsy diagnosis were exaggerated. For 
example, Professor Fenton remembers the case 
well and points out in correspondence that 
Mr A's ‘infantile convulsions occurred two 
days after birth and lasted one hour, quite 
unlike the timing and duration of febrile 
seizures'. Equally, the logical sequence of events 
is not incompatible with epileptic automatism, 
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for whilst it is true that it is unusual to find a 
high degree of integrated behaviour associated 
with automatism, behaviour which is apparently 
purposeful, such as searching, drinking, smoking, 
undressing, are all described (Fenton, 1972). 
Furthermore, the possibility of a panicky con- 
fabulation, as suggested by the neuropsychiatrist, 
does not seem to have been raised. 

Nevertheless due allowance must be made 
for the fact that all these remarks are easy with 
hindsight and that at the time the question of 
whether this was another case where a prisoner 
was trying to get off the hook on spurious 
medical grounds must have loomed large. The 
epileptic survey of which this case is a part 
(Gunn, 1977) indicates the rarity of aggressive 
automatisms. Even so, the jury must have had 
some doubts as they brought in a compromise 
verdict of diminished responsibility. A com- 
promise because if (and we must still say if) 
Mr A killed during an epileptic automatism 
he should have been acquitted; on the other 
hand if Mr A did not have epilepsy at the time 
of the attack then he should have been found 
guilty of murder. Diminished responsibility 
would have been an appropriate verdict if the 
defence had raised the general question of 
psychological disorder contributing to the 
crime, or the specific issue of a paranoid state 
at the time. An acquittal on the grounds of 
non-insane automatism would have produced 
an interesting situation for Mr A would have 
walked from the court a free man even though 
the fact that he killed his wife was not in dispute. 
'The diminished responsibility verdict gave the 
judge the opportunity of sending Mr A either 
to prison or to hospital. He chose life imprison- 
ment, It is difficult to know why: perhaps he 
wasn't convinced by the medical evidence, 
perhaps he didn't understand the advantages of 
hospital in a case like this, perhaps no hospital 
placement was offered to the court. 

Using hindsight again, it is clear that a 
hospital placement would have been more 
appropriate, for then more intensive investiga- 
tion would have been immediately available. 
Most importantly the rehabilitation process 
could have been started much sooner, for there 
is surely no doubt that 13 years in prison was 
far too long for this patient; the prolongation 
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of imprisonment was brought about by the 
extreme difficulty the Home Office found in 
getting suitable accommodation, with medical 
surveillance. 
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PSYCHIATRIC SERVICES FOR THE 
ELDERLY 

On 6 February, 1978, the Group for the Psychiatry 
of Old Age, soon to become a full division of the 
College, held a well attended one-day symposium to 
discuss what was at present being done for the 
elderly, how the problems were changing, and what 
could be hoped and planned for the future. 

Dr R. A. Robinson (Edinburgh) emphasized how 
closely in his hospital geriatrician and psycho- 
geriatrician worked together, in joint assessments and 
weekly reviews and clinics. An impressive range of 
remediable physical disorders had been revealed in 
psychiatric cases. They used three wards, including 
one for 24 psychiatric cases, and two day hospitals 
(50 geriatric and 35 psychiatric places), as well as 85 
long-stay beds, to provide for all the needs of a 
population of 25,000 aged over 65. He had about 
200 admissions annually (60 per cent dementia, 
25 per cent affective), half of whom went home again 
but 30 per cent wert on to long-stay accommodation. 
The psychiatric day hospital took about 90 new cases 
a year, one-fifth eventually going home again, a 
quarter attending for over a year, and a fifth eventu- 
ally being taken into long-stay care. They owned two 
minibuses and two ambulances for these day atten- 
ders. His ideal was on call consultation, with home 
visits for initial screening, but one-third of their 
referrals came from general hospital or geriatric 
services. 

For Dr P. М. Jeffreys (Harrow, London) the 
psychogeriatrician had two major tasks, the mobili- 
zation and maintenance of enough beds, personnel 
and equipment in the face of administrators! reluct- 
ance, and the establishment of constructive links with 
all the other services, social or voluntary, which 
existed for old people. Clinically, the patient's care 
and support over years was his task, since only a 
minority of illnesses remitted completely. At present 
about 24 million U.K. residents were aged 75 or 
more, and 43 per cent of the women in this age group 
lived alone. In the next 15 years there would be a 
50 per cent increase in people aged 85 and over, 
which was bound to increase the demand for care 
dramatically, The Newcastle prevalence study 
showed that 5 per cent of the elderly at home 
had a severe organic psychoais, and another 15 per 
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‘cent had a major functional disorder. They were 


cared for by neighbours, voluntary societies, various 
divisions of Social Services and by the general 
practitioner and his nursing colleagues. Nearly 10 per 
cent of people aged 75 or over were in institutions, 
half of them in residential homes mostly run by local 
authorities, a quarter in geriatric beds, and less than 
one-sixth under psychiatric care. For every elderly 
confused person in a psychiatric bed, there were two 
in a residential home and nearly one-and-a-half in a 
geriatric bed, Therefore one big part of the psycho- 
geriatrician's job was to go out and meet the hundred 
or so general practitioners in his area, teach, consult 
over the telephone, and hold joint clinics. Another big 
part was to go out with offers of help to social workers, 
including regular visits to residential homes run by 
them. 

Dr C. Godber (Southampton) also emphasized 
the support to residential homes, and to Community 
(G.P.) hospitals where they existed. The problem was 
how with inadequate resources to spread help most 
widely. Four years ago his unit consisted of 100 long- 
stay patients, so that from an elderly population of 
28,000 his predecessor had only managed 50 ad- 
missions a year direct from the community for 
assessment or holiday relief. He had introduced a very 
firm clear admissions policy, in which very few new 
long-stay patients were accepted initially, and as the 
residents died off many of the beds were converted to 
acute short-stay usce—there were now 50 of them 
accepting nearly 600 patients a year. This was backed 
up by work in the community by psychogeriatric 
nurses and by regular medical visits to residential 
homes. Day centre care was handicapped by lack of 
enough transport. He criticized government planning 
for its basis on faulty data. With dementia, a disorder 
predominantly of the over 75s, the expanding 
section of the elderly population, bed norms based on 
the over 65s as a whole would lag further and further 
behind actual requirements. Manpower needs 
derived from existing national averages were self 
confusing. They should be based on the actual staff 
operating a good service. This applied particularly to 
nursing staffing where ‘bed productivity’ is high. It 
was astonishing how much variation there was up and 
down the country, with different models for the 
provision of services. 


A 


MEETING 


Professor Tom Arie (Nottingham) said the 
elderly were society's biggest problem, not just a 
medical problem, but a problem which would never 
be completely solved. It had been proposed that we 
needed one psychogeriatrician to every three general 
psychiatrists, which meant there were about 200 
specialist vacancies, and not more than six senior 
registrars in training. We needed to look on the care of 
the elderly as a political emergency, establish some 
university departments so that all medical students 
got some training, arrange general practitioner 
vocational training and rotating registrar schemes, 
and take good people wherever we found them. 
Part-timers and married women could be fitted in if 
there was administrative flexibility over ranks and 
sessions and the use of money. Some said it was no use 
appointing an extra consultant if the post had no beds 
or supporting staff. On the other hand one did not get 
resources allocated until there was someone there to 
fight for them. However meagre the existing re- 
sources the consultants already in post should be 
expected to share them with a newcomer. 

Professor S. Brandon (Leicester) described his 
city as very backward, with no day places at all, only 
three community psychogeriatric nurses, inability to 
fill his senior lecturer post, and a fragmentation of 
services. Another speaker had the money but could 
not recruit the professionals: Professor Arie reiterated 
‘flexibility’ and suggested advertising for housewives. 
Discussion roamed over whether health visitors could 
do community psychogeriatrics, whether general 
practitioners should control more staff, and how their 


515 


work should be co-ordinated with other services. 
Areas differed greatly. 

Professor B. Isaacs (Birmingham) said geriatrics 
and psychogeriatrics were specialities born out of the 
need to use multiple services economically, not from 
specialist knowledge or technology. Argument waged 
over whether a general psychiatrist could fulfil the 
role, or whether because of the amount of organic 
medicine and liaison and political work, there had to 
be a specialist for it. Newcastle’s urban solution 
would not necessarily work in the rural Isle of Wight 
where Dr L Thomson integrated his elderly 
patients with his general psychiatric service. Other 
general psychiatrists doubted the need for speci- 
alization though it was less clear whether they were 
themselves meeting the psychogeriatric need. Speaker 
after speaker illustrated the extent to which the 
service failed because people could not work together, 
because political and administrative skills were 
lacking. 

Dr Pamela Mason (D.H.S.S., London) said this 
was a transition period and a White Paper was in 
preparation, but she failed to spell out the extent to 
which the Government can recommend but not 
compel, and the gap between the planner at the 
centre and the specialist who meets the crises of 
despair and anger at the periphery remained un- 
bridged. 

Other invited speakers included Dr K. 
(Newcastle), Professor E. Wilkes (Sheffield) and 
there was vigorous discussion from the floor. 
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Social Psychiatry 


People working in the field of social psychiatry 
concern themselves with social factors which may 
affect the onset, duration or outcome of psychiatric 
disorders. This concern encompasses the full range of 
psychiatric conditions and virtually every aspect of 
the structure of society, so that in this short review 
we can only attempt to convey the flavour of the 
subject and to highlight some salient contributions. 

The scientific study of social psychiatry begins with 
Durkheim’s (1897) seminal book on suicide. He 
employed epidemiological techniques to examine the 
distribution of suicide in space and time, he estab- 
lished links between suicide and family structure, and 
on the basis of his findings he formulated, at a high 
level of abstraction, the concept of anomie. Durkheim’s 
book set the pattern for subsequent studies in social 
psychiatry, his findings have been replicated time and 
time again, and the concept of anomie continues to 
stimulate work in the closely related fields of social 
psychology and sociology. 

A piece of work which utilised Durkheim's ap- 
proach and techniques and which represents another 
milestone on the way is Faris and Dunham’s (1939) 
study of the distribution of psychiatric disorders in the 
city of Chicago. Their main innovation was a method 
of describing the geographical and social structure of 
a city, which enabled them to demonstrate that the 
principal psychiatric disorders were differentially 
distributed throughout the city. Despite some 
methodological crudities of their work, their findings 
were replicated by Hare (1956), who found that their 
structural analysis of a city was applicable to Bristol 
and that not only was schizophrenia concentrated in 
the central ‘zone in transition’, but that it was 
associated with the distribution of single-person 
households. This finding could be seen as evidence 
that anomie, the breaking of social bonds, is an 
aetiological factor in schizophrenia, or could be 
explained by the geographical mobility of the 
pre-schizophrenic. 

The opposition of these two viewpoints created a 


1 An occasional feature in the Book Section where 
contributors give their personal choice of important. 
memorable or informative literature. 
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stamping ground for social psychiatrists for many 
years. However stronger evidence accumulated on the 
side of the hypothesis of social and geographical drift, 
particularly the technically ingenious study by 
Goldberg and Morrison (1963) showing that schizo- 
phrenic men have begun to descend the socio- 
economic ladder from the starting point of their 
father’s rung well before the onset of their illness. The 
argument was clinched by Dunham's (1965) re-entry 
into the fray with a study of schizophrenics in Detroit, 
which was methodologically much more sophisticated 
than this earlier work in Chicago. He demonstrated 
conclusively that the excess of schizophrenics in 
central zones of the city was due to migrants who had 
arrived there within the preceding five years before 
the onset of schizophrenia. 

This much has been established by years of 
increasingly sophisticated and focused epidemio- 
logical work. The contribution of epidemiology to 
psychiatry in general is clearly and comprehensively 
dealt with by Cooper and Morgan (1973). The 
establishment of the reality of social drift is, however, 
only the starting point for a new set of inquiries into 
the factors that motivate the pre-schizophrenic to 
leave his family of origin and migrate to the isolation 
of city lodging houses. 

The link between migration and psychiatric dis- 
order has intrigued social psychiatrists for much of 
this century, which has seen large-scale movement of 
peoples through frequent international wars and 
speedy transport. The most authoritative work in this 
area remains Ódegaard's (1932) study of Norwegian 
immigrants to the United States. Meticulously 
conducted and including techniques such as age 
stratification, its methodological rigor has seldom 
been equalled by subsequent workers. Odegaard 
found that the Norwegian immigrants had a higher 
rate of mental illness, particularly schizophrenia, than 
their compatriots who remained at home. He 
postulated selective migration of the more schizoid 
as an explanation, but matters must be more complex 
than this as different immigrant groups show con- 
siderable variation in their experience of mental 
illness, some having an excess and others a paucity 
compared to native groups. This has been convincingly 
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demonstrated recently by Murphy (1978) for 
Canadian immigrants, Once again such a finding is 
only a pointer to more intensive inquiries, in this 
instance, into the interaction between the pressures to 
migrate, the background culture the immigrant takes 
with him, and the new culture he finds himself 
surrounded by. 


Epidemiological techniques have been of great 
value in establishing associations between psychiatric 
conditions and social factors, but have their limi- 
tations. In particular they cannot be used on their 
own to determine the direction of cause and effect, 
but have to be combined with other approaches such 
as the experimental manipulation of the social 
environment. This 1s very difficult to achieve except 
where the psychiatrist holds sway, namely within 
psychiatric institutions. 

The quality of the environment in psychiatric 
institutions has been dissected by Goffman (1968) 
from a sociological point of view. His account 1s 
essentially descriptive and intuitive, but it hits home 
on many issues and it is extremely beneficial to see 
ourselves as Goffman sees us even if he is somewhat 
jaundiced. A more experimental approach 1s repre- 
sented by Wing and Brown's (1970) study of three 
different psychiatric hospitals. This is a natural 
rather than a contrived experiment, but it shows the 
formative effect the social atmosphere in an institution 
can have on the symptoms of the mmates, and 
confirms some of Goffman’s msights. 


A more recent attempt to exploit a natural experi- 
ment is the survey by Brown et al (1977) on the island 
of North Uist in the Outer Hebrides. This area was 
chosen because it retains a traditional culture but is 
likely to undergo rapid change as a consequence of 
the exploitation of North Sea Oil. Their survey 
provides a baseline for the later assessment of social 
change and its psychological concomitants. However, 
the initial survey itself has suggested that there are 
interesting links between the form of neurotic 
symptoms and the respondants’ social position. 
Women occupying a traditional place in island 
society exhibited predominantly anxiety symptoms, 
whereas the ‘outsiders’ suffered more commonly from 
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depression, which was rare in the ‘integrated’ women. 
Durkheim rules, О.К. ? 

Social psychiatry, like astronomy, has only 
recently moved into the field of artificial, as opposed 
to natural, experiments. An example 1s Orford and 
Edwards (1977) comparison of comprehensive 
psychiatric and social work care with a single session 
of counselling for married male alcoholics. Their 
findings provide further evidence for the importance 
of family relationships in determining the outcome of 
psychiatric disorders. Scientific studies of social 
intervention pose knotty methodological problems, 
but these have to be solved if social psychiatrists are 
to advance beyond interesting speculations to the 
identification of social causes of psychological 


symptoms, 
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Dimensions of Intrapersonal Space. Edited by 
Patriok SLATER. London: Academic Press. 
1977. Pp 270. £12.00. 


This companion volume to Explorations of Inira- 
personal Space (ed P. Slater) primarily describes 
methods of mathematical analysis to apply to some 
generalized forms of Kelly's ‘repertory grid’. The 
central chapters usefully bring together the basic 
rationale for Slater’s elegant suite of principal 
component techniques of analysis grids. This inform- 
ation has hitherto been scattered through textbooks, 
journals and mimeographs. It is disappointing, 
however, to find no comparison of alternative, albeit 
morc restricted, techniques, such as cluster analysis or 
smallest space analysis, which have both theoretical 
and pragmatic justifications. At the same time, the 
temptation to treat the grid as an isolated, encap- 
sulated piece of data set for exhaustive numerical 
analysis is unlikely to be dispelled by this volume. An 
illustrative case-study contains 13 pages of grid 
analysis and 2 pages of tenously related clinical 
observation. A somewhat idiosyncratic attempt is 
made to ‘place’ the grid as a psychological instru- 
ment. Brief arguments are offered on teleology and 
determinism, empirical eclecticism and interpersonal 
and intrapersonal sources of variation. Of three 
chapters contributed respectively by Gower, Chet- 
wynd and Phillips, the last on generalized personal 
questionnaire techniques, is likely to be of most 
interest to readers of this Journal. 


PETER STRINGER, Department of Psychology, 
University of Surrey 


Methodologies of Hypnosis: A Critical Appraisal 
of Contemporary Paradigms of Hypnosis. 
Ву P. W. ЅнекнАм and C. М. Perry. New 
Jersey: Lawrence Erlbaum Associates. 1976. 
Pp 329. $18.00. 

There has been a vast expansion of hypnosis 
research in the USA, but some readers may be 
puzzled by this book’s omission of reference to 
publications by European writers in the post- 
Bramwell era (including Pavlov and Freud!). Even if 
they were living on the wrong side of the Atlantic, 
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surely the contribution of such writers is relevant to 
contemporary theories? À more accurate title would 
be *. . . Some Contemporary Paradigms of Hypnosis’. 

Despite its parochialism, I found the book very 
stimulating. A good first chapter relates the historical 
background to contemporary issues, but again this is 
selective, c.g. modern gate control theory of pain is 
related to the painless surgery of Cloquet, but there is 
no mention of the work of Elliotson and Esdaile, in 
disregard of their importance in this phase of develop- 
ment. The authors excuse their historical omissions 
on the plea that there are already many good accounts. 

Though somewhat hard-going, the book can be 
recommended even to exclusive clinicians, for to 
consider alternative conceptualizations of hypnosis 
and the evidence on which they are based is a 
valuable intellectual discipline. The impression is 
given that hypnosis research is proceeding under 
various rival schools, each seeking to establish the 
exclusive validity of its own approach. This is true 
to some extent, but the authors tend to overstress 
minor differences. Certainly, we must closely 
examine the individual trees in the American wood, 
and in appreciating its outlines our own evaluation 
of hypnosis is advanced. In a field which is still 
bedevilled by much myth and inadequate under- 
standing, this book is a welcome addition to modern 
experimentally-based literature. 


Н. B. Ствѕом, Senior Research Fellow, 
The Hatfield Polytechnic, Herts. 


Introductory Lectures on Psychoanalysis. 
Volume 1. By Sicmunp Freup. General 
Editor AnceLa RicHarps. London: Pelican 
Freud Library. 1976. Pp 535. £1.60. 


The Introductory Lectures on Psychoanalysis form the 
first volume of The Pelican Freud Library (1976) but 
were originally published in paperback in 1973. The 
Library is a selection from the Standard Edition of the 
Psychological Works of Sigmund Freud arranged by 
subject-matter, ‘so that the main contributions to any 
particular theme will be found in one volume’. 
Papers bearing directly on technique and on neuro- 
logical problems have been excluded, as have some of 
Freud’s periodical summaries of his views. The 
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Library is edited by Miss Angela Richards, who 
assisted James Strachey with the Standard Edition. 

The presént volume includes a good short'sketch of 
Freud’s life and ideas contributed by Strachey. I 
could find no date for this. Perhaps Strachey might 
have mentioned one or two additional sources of 
Freud’s ideas and technique had he not died three 
years before the publication of Ellenberger’s The 
Discovery of the Unconscious in 1970. I would have liked 
to see a reference to this work among Miss Richards' 
recommendations for further reading. 

The book is well printed and compact. 


Joun KLAUBER, 
16 Elsworthy Road, London 


Hysterical Personality. Edited by Manni J. 
Horowrrz. New York: Jason Aronson. 1977. 
$17.50. 

Hysteria has outlived its obituaries, as Sir Aubrey 
Lewis predicted, and is alive and well and living in 
the University of California. This book is one of a 
series on classical psychoanalysis and its applications. 
Its authors, mostly analysts at that University, define 
hysterical personality broadly, combining description 
(the APA definition), dynamics (repression and 
denial), and cognitive style (following Shapiro’s view 
that hysterical personalities have a global perceptual 
manner and poor memory). The contributors often 
fail to distinguish traits and symptoms to the extent 
that the book’s title could equally be ‘Hysteria’. 
There are reviews of the history of hysteria and its 
epidemiology, and of recent research on hysteria and 
hysterical personality, all adequate. The remainder 
of the book is made up of detailed case commentaries 
which may be of interest to other analysts. For the 
general reader it is dispiriting to find few original 
ideas and so little interest in the objective measure- 
ment of personality. 


I. M. INGRAM, Consultant Psychiatrist, 
Southern General Hospital, Glasgow 


Female Psychology: Contemporary Psycho- 
analytic Views. Edited by Hanorp P. Brux. 
New York: International Universities Press. 
, Pp 434. $22.50. 

Female Psychology is & collection of articles reprinted 
from recent issues of the Journal of the American 

Psychoanalytic Association. Three of the seventeen 
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articles, Stoller on ‘Primary Femininity’, Grossman 
and Stewart on ‘Penis Envy’, and Shafer on Freud’s 
‘Psychology of Women’, are in their very different 
ways important contributions to the subject. Beyond 
this it is difficult to be enthusiastic about the volume. 

The arduous subject of female psychology would 
seem to compound a problem inherent within ego 
psychology. Roy Shafer writes: 

‘Ego psychology has established as the proper 
subject of psychoanalytic study the whole person 
developing and living in a complex world. No 
longer is ours a theory simply of instinct-ridden 
organisms, turbulent unconscious dynamics and 
the like . . . Ego psychology has helped establish 
lively two-way interchanges between psychoanaly- 
sis and modern biology, psychology, anthropology, 
history, linguistics, philosophy, aesthetics, and other 
disciplines’. 

To me this expansion of the frontiers of psycho- 
analysis as claimed for ego psychology is not growth 
but diffusion. The specific subject of psychoanalysis— 
mankind’s unconscious—has been lost. So what we 
have all too clearly reflected here is not the centre of 
psychoanalysis, namely clinical case histories garnered 
from the psychoanalytic setting and the theory 
derived therefrom, but its watery, frontiers with 
sociology, biology, psychology, philosophy and the 
new politics of women’s liberation. The similarities 
and differences in the masculine and feminine 
components of the unconscious are too little under- 
stood for the time to be ripe for this sort of obeisance 
to more fashionable disciplines. ` 


Jurær MrroneLL, Freelance Writer and University 
Lecturer, 4 Cardozo Road, London 


Bisexuality. A Study. By CHARLOTTE WOLFF. 
London: Quartet Books. 1977. Pp 246. £6.50. 

This book is a protest against a conventional, 
narrow-minded concept of human sexuality and a 
defence of bisexuality. Though I sympathize with 
its intentions, I doubt its conclusions. 

The author defines bisexuality as follows: ‘Bi- 
sexuality is the root of human sexuahty and the 
matrix of all bio-physical reactions, be they passive or 
active. Bisexuality is expressed first and foremost in 
bi-gender identity, which may or may not lead to 
bisexual orientation’. This statement the author tries 
to elucidate through interviewing 75 women and 
75 men who have labelled themselves bisexual. 
Further these men and women have filled out a 
questionnaire and have written their autobiographies. 

The book contains 30 statistical tables, but in my 
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opinion the nine autobiographies are more inform- 
ative. But these autobiographies also give one the 
impression that the participants in the study are 
predominantly homosexual, not bisexual. Penelope, а 
young married woman, says: ‘It seems to me that my 
predominant sexual taste is for lesbianism, because in 
a general way I do not find men sexually attractive’. 
Audrey, 51 years old, unmarried, says: ‘My real 
attraction is for a woman . . . I wonder if I am really 
bisexual’. And Gordon, a married man in his fifties, 
says that he ‘rarely seems to get real satisfaction’ and 
that he is ‘looking for a mirror-image of myself—a 
manly man to go to bed with, which is a paradox’. 
Do Penelope, Audrey and Gordon have a ‘bi-gender 
identity’? And what is the difference between them 
and other homosexual persons with or without 
sexual relations to both sexes? 


I do not mind the concept of bisexuality. But from 
my own contact with sexual subcultures it 1s my 
impression that bisexual people are rare and that 
most people, deep in their mind, know very well 
whether they are predominantly heterosexual or 
homosexual. In a great many cases, more than were 
admitted earlier, people of heterosexual attitude show 
homosexual behaviour and vice versa. This fact, 
though, demands, not the introduction of a third 
term, bisexuality, but that we should extend our 
understanding of what it means to be heterosexual— 
or if you like, that we should extend the concept of 
normality. 

Charlotte Wolff says that no large-scale study on 
bisexuality ever has been attempted and that she 
‘decided to fill the gap’. It is not a modest aim; and 
in my opinion she has not succeeded in fulfilling it. 
But she has written a provocative, warm-hearted, 
interesting book about a controversial topic. I hope 
many will read it and make up their minds. 


Presen Herrort, Consultant Psychiatrist, The University 
Clinic of Psychiatry and Sexological Research Unit, 
Copenhagen 


The Cognitive Unconscious: A Piagetian 
Approach to Psychotherapy. By MELVN L. 
Weiner. Davis, California: International Psy- 


chological Press. 1975. Pp 202. $12.95. 


In this book the author advocates a new technique 
for helping patients with psychogenic difficulties in 
the work and learning spheres. He accepts an analytic 
viewpoint but suggests that psychoanalytic psycho- 
therapy often fais, particularly in cases where 
defences such as denial and repression are used 
extensively. In his view a therapeutic stalemate may 
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come about because of a failure to break through 
these defences. In an attempt to overcome such 
difficulties Dr Weiner introduced, with selected 
patients, a number of intellectual problem-solving 
tasks to be performed in the session. In this procedure 
he takes note of the patient's approach to the task, 
asks questions (in the Piagetian manner) and 
encourages the patient to give his associations to the 
task and to the difficulties encountered. 

Weiner makes the assumption that the patient 
‘transfers’ his essential problems in approaching the 
intellectual problem, and maintains that the examin- 
ation of the ‘cognitive unconscious’ and the ‘affective 
unconscious' together can lead to the revelation of 
important past traumas and fixations which would 
otherwise elude the therapist. 

A number of clinical examples are given, but I 
must confess that I cannot discern in the descriptions 
of Dr Weiner's treatnent much more than a psycho- 
analytically-based, active exploratory and inter- 
pretative approach with a strong didactic aspect. In a 
sense the usual transference relationship is trans- 
formed into a teacher-pupil one, although the 
technique also demands the sophisticated under- 
standing of a trained analytic psychotherapist. 
Nevertheless, this book should not be ignored, for it 
offers the adventurous psychotherapist an approach 
to patients which might prove of value in certain 
special cases. 


ANNE-MARIE SANDLER, Psychoanalyst, 
35 Oxford Road, London 


A Bibliography in Dynamic, Familial and 
Social Psychiatry. Written for the Study 
Group of the Society Clinical Psychiatrists by 
JOHN BirTCHNELL and SHEILA НАРТЕВ GRAY. 
Available from ICI Pharmaceuticals Division. 
£1.00. 


To attempt a comprehensive bibliography of the 
fields outlined in the title is a Herculean task; 
Omissions of key references is inevitable, and in some 
fields for e.g. adolescence, the selection of references 
was so arbitrary that I would have liked a clear 
indication that it was in no way comprehensive. 
Since a book like this will inevitably be out of date 
by the time it is published, it would be useful to 
know the date when the manuscript was submitted. 
The authors state in their Introduction that one of 
their aims in publishing this bibliography was to 
indicate 'the vast extent and fascination of human 
psychology'. They appear to have achieved this aim, 
as well as giving references to work in areas of 
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psychiatry not covered by the textbooks, e.g. step- 
parents, feminism, emotional aspects of the face. This 
book should be on the shelves of any library in the 
Department of Child Psychiatry. 


Frances Marks, Consultant Child Psychiatrist, 
The London Hospital 


Free to Feel. Finding Your Way Through The 
New Therapies. By Jerome Liss. London: 
Wildwood House. 1974. Pp 265. £2.50. 


This is an excellent introduction to the New 
Psychotherapies. It should prove invaluable to 
‘straight’ therapists who, ignorant of this particular 
maze, become irritated by its challenge. This is 
particularly so if that challenge takes the form of one’s 
own patient asking to combine, say, ‘primaling’ or 
‘Rolfing’ with their useful but pedestrian once-weekly, 
NHS, psychotherapy. Those familiar, either through 
personal experience or that of friends or patients, with 
the ambiance of the New Therapies will recognize 
Liss as a card-carrying member whose language and 
expression, terminology and enthusiasm epitomize the 
movement. For the critical reader, between-the-lines 
reading suggests limitations, particularly the over- 
emphasis on the therapeutic power of therapies 
aimed primarily at emotional release. Liss is aware 
of criticisms and discusses some of these. He is also 
sensible about the selection of appropriate therapies 
and about potential dangers. 

He regards Reich’s theoretical influence as 
seminal and Gestalt therapy as central. Other 
techniques outlined include: encounter, synanon, 
psychodrama, co-counselling, bioenergetics, primal 
scream, and body massage. The book is liberally 
illustrated with samples of speech and interaction 
between client and therapist. 

At a remarkably low price, this book is recom- 
mended as a library buy. 


Swwney Crown, Consultant Psychiatrist, 
The London Hospital 


Psychoanalysis and Family Therapy. By Нкм 
STERLIN. New York: Jason Aronson. 1977. 
Pp 342. $15.00. 

Helm Stierlin studied philosophy and medicine at 
Heidelberg from 1946, but, dissatisfied with the 
organic bias of European psychiatry, moved to the 
United States, where he was influenced first by the 
ideas of H. S. Sullivan. He then worked for some 
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years at Chestnut Lodge, training as a psycho-analyst 
and engaging in the long-term analytic psychotherapy 
of schizophrenic and borderline patients, while he was 
simultaneously being influenced by many of the 
American pioneers of family therapy. He confirmed 
for himself Sullivan's dictum that families of schizo- 
phrenics undergomg individual psychotherapy tended 
to remove them from treatment as soon as real 
improvement began, and saw the need to treat the 
family system rather than the most symptomatic 
individual in isolation. 

Since then the has sought to integrate the concepts 
of psychoanalysis and family therapy. He sees these 
as two different though related paradigms of which 
the family systems approach is the more general and 
inclusive. It is fortunate for Europe that Stierlin has 
recently returned to Heidelberg, where he currently 
plays a major role in teaching family systems ap- 
proaches on the continent. 


This book is a collection of his papers published 
between 1959 and 1976, recounting the development 
of his ideas. Though his attempt to retain some 
psycho-analytic concepts often appears to complicate 
issues which can be expressed more simply in other 
language, his openness and willingness to question 
existing ideas makes his work stimulating and 
thought-provoking. It will be of interest not only to 
psycho-analysts and family therapists but also to 
others seeking to understand and help schizophrenic, 
borderline and other severely disturbed persons. 


А. C. ROBIN SKYNNER, 
The Group- Analytic Practice, London 


Symbols and Sentiments. Edited by loan Lewn. 
London: Academic Press. 1977. Pp 300. £8.50. 

English anthropologists, seeking to establish their 
discıpline as a separate science have, with a few 
exceptions, rejected the contributions psychiatrists 
and psychoanalysts could make to it. Presumably this 
was necessary for a time, but it could not continue 
and this book aims to re-establish discussion. It 
contains high-standard lectures given at an inter- 
discipinary seminar and adds a historian as well. The 
result is a wide ranging account of researches into 
symbolism: accounts of religious practices are put 
side by side with experiences under the influence of 
LSD, aggressive acting out, a beautiful account of the 
king’s person as a symbolic form, and a good account 
of symbolism as conceived by psychoanalysts. 


Whether this book will be of much interest to 
psychiatrists seems doubtful, but it is good to know 
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that this cross-fertilization is taking place. Personally 
I found ‘Aspects of Hindu Asceticism’ useful in that 
it digests the eastern cult with Kleinian theory. Today 
more and more patients are influenced by such cults 
and it is careful to have easily available knowledge of 
them when practising psychotherapy. 


MIcHAEL FonpHAM, Assistant Director, 
Paddington Clinic Child Guidance Unit, London 


Psychology for Nurses. Jenner M. Jarvis and 
Jorn Стввом. Fourth Edition. Oxford: Blackwell 
Scientific Publications. 1977. Pp 148. £3.25. 

With its 148 pages this little book, first published in 

1961, has a big task. It does not accomplish it 

successfully. 


Its purpose is not clearly stated in the text, but may 
be surmized from the sentence on the back cover: it 
‘will enable her (the nurse) to appreciate the psycho- 
logical processes in her patients and the applications 
of psychology to nursing, medicine, learning and 
work’, I doubt it. 

Faced with the task of having to exclude large 
tracts of their subject field, the authors had to 
decide what in psychology was likely to be of most 
relevance to working as a nurse. I cannot believe that 
this is what they actually did. They show no aware- 
ness of what information from psychology might make 
the nurse more sensitive, insightful and effective in his 
or her job, In the absence, apparently, of any analysis 
of that job and therefore of any principles for 
selecting appropriate material, they seem to have 
picked, virtually at random, a number of topics, the 
majority of which are treated so superficially as to be 
largely meaningless. 

Nurses are front-line therapists, no matter in 
what kind of hospital they work. They are offered 
nothing here to support them in this major role. No 
psychological studies of the patient-nurse or patient- 
doctor relationship are mentioned; not even studies 
of patients’ response to surgery in relation to simple 
pre-operative interventions in the form of discussion, 
advice and instruction. Since nurses are inevitably 
potent behaviour modifiers, one might have expected 
a little more on this topic than the fourteen lines 
popped in at the end of the chapter on mental 
retardation. Eighteen lines are accorded to ‘Theories 
of learning’ (‘trial and error’, ‘insight’, and ‘con- 
ditioning’), 7 of which go to Kohler’s observations on 
the chimpanzee solving problems by ‘insight’. No 
attempt is made to relate learning to psychological 
treatment processes, with the exception of the rather 
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dubious illustration of the use of apomorphine in the 
treatment of alcoholic addiction. A whole chapter is 
devoted to social psychology; but nothing 1s said 
about the numerous American studies of social 
learning and modelling, especially in children, nor 
about Argyle’s important work on social skills. On the 
other hand, ten pages are devoted to the description 
(albeit very sketchily) of a haphazard and unrepre- 
sentative collection of psychological tests, only per- 
haps two of which are likely to be used by a nurse. 
About two pages are given to the Illinois Test of 
Psycholinguistic Ability: why? Any nurse reading this 
Appendix could be forgiven for dismussing psycho- 
logical tests as incomprehensible or useless or both. 


Apart possibly from the four chapters on medicine 
and psychology (particularly Chapter 9 on brain 
structure and function) and the last two on psycho- 
logy in education and industry, the book is nothing 
but a concatenation of clichés, glimpses of the 
obvious (‘Blindness in one eye breeds a fear of harm 
to the other, . . 2 p 84, line 31), and sometimes 
impenetrable obscurities: what, for example, will the 
reader in his or her first year in nursing make of ‘But 
behind all this, hidden from our consciousness by a 
curtain that is only occasionally and then jerkily and 
briefly drawn aside, is the unconscious mind, of 
whose existence we are consciously unaware’? 
(Page 59, lines 4 to 7). 

To conclude: this is the fourth edition of a book 
that first appeared 27 years ago. It does a good deal 
less than flatter the intelligence of the students for 
whom it is intended; it is, I believe, downright 
misleading. I am amazed that any publisher should 
be so badly advised by his editors as to reissue it now. 


J. GRAWAM-WHITE, Clinical Psychologist, 
Royal Edinburgh Hospital 


Handbook of Psychiatry for Social Workers 
and Health Visitors. By CHARLES BAGG. 
London: Constable. 1977. Pp 438. £9.00. 


Dr Bagg has attempted to provide a handbook 
that will be equal value to both social workers and 
health visitors. In some 400 pages he covers the major 
psychiatric disorders of both child and adulthood, the 
medical, community and administrative processes for 
their alleviation and the social worker’s functions in 
the disorders he describes. Less attention is devoted to 
the specific functions of the health visitor—the 
author remaining content to equate the roles of these 
two helping professionals in most instances. Inevit- 
ably, there are many difficulties inherent in attempt- 
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ing such a wide coverage of material and in providing 
a text for two very different groups of workers, even 
if we allow for the fact that they have many functions 
in common. Not surprisingly then, these difficulties 
reveal themselves at many places in the text taking 
the form of a lack of sequence and some super- 
ficiality of treatment. On the positive side, some 
aspects are dealt with very well, particularly those 
concerned with the uses and abuses of medication, the 
disorders of old age, and epilepsy. T'he student Health 
Visitor will probably find the book a useful primer, 
but the professional social worker and the student in 
training require a more ‘in depth’ treatment of a 
more limited range of subject matter than is provided 
in this somewhat expensive volume. 


HERSCHEL Prins, Senior Lecturer, 
School of Social Work, University of Leicester 


Butterfly Man. By JosseH Н. Berre. London: 
Hutchinson. 1977. Pp 168. £4.95. 


Dr Berke is well known as the co-author of the book 
about Mary Barnes, and never in the field of psychi- 
atry was so much owed by one doctor to onc patient. 
Here, he gives what is described as a ‘devastating and 
definitive indictment’ of physical methods of treat- 
ment in psychiatry, together with some information 
about the methods used by him and his colleagues at 
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the Arbours Association in London. These seem to 
derive mainly from the theories of R. D. Laing, 
though the guru has a surprisingly low profile here. 

Whether one agrees with it or not, this is à very 
bad book. It is not long enough to' develop an 
argument of any importance and is full of sloppy 
generalizations. For instance 'It is now well known 
that schizophrenic patients will respond to any new 
treatment, whether vitamins, sugar pills, or holding 
hands, so long as the attending doctor is interested in 
it’. Is that known? 

As far as I can see, the author makes no allowance 
for the possible existence of different kinds of psych- 
iatric disorder which might need to be approached in 
different ways. In four years 143 people were seen at 
his crisis centre, and of these nearly 40 per cent were 
of foreign nationality (including 31 Americans) 
compared with 0.5 per cent in my own service. Only 
13 of these clients were aged over 60! He refers to 
visiting someone in a mental hospital in New York, 
which involved passing 'through several heavily 
guarded and locked steel doors’; nothing is added to 
indicate the totally different situation in Britain. The 
case histories are almost of the standard of Readers’ 
Digest. 

Dr Berke, do us a favour; why not go home? 


Носн FREEMAN, Consultant Psychiatrist, 
Hope Hospital, Salford 
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Many of these books will be reviewed at a later date 
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SCHIZOPHRENIA IN FICTION 


Dear Sr, 

In Dickens’ David Copperfield, the following 
conversation takes place between David, the narrator, 
and Mr Dick, a friend of David’s aunt: 


‘Do you recollect the date’, said Mr Dick, looking 
earnestly at me, and taking up his pen to note it down, 
‘when King Charles the First had his head cut off?’ 
I said I believed it happened in the next year sixteen 
hundred and forty nine. ‘Well’, returned Mr Dick, 
scratching his ear with his pen, and looking dubiously at 
me, ‘So the books say; but I don’t see how that can be. 
Because, if it was so long ago, how could the people 
about him have made that mistake of putting some of 
the trouble out of kis head, after it was taken off, into 
mine? 


Schneider (1959) has said that one of the symptoms 
of first rank in the diagnosis of schizophrenia is the 
attribution of thoughts to other people, who intrude 
their thoughts upon the patient, and this would seem 
to apply here. Schneider’s one caveat is that there is 
no physical illness present which might cause the 
symptom, and this may reasonably be inferred from 
the text; Mr Dick's symptom persisted in the context 
of otherwise good health for a period of fifteen to 
twenty years. 

In jane Eyre the following is a description of 
Mrs Rochester's behaviour: 


*In the deep shade, at the further end of the room, a 
figure ran backwards and forwards. What it was, 
whether beast or human being, one could not, at first 
sight, tell: it grovelled, seemingly, on all fours; it matched 
and growled like some strange wild animal; but 1t was 
covered with clothing; and a quantity of dark, grizzled 
hair, wild as a mane, hid its head and face; . . . the 
clothed hyena rose up and stood tall on its hind feet... . 
the maniac bellowed: she parted her shaggy locks from 
her visage, and gazed wildly at her visitors. The lunatic 
sprang and grappled his throat viciously, and laid her 
teeth to his cheek . . .". 


This rather metaphorical account defies diagnosis 
and it may have been based on lay concepts of 
madness rather than on observation. 

Accuracy of observation sufficient to allow a 


diagnosis to be made has been noted previously in 
Dickens’ work (Cecil-Loeb, 1971). The Pickwickian 
syndrome of somnolence and obesity illustrated by fat 
Joe in The Pickwick Papers has been thought to be an 
example of the cardio-respiratory failure of extreme 
obesity. It is in these medical descriptions that 
Dickens’ detailed recording of observation may be 
validated, and perhaps this accuracy generalizes to 
other varieties of behaviour shown by his characters, 
which cannot be compared with precise standards. 
From a literary viewpoint, it might be argued that 
although accuracy is an asset in creating social 
realism, it is a disadvantage in the more romantic 
novel like 7ane Eyre, depending for its effectiveness on 
a less obvious adherence to fact. 
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EPILEPTIC FIT AFTER CLOMIPRAMINE 


DEAR SIR, 

A 67-year-old woman was admitted to a psychiatric 
ward suffering from a depressive illness. The clomi- 
pramine 50 mg three times daily which she had been 
taking as an outpatient was not continued and 36 
hours after admission she became unconscious; her 
respiration became audible, she slouched down in the 
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chair in which she had been sitting and there were 
clonic contractions of her arms and legs. She was 
conscious after a quarter of an hour, then in a few 
minutes she went to sleep for the night. 

There was no improvement in her mental state 
following the convulsion. Her medication was 
restarted and she recovered over the next six weeks; 
the dose was then gradually reduced and there were 
no further convulsive episodes. 

There was no family or personal history of con- 
vulsions, nor any history of conditions which might 
predispose to these. There was no history of drug or 
alcohol abuse. No abnormalities were found on 
physical examination or investigation, the latter 
having included an electrocardiograph, and electro- 
encephalograph and a brain scan. 

The absence of any disorder which could cause, or 
predispose to, a convulsion makes it possible that 
drug withdrawal was responsible for the episode. 
There have been two reports of convulsions following 
withdrawal of amitriptyline and imipramine (Com- 
mittee on Safety of Medicines—personal communi- 
cation) respectively, and thus is would seem that 
convulsions are a possible risk of abrupt withdrawal of 
this group of drugs. 


Department of Psychiatry, 
The University of Liverpool, 
6 Abercromby Square, 
Liverpool L69 3BX 


M. L. Rosmeon 


WARD ROUNDS 
Dear Sim, 

I was interested in the letter in the January 1978 
issue of the Journal (132, p 111) from the lady who 
complained about ward rounds. I have met many 
fellow psychiatrists who have been unhappy, as I am, 
with the format of the usual ward round but have 
been unable to come up with any alternatives. It 
would be most interesting if you could publish 
descriptions from other psychiatrists who have 
successfully tried alternative methods. 

Sam BAXTER 
Department of Psychiatry, 
Charing Cross Hospital (Fulham), 
Fulham Palace Road, 
London W6 8RF 


Dear Sir, 

How timely it is that a patient should point out 
some of the faults inherent in psychiatric rounds 
(Journal, January 1978, 132, 111-12). Perhaps he is 
also touching on a number of other issues which 
should concern us as doctors. 
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Firstly, the issue of patients! confidence that their 
case is being treated with due regard for their 
personal privacy. The author clearly fecls that this is 
not the case and that his privacy was indeed intruded 
upon. It is a familiar psychoanalytical concept that 
patients find it hard to reveal highly affect-laden 
material especially in the presence of an intrusive 
therapist. How much more applicable this must be to 
a ‘team interview’. 

Secondly, the cost benefit of the team round is, by 
implication, questioned. Many of us must frequently 
have wondered whether all of the ten or even fifteen 
persons present at a round might be more usefully 
occupied, Were such a round to last 24 hours it would 
be equivalent to a full week’s work for one person. 

It is argued that such events are valuable learning 
experiences for the team members, but, even ignoring 
the confidentiality issue, this notion must be regarded 
with due scepticism, Perhaps the physiotherapist 
might agree. 

We should conduct these clinical activities with 
greater regard for the ill-effects on our patients and 
for their cost, just as we do when prescribing drugs. 

Or do we feel that our paramedical colleagues 
would be resentful at being excluded from the 
decision-making process? Do we now serve the team 
rather than the patient? 

P. К. GILLMAN 
Clinical Psychopharmacology Unit, 
Guy’s Hospital, 
St. Thomas Street, 
London SE1 9RT 


KNOWLEDGE OF SIDE EFFECTS AND 
PERSEVERANCE WITH MEDICATION 


Dear $m, 

In two earlier studies (Myers and Calvert 1973; 
1976) we found that forewarning patients of possible 
side-effects of two antidepressant drugs (amitrip- 
tyline and dothiepin) did not affect the incidence of 
reported side-effects nor did it significantly influence 
the rate of discontinuance of medication. 

Sixty-six patients with primary depressive illness 
were drawn from attendersat a psychiatric out-patient 
clinic between May 1974 and June 1976. They were 
randomly allocated to one of three groups. Patients 
in Group A were told they were being given a drug to 
cure their depression; those in Group B were told 
they were being given a drug to cure their depression 
and were also told the side-effects they might ex- 
perience, in which event they were advised to con- 
tinue the medication; patients in Group C were 
given identical verbal information to those in Group 
B and, in addition, the information was presented in 
written form for them to take away. 
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The diagnosis of depression was based on the 
usual clinical criteria for depressive illness. Dothiepin 
was prescribed in 35 cases, clomipramine in 11 cases, 
and various other antidepressants in the remaining 
20 cases. The only other drugs prescribed were 
flurazepam as an hypnotic and diazepam or loraze- 
pam as sedatives. Patients were reviewed 2, 4 and 6 
weeks after the initial prescription, and were first asked 
‘What effect did the tablets have on you?’ If the 
answer did not indicate side-effects, they were then 
asked ‘Did the tablets have any adverse effect on you 
or make you feel bad in any way?’ Each patient was 
also asked ‘Did you take the tablets for the full two 
weeks?’ The justification for using interrogation as 
the method of determining compliance is discussed 
by Myers and Calvert (1973; 1976). 

There were no statistically significant differences 
in age and sex or in prescription of the various 
antidepressants, or in distribution of the 9 defaulters 
between the groups. 

Side-effects were reported by 87 per cent of the 
sample, with no significant difference between the 
groups, but the rate of discontinuance of medication 
differed significantly (see Table), being much less 
when written information was provided. 

Ley et al (1976) have emphasized the importance 
of the patient understanding the instructions given 
him, and written information may help or perhaps 
increase the ‘attention-placebo’ effect (Haynes, 
1976). We suggest that written information about 
side-effects should always be given both in clinical 
practice and in drug trials. 

E. D. MYERS 
E. J. CALvERT 
St Edward's Hospital, 
Cheddleton, 


Lesk, 
Staffs ST13 7EB 
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TABLE 
Knowledge of side-effects and continuance with medication in 
patients who experienced side-effects 
Group C 
Group A Group B Verbal and 
No Verbal written 
information information infi tion 
Continued 7 13 19 
Discontinued 4 6 0 
x? df р 
Overall 8-06 2 < 0-02 
AvB 0-0018 1 < 0.80 
Аус 5:14 1 < 0:05 
Вус 4-95 1 < 0-05 





LIST OF BOOKS SUITABLE FOR А 
PSYCHIATRIC LIBRARY 


DEAR Sir, 

Dr Bowlby’s Sub-Committee accept responsibility 
for design and contents of the List of Books Suitable for a 
Psychiatric Library recently published by the Royal 
College of Psychiatrists. As stated in the Preface, their 
aim is not completeness, but balance. We must refer 
to an extraordinary imbalance, which is much to the 
disadvantage of trainees. 

Section R9, titled ‘Family Psychiatry’, suffers a 
curious omission: no book specifically on Family 
Psychiatry! The section is overburdened with works 
which are remotely connected with Family Psychiatry 
or whose theme is Family Therapy, an import from 
the U.S.A. only recently practised in this country and, 
of course, only a part of Family Psychiatry. The latter 
—a British innovation—is extensively covered in all its 
aspects (theory, psychopathology, diagnosis and 
therapy) in a seminal work, Family Psychiatry (1963), 
and later in Theory and Practice of Family Psychiatry 
(1968) and Principles of Family Psychiatry (1975), all 
three by Dr J. С. Howells. 

Tt is unfortunate that trainees looking for guidance 
in the List will be denied the benefit of these funda- 
mental volumes, which are indeed the only works 
titled ‘family psychiatry’. 


D. Appy 
J. BERMUDEZ 
J. J. Cura. 
W. R. GuiRGUIS 
J. K. Mereirr 
The Institute of Family Psychiatry, 
The Ipswich Hospital, 
23 Henley Road, Ipswich IP1 3TF 


528 


SPECIALIST NURSES 


Dear Sir, 

I have been watching with interest the continuing 
debate between Professor Goldberg and others over 
the use of nurses as behaviour therapists (Journal, 
February 1978, 132, p 205-6). 

It seems to me that there is one very obvious flaw 
in Professor Goldberg’s argument—that allowing 
nurses to practise behaviour therapy is like letting 
lorry drivers pilot jet planes. The flaw is the implicit 
assumption that behaviour therapy 1s an effective 
method of treatment with a sound empirical and 
scientific basis! A recent comprehensive review 
article (Russell, 1974) of behaviour modification 
methods reflects these growing doubts. Essentially 
there has been a considerable decline in ‘success 
rates’ as a result of more rigorously controlled 
experimentation, Klein et al (1969) reported that 
Wolpe first claimed 90 per cent, then 80 per cent, 
more recently other therapists claim only 70 per cent, 
Cooper, Gelder and Marks (1965) claim 61 per cent, 
and treatment of alcoholism reaches 50 per cent 
(Blake, 1965). Eysenck and Beech conclude (1971): 
‘But on the whole we would agree that behaviour 
therapists have not done conspicuously better than 
psychotherapists and psychoanalysts in demonstrating 
the clinical effectiveness of their methods, as com- 
pared to other methods, or even to spontaneous 
remission’. Also, the correlation between theory and 
method is poor; for example, Lang (1969) stated about 
relaxation in desensitization ‘... relaxation has not 
been established by the studies as a generation of 
fear-competing psychological responses’, and other 
studies have demonstrated that neither relaxation nor 
an imaginary hierarchy is necessary. 

Therefore, jet pilots who must work from a sound 
basis of scientific principles (aerodynamics, metero- 
logy, electronics, navigation, physics) that have to be 
mastered or people will die, are not in a similar 
situation as nurses practising behaviour therapy. To 
quote the review article, ‘Apparently, almost any type 
of treatment helps the patient more than no treat- 
ment, and all treatments are about equally effective’ 
(p 119); nine studies are cited in support of this 
contention. 

So let us not be hasty in restricting the use of a 
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treatment whose theoretical/empirical foundations 

have little to do with its application. 

Anprew R. ARTHUR 

Young People’s Unit, 

Victoria Road, Ё 

Macclesfield SK10 335 
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CLINICAL ROLE OF THE NURSE 
Dear Sir, 

The Royal College of Nursing and the British 
Psychological Society have recently set up a Joint~ 
Standing Committee to consider matters of mutual 
concern, One such matter which the Committee 
intends to discuss is the extension of the clinical role of 
the nurse, with particular reference to developments 
in behaviour therapy and behaviour modification. 
My purpose in writing is to invite individuals and 
bodies to make their views on this subject known to 
the Committee, by writing to Mr P. D. Mellor, 
Royal College of Nursing, Henrietta Place, London 
WIM ОАВ. 

Frank M. McPHERSON 


Chairman 
RCN|BPS Joint Standing Committee 
Clinical Psychology Department, 
Royal Dundee ГА Hospital, 
Dundee DD2 5NF 
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NOTICE TO CONTRIBUTORS 


The British Journal of Psychiatry is published monthly under the auspices of the Royal College of Psychiatrists. 
The Journal publishes original work in all fields of psychiatry. Communications on general editorial matters, 
including manuscripts for publication, printed matter and books for review, should be sent to The Editor, 
The Royal College of Psychiatrists, 17 Belgrave Square, London SW: X 8PG. 


ы Contributions are accepted for publication on condition that their substance has not been published or 
submitted for publication elsewhere. The Journal does not hold itself responsible for statements made by 
contributors. Unless so stated, material in the Journal does not necessarily reflect the views of the Editor or of 
the Royal College of Psychiatrists. 


Articles published become the property of the Journal and can be published elsewhere in full or part only 
with the Editor’s written permission. 


Manuscripts Three high quality copies (one of which should be the original typescript) should be submitted. 
Articles must be typed on one side of the paper only with double spacing and wide margins, and the pages 
must be numbered. 


The title should be brief and to the point. A sub-title may be used to amplify the main title. The names of 
the authors should appear on the title page; their names, degrees, and affiliations should be given at the end of 
the paper. 

A summary should be given at the beginning of the article. It should be brief and factual and not normally 
more than 120 words. 


References should be listed alphabetically at the end of the paper, the titles of journals being given in full. 
For the reference list, authors should follow the style of the Journal and study the illustrations set out below. 
Titles of books and of journals will be printed in italics and should therefore be underlined in the typescript. 


KENDELL, R. E. (1974) The stability of psychiatric diagnoses. British Journal of Psychiatry, 124, 352-8. 
Киттек, M., Tizarp, J. & Wurrmorg, К. (1970) Education, Health and Behaviour, р 14. London: Longman. 


Scorr, P. D. (1964) Definition, classification, prognosis and treatment. In Pathology and Treatment of Sexual 
Deviation (ed. Y. Rosen). Oxford University Press. 


Durxuem, E. (1897) Le Suicide. Paris, Translated 1952 as Suicide: A Study in Sociology, by J. A. Spaulding 
and C. Simpson, pp 191-206. London: Routledge and Kegan Paul. 


In the text, references should be made by giving in brackets the name of the author and the year of 
publication, e.g. (Smith, 1971); or ‘Smith (1971) showed that...’ 
Symbols and Abbreviations Follow *Units, Symbols and Abbreviations, a Guide for Biological and 


Medical Editors and Authors! (1971, The Royal Society of Medicine, 1 Wimpole Street, London W1M 8AE). 
Terms or abbreviations which might not be understood by the average reader should be explained. 


Tables and Figures Each table and figure must be on a separate sheet and its desired position in the 
text should be indicated (Table II here). Figures should be original drawings or glossy photos (not photocopies); - 
the author’s name and the title of the paper should be written in pencil on the back. Tables and figures should 
be self-explanatory, with adequate headings and footnotes. Units of measure must always be clearly indicated. 


Editing Manuscripts accepted for publication are subject to copy-editing and to editorial changes 
required for conformity with Journal style. 


Proofs A proof will be sent to the senior author of an article. Corrections other than printer’s errors 
may be disallowed or charged to the authors. Reprints prepared at the same time as the Journal should be 
ordered for all authors from the printers when the proof is returned to the Editor. 


General advice to authors In the assessment of papers submitted to the Journal, great importance 15 attached 
to conciseness and clarity. Authors should study ‘General Notes on the Preparation of Scientific Papers’, published 
by the Royal Society (6 Carlton House Terrace, London SWi1Y 5AG), 1974 edition. They should check the 
accuracy of all references in their manuscript and ensure that dates and spellings correspond in the text and 
reference list. 





brand of doxepin : *Trade Mark 


Improves sleep...even before it 
lifts the patient's depression 


Sinequan is not an hypnotic but a sedative-antidepressant. 
Helps to relieve sleep disturbances due to depression while 
alleviating the underlying depression itself. Improves the quality 
and quantity of sleep...patients experience fewer awakenings... 

feel more rested in the morning. ' Can obviate the need for 
hypnotics.’ 





Indications: depression with or without anxiety. Contraindications: glaucoma, urinary retention, hypersensitivity 
to the drug. Side effects: dry mouth and drowsiness are most commonly reported. Precautions: Sinequan may 
potentiate other compounds- e.g., monoamine oxidase inhibitors; not recommended in pregnancy or children 
under 12 years of age. Packs and Basic N.H.S. Cost: 10mg capsules (P.L. 57/5032), pack of 100, £2 42; 25mg. 
capsules (РІ. 57/5033), pack of 100, £3-44; 50mg. capsules (P.L. 87/8034), pack of 100, £5 70, 78mg. capsules 
(P.L. 57/0133), pack of 60, £3.39. References: |. Scientific Exhibit, Annual Meeting of Massachusetts Medical 
Society, Boston, Mass. May 30th -June ist 1972. 2. Modern Medicine (С.В), September 1976. 


Further information on request to the Company. 





PFIZER LIMITED 
SANDWICH, KENT 
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_ ST. ANDREW'S HOSPITAL, NORTHAMPTON 
PRIVATE PSYCHIATRIC CARE—A COMPREHENSIVE FACILITY 


St. Andrew's aims to provide the best in psychiatric care in a comfortable and relaxed 
environment. Staffed by eight full-time Consultant Psychiatrists, three Clinical Psychologists and 
with a full complement of skilled nursing and rehabilitation staff, the hospital offers a broad range 
of psychiatric treatments. Care is provided on a short, medium and long term basis and the 
following specific units are available: 


SHORT TERM ACUTE TREATMENT PSYCHOGERIATRIC 

ALCOHOL TREATMENT BRAIN DAMAGE AND EPILEPSY INVESTIGATION 
BEHAVIOUR MODIFICATION PSYCHOTHERAPY 

DAY HOSPITAL MENTAL HANDICAP 


Out-patient facilities are available at the hospital, at 148 and 152 Harley Street, London W.1., 
Oxford and Bedford. 


St. Andrew's is an Independent Hospital and subscribers to the main Private Contributory 
Schemes may claim benefits within the terms of these schemes. 


Further details and brochures may be obtained from the Medical Director. 
St. Andrew's Hospital, Northampton. 
Telephone 0604 21311. 








The Retreat, York 


for Psychiatric IlInesses 











Founded in 1792 by the Quaker, William Tuke, who established the tradition of concern 
for patients as individuals. The Retreat is a 250 bedded private registered nursing home 
surrounded by extensive grounds on the outskirts of the historic City of York. It is easily 
reached by rail and motorways. 






Care and treatment is offered for most types of psychiatric illness on the short or long 
term in a sympathetic and friendly atmosphere. Patients suffering from neuroses, 
psychoses, alcoholism and dementia are treated in surroundings suitable for their indivi- 
dual needs. 






The Nursing Home is a registered charity and is able to offer inclusive care in shared 
accommodation from £12.65 per day or in single rooms at slightly increased charge. The 
Nursing Home is recognised by the main private patient schemes. 











For further details apply to The Medical Director, The Retreat, York YO15BN 
(Telephone 0904-54551). 
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kn CAMCOLIT represents an effective, inexpensive 


EU TN advance on traditional methods of treatment in 
the first lithium carbonate ВР mania manic depression and recurrent depression. 

CAMCOLIT does not interfere with normal 
intellectual activity, nor does it impair consciousness e 
or restrict emotional range. 
CAMCOLIT is available as 250mg and 400mg 
tablets enabling dosage to be tailored to individual 
requirements. | 
“Lithium is the first disorder-specitic pharmacological 
agent in psychiatry, and the first prophylactic 
psychiatric drug” 


Current Therapeutics, 197 7,18, 7, 65. 
Camcolit is a registered trademark 


LIS See MIMS or further information 
--— available from Norgine Limited, 
МЫ 59-62 High Holborn, London WC1V 6EB 


TBAUK 
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Ativan 


(lorazepam, Wyeth) 
stands out in the treatment of anxiety 


Unlike most other benzodiazepines, ativan has a 
direct one-step metabolism and is converted 
almost entirely to one inactive metabolite. ativan 
thus ensures a more rapid and predictable 
anxiolytic response from your patients with fewer 
unwanted effects. 


Ativan – rapid and predictable anxiolytic response 


Wyeth ATAN is presented as yellow tablets containing 2.5mg lorazepam. (A blue oblong tablet and an injectable 
44. form are also available.) Further information is available on request to the, Company. 
Wyeth Laboratories John Wyeth & Brother Ltd. Taplow, Maidenhead, Berks. "trade marks 





= оо 
Ticehurst House 


BOWDEN HOUSE CLINIC 


Harrow-on-the- Hill, Middlesex 
Tel: 01-864 0221 
Only 20-25 Mins. from London 
vta Westway Extension 


Founded in 1911 by Dr. H. Crichton- Miller 


À non-profit making Charity outside the National 
Health Service 


A private clinic (all patients having single rooms) for 
the treatment. of patients suffering from neuroses, 
early psychoses, psychosomatic disorders, drug 
addiction and alcoholism. 
Treatment is supervised by experienced psychiatrists 
whose services are inclusive in the patients’ fees. 
A full physical examination and pathological investi- 
gations are made in the first week. 
Facilities are also available to Consultants wishing to 
treat their own patients independently. 


Apply for details: Administrative Secretary 
Applications for admission to the Matron 


Wadhurst, Sussex TN5 7JA 


First-class medical and nursing care are 
available at Ticehurst House for the 
treatment of both short stay and longer 
term psychiatric patients. 
ALCOHOLISM 

Comprehensive resources also exist to 
help those with alcohol-related disorders 
in the Newington Unit at Ticehurst 
under a new Director. 





Further information is 
available from the Matron. 
Telephone: 0580 200391 


A Nestor a 
Nursing Home $9 














Lee n 
GAC 


In addition to its use in 
depression, where it has 
proved to be effective both 
by the oral route and by 
intravenous infusion (in the 
more seriously depressed 
patient), Anafranil is becoming 
established as a leading drug 
treatment for obsessional and 
phobic disorders. | 

We will be pleased to 
forward further information 
relating to the use of 
Anafranil in the treatment of 
depression and phobic and 
obsessional disorders on 
request. 





Anafranil is 3-chloro-5- (3-dimethylaminopropyl) -10, 
11-dihydro 5H dibenz [b. f] azepine 
(clomipramine) hydrochloride 


Full prescribing information is available. 


Geigy Pharmaceuticals, 
Macclesfield, Cheshire SK10 2LY 


RUSSES SNR NR BABE I ERR REPS OE ооо ноаен FOXICONUMDUZAQO RM OS UE DAC ANNA RA LN VAR PO CH ORIN 
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Some antidepressants 
® enable your patients 
to take life 
more easily 





In depression the risk of suicide is increased. 
Many antidepressant drugs increase this risk considerably. 
Fluanxol is effective, non-sedating and quick-acting in the 
treatment of depression. In addition clinical reports 
show that in overdosage it lacks the acute toxicity of 
other antidepressants ~ up to 3 months’ 


Fluanxo 


supply of tablets have 
been taken in unsuccessful 
suicide attempts. 


controls the depression and reduces the risk of fatality. 


Lundbeck Limited, Lundbeck House, Hastings Street, Luton LU} SBE. Telephone Luton 411482 Telex 825325 Jed 








TAVISTOCK 

















Chapman & Hall 


| 


NEW IN 1978 


Social Origins of 
Depression 


A Study of Psychiatric Disorder in Women 


GEORGE W. BROWN AND TIRRIL HARRIS 


This book describes one of the most important 
programmes of work in the field of psychiatry 
that has been carried out in recent years — an 
investigation, begun in 1968, into social 
factors that bring about depressive disorders in 
women. 


27 April 412 pages Hardback 0 422 76310 1 
£12.50 


Basic Statistics 


for medical and social science students 
A. E. MAXWELL 


Designed as an introductory textbook on 
statistical methods and the logic of statistical 
argument, Basic Statistics will be an ideal aid 
for all social scientists, educationalists and 
medical students who wish to understand 
enough about statistics to carry out simple tests 
and to be in a position to discuss their problems 
with a professional statistician. 


March 128 pages Science Paperback 
0412 15580 X£1.50 


Prices are net in the U.K. only. 


Tavistock/Chapman & Hall Divisions of Associated Book Publishers Ltd, 11 New Fetter Lane, London ECAP 4EE. 
а E MEE C" nae 
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Years ahead 
with celinicalexperience 
and controlled research studies 


Modecate 


(fluphenazine decanoate} 


internationally accepted as the standard depot treatment for schizophrenia 


Ful preseribing information isavatlable from: 
Technical Department, E. Н. Squibb & Sons Ltd, Regal House, Twickenham, TWI SQT SQUIBB 
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Psychiatric Aspects 
of imprisonment 


John Gunn, Graham Robertson, 
Susanne Dell and Cynthia Way 
with the assistance of Evelyn Maxweil 

June/July 1978, approx. 350pp., 

£12.80/$25.00  0.12.306580.7 

In examining various aspects of prison 
psychiatry as practised in Britain, this study 
takes as its focal point the unique and widely 
acclaimed Grendon psychiatric prison. The 
study begins with an historical analysis of 
British prison psychiatry which culminates in 
the establishment of this prison. The authors 
describe the typical Grendon population and 
regime, and assesses the psychological 
changes undergone by the men both during 
and after their term of imprisonment. The 
Grendon method of treatment is compared to 
that of a more traditional psychiatric unit at 
Wormwood Scrubs—which is subjected to a 
similar study-—and a follow-up analysis 
discusses the relevance of reconviction rates 
to both of these methods. 


Epileptics in Prison 


John Gunn х 
1977, vili + 1 16pp. 
£6.50/$12.75...0.12,306550.X 


The book provides a survey of epileptic men 
who have been sentenced to imprisonment 
and examines the differences and similarities 
between epileptic and other prisoners. An 
attempt is made to discern how many men 
get into príson as a direct consequence of 
their disorder. The psycho-social problems of 
the group studied are recorded both in 
Statistical terms and by means of case 
histories. Hypotheses about the relationship 
between social deprivation and criminality 
are put forward. After-care for the epileptic 
prisoner is identified as a special problem and 
a tentative solution is proposed. 


These volumes are published in association with the 
Institute for the Study and Treatment of Delinquency. 


Academic Press 


London New York San Francisco 
A Subsidiary of Harcourt Brace Jovanovich, Publishers 
24-28 Oval Road, London NW1, England 

111 Fifth Avenue, New York, МУ 100003, USA 





1978 and 1977 issues of 


THE BRITISH JOURNAL 
OF PSYCHIATRY 


are available from 


HEADLEY BROTHERS LTD, 
DEPT BJP, ASHFORD, 
KENT TN24 8HH 


Earlier back issues are available from 


WM DAWSON & SONS LTD, 
CANNON HOUSE, 
FOLKESTONE, 
KENT 








NOTICE TO 
ADVERTISERS 






Applications for advertisement 
space in 

The British Journal of Psychiatry 

should be made to: 


PTM PROFESSIONAL 
PUBLICATIONS 
LIMITED 


295 Balham High Road, 
London SW17 7BA 


Telephone: 01-672 7408 








BRITISH JOURNAL OF PSYCHIATRY, JUNE 1978 


the elective; а. | 


| " сусв antidepressant | 
now м made available i in a night-time dose 


calendar paci to aid patient comphanre 4 
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Disturbed behaviour — whether 
associated with epilepsy, E.E.G. 
dysrhythmias, hyperkinetic 
syndrome, mental subnormality 
or psychotic disorders ~ may be 
controlled by Ospolot. Іп a recent 
double-blind trial, '(Ospolot) was 
significantly effective in reducing 
disturbed behaviour in general, 
and aggressiveness and 





sulthiame 





treats disturbed behaviour 
in children and adults 


hyperactivity in particular.” 
Ospolot's safety marginis so 
high that even overdosage has 
done little harm.? It is non- 
barbiturate and welltolerated, 
side effects being minimal. 
Important advantages which 
make Ospolotideal for treating 
the behavioural component. 





Further intormation available from: 

Bayer UK Limited, Pharmaceutical Division 
Haywards Heath, West Sussex RH16 1TP. 
Telephone: Haywards Heath (0444) 57911 

$5 Registered Trade Mark of Bayer Germany 
1 Al-Kaisi, А.Н. and McGuire, R. J, Brit. d. 
Psychiat. 1974, 124, 45 

2. Mykyta, L. J., Med. J. Aust. 1968, 1, 118 


Ospolot 


attacks the problem 
not the patient 
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Prothiaden 


Whats the significance of 





the new 75mg tablet? 


Presentation Prothiaden is dothiepin hydrochloride. an ant idepréssant of the 
trieyelic group. 

Prothiaden is available as sugar coated tablets each containing 75mg of dothiepin 
chloride. The tablets are red in colour and bear the overprint'P. 75 in white. 
lso available in hard gelatin capsules, each containing 25mg of dothiepin 










hydrochloride. The capsules are red/brown in colour with the overprint P25 in white, 





Uses Prothiaden is indicated in (13 


ireatrnent af берп 
associated with depressive illness. 










Dosage and Administration Prothiaden should be given in a dosage of 75 to 150mg” 
daily The following dosage schemes are suggested 
Mild to moderate depression, 25nig three times daily à 
Moderate to severe depression, H50maq daily in divided dose 
at night. (If the latter regimen is adopted it is preferable to use 
first few di 
Чп certain circumstances, Le. in hospital use, Prothiaden has been given at dosages 
up to 225mg daily No dietary restrictions are necessary during treatment with 
Prothiaden. 












Single dome 
maler dose for the 





Contra indications Warnings. etc Prothiaden has anticholinergic properties: 
therefore, it may precipitate urinary retention in susceptible individuals and its use 
should be avoided in patients with existing or potential urinary retention, Patients 
with closed-angle glaucoma should not be given Prothiaden and the occurrence of 
à painful red eye in a patient receiving the drug may indicate acute closed- angie 
glaucoma: this requires urgent treatment. In patients with chronic simple glaucoma, 
the risk of Prothiaden causing a rise in intraocular pressure is relatively «mall 
provided adequate anti-glaucomo therapy is being used. Caution is advised when 
treating epileptic patients and those with cardiovascular disorders. From studies in 
animals, it was concluded that Prothiaden had no teratogenic effects in the species 
tested. Nevertheless, as with any relatively new drug the use of Prothiaden daring 
pregnancy should be avoided if possible. 


Lise with other drugs: Prothiaden should not be given concurrently with МАО 
inhibitors: nor should it be given within 14 days af ceasing treatment with an MAO 
inhibitor Prothiaden may alter the pharmacological effects of some concurrently 
administered drugs: CNS depressants,including alcohol and narcotic analgesics, 
will be potentiated, as will the effects ol adrenaline and noradrenaline (t should be 
borne in mind that some local anaesthetic preparations contain these 
sympathomimpetics) The hypotensive effect of certain antihypertensive agents 

{eg bethanidine, debrisaquine, guanethidine) may be reduced. 









generally the side elects associated with Prothiaden have been mid 
Sed by reduced dosage. The following have been reparted--dryness of 
mouth, constipation, disturbed accommodation, lassitude, dízziness, crthostatic 
hypotension, palpitations. somnolence, tremor headache 


Overdosage: The symptoms of overdosage with Prothiaden may include sedation. dey 
mouth, blurring of vision, tachycardia, tremor sweating, nausea, vomiting. confusion 
The main dangers from overdosage arise from unconsciousty йїп, 
abnormal cardiac rhythms hypotension and depression of respiration. The smaktest 
dose of Prothiaden alone which resulted in the death of on adult was reported to 

be 0.75 - 10g (3010 40 x боз capsules). The largest dose from which recovery 
took place was reported to be 50g (200 x 25mg capsules). In view af the many 
factors which influence the outcome of an overdose, these figures shouki not be 
considered in isolation. 















Treatment of overdosage: Gastric lavage: in the unconscious patient or ийите the 
cough reflex is depres е lungs should be protected by 
tube. Repeated gastri stinal aspiration may remove drug and metab 














excreted into the gut via the bile General support of the circulation with continuous 
ECG monitoring is advised, Abnormalities of cardiac rhythen and epileptic con 


vulsions may occur and should be treated accordingly Forced diuresis and 
haemodialysis are not recommended. Bed-rest is advisable, even after clinical 
recovery. 

Pharmaceutical Precautions~Recommended storage conditions 5°C to 20 C. 
Legal Category POM, 


Package Quantities~ Prothiaden Tablets (75rngi 100.500. Prethiaden Capsules 
(25mg) 100,600, 
Basic NHS Prices: 100 x 25mg EL57.— 600 25mg £903 

100x 75magf452 500 75mg £21.70 
Product Licence Number Prothiaden capsules PL 0096/5007. Prothiaden Tablets 
PL 0096/0046. 





The Crookes Laboratories Ltd. Basingstoke, Hants, [e 
References: 1 Pearce, J.B. & Linford Rees, WJ. Int Med. F 
2 Rees, J.A. & Cryer P C. Curr Med. Res, Opin. 1976, 4, 416. 


Prothiaden 75mg 
tolerated 


more effective, better 
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treatment for depression and anxiety. 
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Dr Alexander Walk 150 Years as an Editor 


Alexander Walk is a very unusual man. 
Shunning the limelight, unassuming in manner, 
he has brought extraordinary learning and an 


enormous capacity for hard work over very 


many years to many sides of the work of the 

. Royal Medico-Psychological Association, and 
of its successor since 1971, the Royal College of 
Psychiatrists. Some of his activities, all honorary 
‘and all carried out in his spare time after the 
day's clinical or administrative work was over, 
are described in two tributes to him which 
appear in this month's Bulletin. But his work 
for the British Journal of Psychiatry (called before 
1963 the Journal of Mental Science) has been 
continuous since he joined as Assistant Editor in 
1928, and this remarkable record demands 
notice on its own. 


The Journal is 125 years old, and for the last 
half-century Dr Walk has had a big hand in 
shaping it and guiding it, though typically he 
»has preferred to hold a secondary office and to 
make himself responsible additionally for a mass 
^c; ef the more routine work often elsewhere done 

- by paid assistants. He became a full Editor of the 


o Journal у with Lord, McRae and Hamblin Smith- 


in 1931, when G. W. T. H. Fleming became an 
Assistant. Ten years later, he and Fleming were 
running it between them, with Fleming as 
chief, and this continued until 1961 when Eliot 
Slater took over Fleming’s role. Through Slater’s 
П years as Editor-in-Chief, and Edward Hare's 
4 years and on to the present day, Walk has 
continued as Co-editor or Associate Editor. Most 
published manuscripts have passed through his 
hands for the essential work of technical editing, 
the checking of names and facts and numbers 
and. references, the tidying-up of tables and 
diagrams and sub-headings, the decisions over 


529 


and reporter. The su 


lay-out and the preservation of the. Journals 
standard style. His eagle eye for accuracy, 
clarity, and good English expression has led toa 
considerable amount of rewriting behind the 
scenes, to the reader’s ultimate benefit. He has 
done a great deal of proof-reading and the 
preparation of indexes. He has acted. as book 
review editor, correspondence editor, abstracter 
sful Bulletin (formerly 
bly his creation. He 











News and Notes) is cor 
has been joint | 
published from 
three volumes o; ct 
the last in 1959; 

Publications Nos. 1 

ments in. “Schizo 
Developments in 










'rogress in Psychiatry’, 
A. Coppen Special 
nd 2 on ‘Recent Develop- 
iia’ (1967) and ‘Recent 
ective Disorders’; with 


. D. J. West ‘Daniel McNaughton’ (1977). He has 


been glad to do much other work. without 
putting his name to it. 

As a psychiatrist his professional life was 
spent as a medical -officer in several mental 


hospitals to the south of London, latterly as 


medical superintendent of Cane Hill Hospital, 
Coulsdon, which for a long time has had a 
relationship with the Maudsley Hospital. With 
W. Mayer-Gross he published from there in 
1938 two clinical research papers on ‘Obser- 
vations on Convulsion Therapy with Triazol 
156° (Journal of Mental Science, 84, 637-63; and 
Lancet, 11 June, pp. 1324-5), but his main study 
over a long period has been of history, especially 
19th-century history and the history of our 
Association which is now our College. His 
papers in this field are listed in the Bulletin. 
To celebrate his golden jubilee with us we 
are glad to publish a new one in the pages 
which follow. 
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‘Forty Years of Wanderings’ — The Medico-Psychological 
Association, 1855-1894 


By ALEXANDER WALK 


In 1961, in collaboration with Dr D. Lindsay 
Walker, who supplied much information con- 
cerning the Association's birthplace, the 
Gloucester Asylum, I published in the Journal 
(1961) a detailed account of the origins of the 
Medico-Psychological Association, or rather of 
the ‘Association of Medical Officers of Asylums 
and Hospitals for the Insane', as it was called for 
the first 24 years of its existence. This account 
ended with the 1854 Annual Meeting, the first 
to be reported in the Association's Journal. I now 
propose to cover a further instalment of its 
history 

The title of this article is taken from the 
Presidential Address delivered by Daniel Hack 
'Tuke in 1881. His hope was that the Association 
‘after its forty years long wanderings’ might be 
about to enter a land flowing with milk and 
honey, won by conquest over ignorance and 
superstition. The period dealt with here is also 
forty years long, overlapping with his by some 
fourteen years at each end. 

This period is the first of three into which the 


|. history of the Association, after its first years of 
| infancy, can be conveniently divided. The year 








(1853. saw the first of an unbroken series of 
^L Annual Meetings, the institution of the Presi- 
dency, and the first publication of the Journal. 
In 1894, as will be shown later, the Association's 
constitution and scope of action took on the 
form with which many now living have been 
familiar, and this period may be said to have 
lasted until the outbreak of war in 1939. The 
third period is that of the Association's rapid 
growth and of the movement which led to its 
eventual transformation into the Royal College 
of Psychiatrists. "Throughout, its domestic 
history has to be seen against a background of 
ever-changing social conditions and popular 
attitudes, and for our present period the 


background includes е opening of many. 
public asylums and the survival of many 
private ones, the relation of the rudimentary .. 


mental health services to the Poor Law, the first 4 


public awareness of the State's duty to the sick, 
popular apprehension concerning the liberty of 


the subject, and legislation or the threat of E 5 


legislation based. оп these fears, local govern« 
ment reform, and many other aspects of 19th. - 


century life in Britain. Against this background ~~.) 


we find our members expressing at one time 
pride and even complacency over the achieve- , 
ments of psychological medicine, at. others ^ 
disappointments and frustrations, but towards 
the end of the period there appears to be 
almost a burst of fresh confidence which Shows 





itself in the Association's willingness to : puis 


its scope and venture on new activities, 


This survey must. necessarily сваей Eo dre 


between a chronological account and one 
dealing separately with different aspects: ‘of the 
Association’s life, such as its constitution and 
customs, its activities іп relation to law and 
education, outstanding discussions at its meet- 
ings, Presidential Addresses and so оп, In any 


case it must be based on the contents of its. o 


Journal, for this carried full, almost verbatim, 
reports of all. meetings, and. published: nearly : 
every paper read or presented. 

Some of these aspects of the Association's 
activities have been dealt with elsewhere (1953, 
1961, 
repetition is unavoidable for the sake of com- 
pleteness, but this will be kept to a minimum. 

I will take asa starting-point the 1855 
Annual Meeting, held. at the Freemasons' 


Tavern (now the Connaught Rooms) in Great ~ 


Queen Street, London. The number of members 
was about 120 and was growing quite rapidly as 
new county. asylums were opened under the. 


531 





1976), so that a certain amount of ^ ` 
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provisions of the Acts of 1845 and 1853. The 
reference in the Association’s title to ‘Medical 
Officers of Asylums and Hospitals’ was applied 
literally: for instance a Medical Superintendent 

. who became a Commissioner in Lunacy had to 
resign and was usually elected an Honorary 
Member. Few were able to attend the Annual 
Meetings, since they were often single-handed in 
their asylums, though in relation to the total 
number the proportion must have been as good 
as it is today, or better. At this 1855 Meeting 
26 members were present—we get a glimpse of 
what these small intimate gatherings must have 
been like from the report of a later meeting held 
in the library of the Royal College of Physicians, 
when a speaker referred to members ‘on the 
other side of the table’. As yet there was no 
Presidential Address, but from the time the 
custom was inaugurated three years later these 
Addresses were as carefully prepared and as 
eloquently delivered as if they were being given 
before a much larger audience. 

According to the new Rules adopted at this 
Meeting, the Officers consisted of a President 
(in that year John Thurnam of Devizes Asylum, 
one of the original founders of the Association, 
succeeding A. J: Sutherland of St Luke's 
Hospital), a Treasurer (W. Ley of Littlemore), 
General Secretary. (C. Lockhart Robertson of 
the Sussex County Asylum, now St Francis 
Hospital), a Secretary for Scotland (W. A. F. 
Browne of Crichton Royal), and one for Ireland 
(Stewart of Belfast), the Editor (John Bucknill, 
of Exminster), and two Auditors. With the 
Immediate Past-President and the President- 
Elect they constituted the Committee. Only one 
Meeting a year was provided for, and for many 
years only one day was given to it. Nor did the 
Committee meet at any other time, and from the 
published minutes it appears that they rarely 
took more than an hour or even half an hour 
over their deliberations, 

This: London: Meeting was scientifically a 
barren.-one: no papers were read and no 
institutions. were -visited. In the report of the 
1854 Meeting it is'stated that a Parliamentary 
Committee was appointed, with power to 
employ a Parliamentary Agent, but there is no 
subsequent trace of this, and, as we shall see, 
there were a number of false starts of the same 
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kind over the next forty years. However, the 
attention of the mecting was drawn by Robert 
Boyd, of Wells Asylum, to 'the abuses in the 
domestic treatment of the insane', and it was 
resolved that ‘the Association views with regret 
the condition in which many insane persons not 
paupers are detained by their relatives in what is 
called domestic care, and believes that legis- 
lation is required to bring all insane persons 
under official protection’. 

A more immediately effective resolution was 
that the Asylum Journal, which had been pub- 
lished since November 1853 at six-weekly 
intervals, should in future appear quarterly. The 
type and format were also to be changed, and 
the Journal took on the familiar appearance 
which i retained for many years—the appear- 
ance of a scientific journal rather than a news- 
letter. Nothing was said about a change of 
name; nevertheless Bucknill, apparently on his 
own initiative, added the words ‘of Mental 
Science’ to the title, and by the end of the year 
‘Asylum’ had been dropped. An extract from 
his apologia for the new somewhat controversial 
title is worth quoting again here, The Journal 
would deal with ‘mental science in its practical, 
that is in its sociological point of view’, and 
would inquire into ‘all things which tend to 
cause mental disease or preserve mental 
health’. 

It will be seen that means of communication 
between the often isolated members were very 
slender, and that for many years the Association 
was kept together mainly by the circulation of 
the Journal. It may therefore be appropriate to 
trace the history of the Journal in our period 
before going. on to the Association's other 
activities. 


The Journal of Mental Science 

The first thing to be noted is the amazing 
industry of successive Editors. John Bucknill, 
who brought the Journal into being and was 
solely responsible during its first ten years wrote 
over sixty personal signed. contributions within 
that time, as well as much of the unsigned 
editorial contents; at the same time he was 
collaborating with the young Daniel Hack Tuke 
in producing the best known textbook of 
psychiatry of the period, and besides his asylum 
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SIR JOHN BUCKNILL, 1817-97 
Editor of the Journal, 1853-63. 
President of the Association, 1860. 





HENRY MAUDSLEY, 1835-1918 
Editor of the Journal 
(with C. L. Robertson), 1863-70; 
(with T. S. Clouston), 1872-78. 
President of the Association, 1871. 
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DANIEL HACK TUKE, 1827-95 
Editor of the Journal 


(with T. Clouston and George Savage), 1878-81; 
(with George Savage), 1881-94; 
(with others), 1894—95. 


President of the Association, 1881. 





SIR THOMAS CLOUSTON, 1840-1915 
Editor of the Journal 


(with Henry Maudsley), 1872-7 
(with D. Hack Tuke and George Savage), 1878-81. 
President of the Association, 1888. 
President of the Royal College of Physicians, Edinburgh, 
1902. 
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work was a pioneer of the Volunteer Movement 


in his own county of Devon. Many years later. 


he was knighted for these military services-—to 
the disappointment of the Association | his 
psychiatric services were not cited. His succes- 
вог, Lockhart Robertson, was almost as prolific, 
while the later Editors, Maudsley, Hack Tuke, 
Clouston and Savage were among the most 
prominent figures in British psychiatry. 

I give here the contents of the first issue of the 
Journal in its new format (Volume 2, No. 1). 
There is first an editorial review of the Ninth 
Report:of the Lunacy Commissioners; next 
‘there are four original articles: ‘Introductory 
Lecture to а Course at St Luke’s Hospital’, by 
A.J. Sutherland ; ‘Observations on Convulsions’, 
by R.. Boyd (of Somerset County Asylum, 

|^ Wells); "The Military Lunatic Hospital’, by 

"С, Lockhart Robertson; ‘On the Pathology of 
the Urine in Mental Diseases, by C. M. 
Burnett. 

“There follows a Review Section, which 
‘includes a lengthy account and criticism of 
Tennyson’s Maud; and three extracts from 
foreign journals. A medico-legal case report 
follows: a prosecution brought by the Com- 
missioners against a private individual for ill- 
treating and neglecting a lunatic at his home; 
notwithstanding the obviously starved and 
emaciated state of the patient, illustrated in the 
Journal by a drawing, the Judge ruled that there 
was «no «case: to answer. The ‘Association 
"Notices" section reports the. proceedings of the 
Annual Meeting. Finally two ‘Miscellaneous’ 

notes. аге of historic interest: one records the 


*".appointment of two Commissioners, of whom 


‘Samuel. Gaskell was one, to investigate and 
report on the state of asylums in Scotland—the 
investigation which, following the revelations of 
Dorothea. Dix, brought about the reforms of 
1857; the other expressed the hope that there 
would soon be a single Minister of Public 
Health, just as the War Departments had been 
united under a single Secretary of State—a wish 
that continued to be repeated for the next 
60 years. 

The reader may like to compare these 
contents with those for the last issue within our 
репо, but as this issue, for October 1894, is 
. largely given over to the Transactions of the 
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- Annual Meeting, it will be best to summarize its 
"contents along with the account to be given of 


the events of that year. 

John Bucknill resigned the Editorship in 1863, 
on becoming a Lord Chancellor’s Visitor. He 
was succeeded by Lockhart Robertson, who at 
once associated Henry Maudsley with his work, 
and the two introduced several new features into 
the Journal : an extensive section entitled ‘Report 
on the Progress. of Psychological Medicine’, 
including numerous extracts from foreign 
journals and from British asylum reports; and 
the ‘Notes and News’ section, the-forerunner of 
the present Bulletin. For some years, rather 
confusingly, this latter section was called 
‘Psychological News’ while the | ‘Progress’ 
Section became the ‘Psychological Retrospect’ 
and was much extended. 

In 1870 Robertson followed Bucknill into 
Chancery, апа the journal work was carried on 
by Maudsley and John Sibbald (later Sir John 
Sibbald, Commissioner) and then by Maudsley 
and T. S. Clouston (then at Garlands, Carlisle, 
afterwards at Morningside). During all this 
time the Editors and many others—Blandford, 
Boyd, Crichton-Browne, Davey, Langdon Down, 
Ireland, Laycock, Skae—contributed papers 
which are still to be admired for their wisdom 
and erudition. Nevertheless, criticisms were 
voiced from time to time: in 1869 Professor 
Laycock of Edinburgh, in a constructive though 
somewhat querulous. Presidential Address, com- 
plained that the scope of the Journal was too 
narrow, and called for the formation of a 
Journal Committee; in 1873 Robert Boyd, then 
a Past-President, thought that the Journal was 
not yet the medium for. advances in psycho- 
logical medicine that it ought to be, and urged 
that the Editors.should add to. their labours. by 
collating information from the asylums. And in 
1877, as I have described elsewhere (1976). 


.Harrington Таке, former General Secretary 


and President, attacked the ‘repugnant doc- 
trines’ which he said were being taught in 
the Journal, and, as it would seem, brought 
about Maudsley’s resignation. 

For the last 14 years of our period the 
Journal was edited by Daniel Hack Tuke and 
George Savage of Bethlem. A new feature, the 
‘Index Medico-Psychologicus’ was started in 
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1880— an international reference list—similar on 
a small scale to the present indexes to Excerpta 
Medica. In 1879 George Blandford, lecturer at 
St George's Hospital, commemorated his Presi- 
dential year by compiling an Index to the 
Journal's first 25 volumes, and in 1892 Henry 
Rayner, of Hanwell, compiled a second Index 
volume. These and subsequent volumes are 
quite invaluable guides to every aspect of 
British psychiatric history, and to much of 
European and American literature as well. 

Savage's resignation in 1894 and Hack Tuke’s 
untimely death in the following year mark a 
definite break in the Journal’s history. Their loss 
coincided with those other changes which make 
1894 stand out as a year of transition. 


Constitution and Customs 


We now turn back to look at the Association’s 
membership, its meetings, procedures and 
customs, the development of its constitution and 
its preoccupations and activities. 

The total membership appears to have 
doubled itself every 20 years; thus in 1864 it 
was approximately 250, while in 1894 it had 
reached 523. Attendances at Annual Meetings 
remained quite small for the greater part of our 
period, sometimes abysmally so, as at Liverpool 
in 1859 when. only 14 members came. Моге 
generally, about 40 could be mustered, rarely 
as many as 70; but after 1880, the numbers, 
perhaps wisely, are not recorded. . 

Annual Meetings were for the most part held 
in London, and the usual venue, after the first 
few years, was the Royal College of Physicians’ 
House in Trafalgar Square. From 1886, 
however, members met at the rooms of the 
Medical Society of London in Chandos Street, 
and, as we shall see, a closer link with ‘No. 1P 
was established at the end of our period. 

A fair number of Meetings were held in 
Scotland and Ireland and a few in provincial 
centres. The place of meeting did not neces- 
sarily coincide with the place of work of the 


President-—for instance John Conolly presided ' 


at a Meeting in Edinburgh and Professor 
Laycock at one in York. There was an almost 
complete departure: from the tradition of the 
1840s that meetings should be held at asylums or 
hospitals, which should be inspected and 
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criticized—the rooms. of Universities or Royal 
Colleges were almost. always used, and the first 
mention within our. period of an Annual 
Meeting held at an asylum is in 1891, when the 
Association met at the Birmingham City 
Asylum, now All Saints’ Hospital. 

The idea of holding Quarterly in addition to 
Annual Meetings was first suggested by Harring- 
ton Tuke, then the General Secretary, in 1863, 
but was not followed up at the time. Henry 
Monro, too, in 1864, urged that members 
should meet more often. The proposal was 
again put forward in 1868 by T. B. Belgrave and 
was put into effect the following year. London 
Meetings were generally held at Bethlem and 
more time was devoted to clinical and scientific 
discussion. In 1870, on Clouston’s initiative 
‘Quarterly Meetings’, officially of ‘the Asso- 
ciation’, began to be held in Scotland, and from 
1883 they were held in Ireland also. These 
Meetings were, of course, the forerunners of the 
later Divisional Meetings—in fact one might 
say that Scottish and Irish Divisions existed for a 
number of years before they were constitution- 
ally recognized. 

For many years the proceedings began with 
the outgoing President resigning the chair to the 
new President, after which votes of thanks were 
proposed and passed, and the next business 
consisted in deciding the place of the next 
Meeting and in electing Officers. It must be 
admitted that a great deal of time was wasted 
over these matters, especially the first, but the 
arguments over the mode of choosing the 
President deserve some attention, since rather 
similar arguments have arisen in recent years. 

The usual procedure was for some member of 
the Committee to propose a name which had 
presumably emerged from the Committee’s 
brief discussions, and for the «motion to be 
carried unanimously. But on several occasions 
this was challenged; it was suggested, for 
instance, that each member present should 
write a name on a slip of paper and that these 
should be dropped into a ballot box, or that two 
or three names should be proposed and balloted 
for. A radical suggestion was by Henry Monro 
in 1862—namely that John Conolly should be 
the permanent President—an honour which he 
was prompt to decline. Involvement of the mass 
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of members not present at the Meeting was: not. | 
suggested until 1892, when Charles Mercier 
spoke of ‘referendum’ and of ‘proxy voting’. None . 
c "Treasurer; he- continued in office during the 
In 1865 the Rules were revised, though some у 
(e.g. one relating to the financing of the Journal) 
work for the Journal-from 1900 to 1931, and not 
7 surpassed until many years later. 
Psychological Association’ took the place of ће - 


of these heretical suggestions found any favour, 








can be traced right through the Association's 
existence. It was now that the title ‘Medico- 


previous more modest and restrictive one. ‘The 


new name was imitated from that of the sister: 
||; society in France; it came also to be adopted by 
the American Association. Although Maudsley . 


was not a member of the Rules Committee, the 
Lancet stated that the new name had been 
adopted at his suggestion. The change certainly 
indicated. a widening of the Association's scope 
and aims, and in keeping with .this. member- 


‘ship was now opened to ‘any qualified medical 
‘practitioner interested in the treatment of 


insanity’. Some members, however, wished to go 
further and proposed that laymen should be 
admitted and that the society should take in all 
persons concerned with the welfare of the 
mentally disordered, a proposal. which was 


defeated by 12 votes to 6, although the atten- 


dance at.the meeting was a good deal larger. 

Also as part of the new constitution the 
‘Committee’ of the Association. became the 
‘Council’ and now included eight members in 
addition to the Officers. 

A тоге serious threat to the existence of the 
Association as an independent medical body 
arose in. 1869, when the Royal. Medical and 


-Chirurgical Society proposed an amalgamation 
of all the. London medical.:societies to form 


Sections of a new; Royal Academy of Medicine. 
Harrington Тике, still General Secretary, 
supported the scheme, but the Committee 
appointed to consider it reported that the 
Association was a national and not a London 
body, and that it undertook activities. which 
could not be the function of а теге Section. 
Again the proposal was only rejected by a small 
vote—13 to 8; there must have been a good 
many abstentions. 

The Association's finances:-from 1852 to 1862 
continued to be in the hands of W. Ley, of 
Littlemore, who, as related ina previous article 
(1961b), had apparently qualified for the post by 


sending Bucknill a £5 note in response to the 
latter’s request for a paper. In 1862 J. Н. Paul, 


of. Camberwell House, succeeded him as 


whole of the remaining 32 years of our Pa 
a record only barely equalled by J. R. Lord's 


'The subscription remained at one guinea 


‘throughout the period, and by far the greater 


part of the income was devoted to the printing 
and publishing of the Journalin fact this was 
what members were paying for. Thus in 1860, 
‘when the income from subscriptions was £184, 
Journal expenditure was £123 and other ex- 
penses accounted for only £13. After a time 
sales of the Journal provided a quite appreciable 
income—f112 in 1881, when the cost of 
producing the Journal exceeded the subscription 
revenue. Even in 1895 (no balance sheet is 
available for 1894) the Journal expenses 
amounted to £235, while the holding of 
meetings cost only £32; in that year subscrip- 
tions brought in £282 and sales £141. 


From the work of the Treasurer we pass to 
that of the General Secretary, but this has to be 
inferred from the published proceedings, as it 
was not customary for either the Secretary or 
the Committee (or Council) to submit a formal 
report. Obviously over the years the duties of 
the Secretaries (including those for Scotland and 
Ireland) must have become more onerous, and 
one must remember that they were not allowed 
any paid help by the Association. In the earlier 
years the records reveal some casualness and 
muddle in the matter of agendas and resolu- 
tions, but later the annual laudatory votes of 
thanks seem to have been fully justified. 





Seven. General Secretaries held office during 
our period, but of these it is only necessary to 
mention three. C. A. Lockhart Robinson was 
Secretary from 1855 to 1862, Harrington Tuke, 
of the Manor House, Chiswick, from 1862 to 
1872, and Henry Rayner from 1878 to 1889. 
These. three also, served: as Presidents, but 
Rayner Һай the unique experience of holding 
both offices simultaneously (in 1884); Пиз маз 
because the President-Elect, John Manley, of 
Knowle Asylum, had been compelled through 
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ill-health to гейге and a new President was 
needed at short notice. 


Presidents and their Addresses 

The election of Presidents, with the contro- 
versy over the method of election, has already 
been described. The majority were, of course, 
Medical Superintendents of county asylums— 
often working single-handed or with the help of 
one of two junior assistants. The Registered 
Hospitals (in Scotland the Royal Hospitals) 
were also well represented. A fair number were 
independent consultants, who might hold 
appointments as visiting physicians to Licensed 
Houses, or might own such establishments 
themselves. Two or three were general physi- 
cians with an interest in psychiatry. After the 
change in the rules in 1865 two Scottish 
Commissioners in Lunacy were elected, and one 
Lord Chancellor's Visitor. 

A full list of Presidents is given in the periodic 
Membership List of the College. Space will not 
allow me to describe them all; some whose 
names have perhaps not been wholly forgotten 
may be recalled here. 

John Conolly's achievement at Hanwell need 
only be mentioned. A. J. Sutherland was 
Physician to a reformed St Luke's Hospital in 
London. John Thurnam was a pioneer of 
statistics as applied to psychiatry, as well as a 
distinguished archaeologist. Forbes Winslow 
made himself known in the Courts, and was the 
founder and editor of the Journal of Psychological 
Medicine. Sir Charles Hastings, the founder of 
the B.M.A., was not quite an outsider, for he 
owned a Licensed House. David Skae is still 
remembered for his attempt at a rational 
classification of mental disorders, and was the 
first of a succession of Presidents from the Royal 
Edinburgh Asylum, Morningside. Henry Monro 
was the last of the famous Bethlem dynasty, 
though his own appointments were to St Luke's 
and to a Licensed House. W. A. F. Browne, 
previously of the Crichton Royal, and Sir 
James Coxe were the first Commissioners who 
effected the thoroughgoing reforms so well 

described by Dr. Angus MacNiven in his 
"Presidential Address for 1959. Laycock and 
Gairdner were celebrated Scottish physicians. 
С. Е. Blandford was one of the first teachers of 
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psychiatry in a London medical school—that of 
St George's Hospital. James. Crichton-Browne 
had been a pioneer of brain research before 
becoming Lord Chancellor’s. Visitor. Henry 
Maudsley and Daniel Hack Tuke were, and 
probably remain, the best-known British psychi- 
atrists practising in our period. George Savage 
provides a link with Edwardian society, and 
David Yellowlees of Gartnavel a link with our 
own times through three generations of out- 
standing medical men. Thomas Clouston con- 
tinued the Morningside tradition, and I 
conclude with H. Hayes Newsington of Tice- 
hurst House, one of the wisest and most far- 
seeing of our counsellors, and with Conolly 
Norman, of the Richmond Asylum, Dublin (St 
Brendan's Hospital), who presided at the last 
Annual Meeting of our period. 

The custom of delivering a Presidential 
Address was initiated by Forbes Winslow in 
1857. The Address seems too rhetorical and 
complacent to have much appeal to modern 
readers; however, in the following year Wins- 
low gave a ‘Valedictory Address’ of a much 
more topical nature, dealing with legal reforms 
suggested at the time. Only Bucknill in 1860 
followed his example in giving two Addresses. 
One President, Henry Monro, accepted office 
only on condition that he should not be required 
to deliver an Address; however, he spoke 
spontaneously and with some vigour about the 
Association’s affairs. The most endearing occa- 
sion was in 1892, when the Association met at 
the York Retreat to celebrate the. centenary of 
William Tuke's foundation: here in the after- 
noon members sat оп the lawn under the trees 
to listen to Robert Baker, the Superintendent, 
who told them about the Retreat's policies and 
recent developments. 

The Addresses may be worth summarizing 
more fully in some future article. Their subjects 
were very varied, and of course many Presi- 
dents professed to have had difficulty in finding 
anything new to say. A good many dealt with 
current problems of legislation or adminis- 
tration, and these will be mentioned later; a few 
were pleas for better psychiatric education, and 
these too come into a later section. 

Outstanding Addresses examining psychiatry 
as a whole or dealing with clinical subjects are 








those by W. A. F. Browne, 1866 ‘On Medical 
Psychology’; by Maudsley, 1871, with its 
examination of genetic counselling, admission 
policy and medicinal treatment; and by Cloust 










in 1888 in which a search for the ‘typical form of 
insancity led to the identification of ће 


dementia of adolescence. 


Probably the best-known of these Addressesis - 


that delivered in 1881 by Hack Tuke, because it 
was reprinted as the last chapter of Tuke's 
Chapters in the History of the Insane in the British 
Isles, and is quoted from at great length in 
Zilboorg's History of Medical Psychology. Zilboorg 
calls the Address ‘a perfect rendition of the 
historical psychiatric state of England in the 
late 19th Century'—for ‘England’, of course, 
‘Britain’ must be read. Certainly it is à very 
complete survey: hardly a current problem is 
omitted and every aspect of current reseatch—- 
which at the time was mainly into brain 
physiology—is given at least a mention. There 
is a wise and impartial caution over unsub- 
stantiated claims and divergent opinions. No 
hope is held out that some future Sydenham 
might discover an ‘anti-psychosis which could 
cut short an attack of mania’. Yet with all this 
caution Tuke saw the achievements of the forty 
years since the Association’s foundation as 
worthy of glowing praise: "The old system’, he 
said, ‘believed in harshness and darkness’; the 
creed of the new is: “І believe in sweetness 
and light”’.’ 

Apart from taking the chair at an Annual 
Meeting, what could Presidents do for the 
Association during their year of office ? Probably 
' very little unless they already held office in some 
other capacity. In 1860 Sir Charles Hastings 
reported that since the last Annual Mecting no 
matter had arisen that called for action on his 
part, and in 1869 Professor Laycock asked 
whether Presidents were of any use, and 
complained that he had no knowledge of the 
agenda or of proposed resolutions. Some 
Presidents made use of their Address to scold 
the Association for sloth or muddled procedures 
or at least to urge greater activity. Laycock 
wanted there to be standing committees, 
including a Defence and a Journal Conimittee, 
and W. Н. О. Sankey (of Saridywell Park, 
Cheltenham) in 1868 pointed out a number of 
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areas in which the Association ought to strive to 


bring about reforms. 

‘In the 1860s these Addresses were delivered 
arly on the day of the Meeting, as soon as the 
new President: had taken the chair; later, the 
business of the Association was transacted in the 


“morning and the Address delivered in the 
afternoon, but the new President still presided , 
cover the whole of the Meeting, and a sug- 


gestion that he should not be installed till the 
afternoon was met with the argument that 
‘no President would. wish. to be: dichotomized’. 
However, this ‘dichotomy’ was introduced 
under the new rules in 1895 and remained the 
practice for the rest of the Association's life. 
"There was no fixed tradition as to whether the 
Address should be discussed; some Presidents 
deliberately invited discussion, in other years 


“votes of thanks ended the proceedings, or 


further papers were read. 

‘In the evening the members dined together 
‘at...’ is often the only mention of what in later 
years became а much more formal function. 
Favoured venues in London were the Free- 
masons’ Tavern and. later the fashionable 
‘Ship’ at Greenwich, the scene at that time of 
the ministerial ‘whitebait’ dinners. Occasionally, 
out of London, formal banquets were held, 
with reports of speeches spread over many pages 
of small print. A remarkable piece of ostentation 
is reported for 1857, when Forbes Winslow is 
stated to have held a brilliant conversazione at 
his house in Cavendish Square attended by 400 
guests—nearly ten times the number of members 
who had been to the Meeting itself. 


Problems and Preoccupations 
What were the main preoccupations of the 


‘members, as shown by the frequency and 


seriousness with: which topics were discussed ? 
Certainly many papers were read on pathology 
and treatment, both ‘medicinal’ and ‘moral’ ; 
but the more perennial, and the more perplex- 
ing, problem was that of where, under what 
conditions and: within what legal framework 
mental: patients should receive the care they 
needed. 

Doctors who wished their patients to have the 
best chance of cure, or the best care if incurable, 
felt continually frustrated by the inordinate 
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enlargement of their asylums, and by the failure 
of Poor Law authorities to send patients at an 
earlier and presumably more hopeful stage or to 
relieve the asylums of the ‘chronic, harmless and 
imbecile class’, and were haunted by the feeling 
that what had been envisaged. as curative 
hospitals were acquiring antitherapeutic features 
and degenerating into mere ‘receptacles’, 

For these evils various remedies were sug- 
gested with more or less enthusiasm over the 
years. It would, for instance, be helpful if a 
more intelligent and purposeful use could be 
made of the workhouses, which could care for 
many chronic patients if their ‘lunatic wards’ 
could be upgraded to a higher standard and 
better staffing. Or perhaps auxiliary asylums or 
annexes could be built, of a simpler construction, 
where the ‘chronic and imbecile class’ could be 
more cheaply housed. Thus the building of such 
‘cheap’ asylums by the Metropolitan Asylums 
Board (Caterham and Leavesden) and by 
Middlesex County (Banstead) was for a time 
strongly supported by the Association. 

More radical ideas for care:and treatment 
outside asylums were put forward with great 
vigour, especially in the 1860s and 70s. A 
number of papers were read by members who 
had visited the colony of Gheel in Belgium, 
where patients were boarded with cottagers in a 
large village, and there was much argument as 
to whether such a colony could be started from 
scratch, without the centuries-old traditions of 
Gheel. Lockhart Robertson reviewed the whole 
‘care and treatment’ question in his Presidential 
Addres, and he and Bucknill adoptéd the 
‘cottage system’ and ‘boarding out’ on a small 
scale in the 1860s; and later:the Scottish more 
widely used ‘boarding out'—'Gheel in the 
North’ as a Journal editorial called it—was much 
debated. These discussions were much stimu- 
lated by the appearance from time to time at 
Meetings of a distinguished foreigner— Professor 
(Baron) Jaromir. Mundy, always referred to as 
'of Moravia', whose mission for many years 
was to preach the continental 'family system' in 
Britain and the British ‘non-restraint system’ on 
the Continent. In 1866 Baron Mundy showed 
his admiration for the pioneer of non-restraint 
by commissioning and presenting to the Asso- 
ciation a bust of John Conolly, who had 
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recently died; not possessing a home of its own, 
the Association, perhaps unwisely, decided to 
hand the gift over to the Royal College of 
Physicians, in full possession. rather than as a 
loan, and it remains the property of that 
College to this day. 

The alternative—or rather complementary— 
policy of making better provision for active 
treatment elsewhere than in asylums received 
less attention, though in 1867 T. B. Belgrave 
suggested the setting up of out-patient dispen- 
saries, and J. G. Davey (formerly of Colney 
Hatch) put forward the sensational proposal of a 
250-bed. acute hospital in London. As described 
elsewhere (1976), the idea of such а hospital 
came into favour again in the 1880s, and Hayes 
Newington's Presidential Address for 1889 
contains an uncannily accurate description of a 
future Maudsley-type hospital. The following 
two Presidents, David Yellowlees of Glasgow and 
E. B. Whitcombe of Birmingham, had to 
criticize and condemn the ill-judged Report of 
the London County Council's ‘Committee on a 
Hospital for the Insane' (described in the 
same article); and thereafter a ‘Care and 
Treatment Committee’ of the Association 
brought out its own Report in which they 
advocated among other things the provision in 
each area of an out-patient clinic staffed by the 
asylum medical officers; permission for Super- 
intendents to act as consultants to local general 
practitioners; and facilities for clinical teaching 
and research in every asylum. 

Another subject. that came under frequent 
discussion was that of the statistics to be kept by 
each asylum. Great efforts were made, notably 
in 1865 and in 1876-81 to produce a set of 
uniform tables that would make the experi- 
ences and results of different institutions 
comparable and meaningful. Eventually these 
tables, and later ones, were taken over by the 
Commissioners, and by some local authorities, 
such as the L.C.C., and no doubt something can 
still be learnt from their study. 

As for members’ personal. conditions of 
service, the one concern that was expressed 
again and again at Meetings was that there 
should be a satisfactory superannuation scheme. 
During the whole of our period. the grant of a 
pension was at the discretion of the Visiting 
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Justices of each asylum, and even their recom- 
mendations could be rejected or altered for the 


worse by the Quarter Sessions. Many anomalies - 
. and instances of mean treatment are quoted in 
k the Journal, and a number of efforts were m de 
new 





to have a pensions clause inserted in 
. legislation, always without effect, We know 
from the Journal that members had from time ti 





time other complaints to make of injustice or- 
arbitrariness on the part of their Committees, - 
but these grievances were rarely placed before | 
сому: 


Association Meetings. 


Connected with this, however, were the feat 
expressed almost to the end of our period about 


the proposed creation of elected ‘County 
Financial Boards’ which members thought would 


uo resemble the harsh and miserly Poor” Law 


"Guardians rather than the more gentlemanly 
"Justices who then managed county affairs. 
These fears were first voiced by Bucknill in 1854, 
as previously related, and were’ still being 
expressed in the 1880s, when the creation of 
County Councils was imminent. Yet at the 
1891 Annual Meeting, the President, E. B. 
Whitcombe, was able to say that so far these 
fears had not been justified, chiefly because so 
many of the Justices had in fact been elected to 
the new Councils. 


Parliamentary. ^ 
I have left to the last the two fields of activity 
for which the Association is best known to 
most of us and which we remember as being 
embodied in the two powerful Parliamentary 


гапа Educational Committees. No such Standing 


. Committees existed throughout the period 
gt surveyed here. Far from having been in its 
огівіпв ап attempt by asylum doctors to 
organize themselves into a ‘pressure group’, as 
Professor Kathleen Jones asserts, the Association 
was for many years accused by its more forceful 
members of doing nothing, or very little, in 
relation to proposed legislation affecting the 
insane. Just before the beginning of our period, 
the Association had, as I have said, decided to 
form a Parliamentary Committee and even 
to employ a Parliamentary Agent, but there 
is no record of its further existence. Other 
"Committees were appointed in 1856 (an ‘Action 
Committee’) and in 1860 (the ‘Law Committee’ 
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© proposed by Conolly), but these too do not 


appear to have maintained themselves. 
“Vf the Association during these years cannot 
be said to have exerted any notable ‘pressure’, 


legislation was nevertheless the subject of many 
| discussions. Robert Boyd's case for the better 


rotection of what might be termed the 'battered 


lunatic’ has already been mentioned. In 1858, at 


a time when ‘a wave of suspicion and excite- 
ment' was passing over the public mind, Forbes 
Winslow, in his Presidential Address, urged not 
that. voluntary admission should Бе 
legalized: but that it should be permissible for 
mild or temporary cases to be admitted without 
certification; the admission of each patient 
being merely reported to the Commissioners. 
He was supported by Conolly in the following 
year, and at the same time the Association 
registered its objection to certain clauses of 
Walpole's Bill then before Parliament. But the 
Association as а body did not offer evidence to 
the Select Committee of 1859-60, and as before 
it was left to individual members to set out the 
psychiatrist’s point of view. 

A few years later the Association did for the 
first time enter an appearance before a Royal 
Commission—that on Capital Punishment in 
1864— in the | person 'of its Secretary, Harrington 
Tuke, and on his initiative. Tuke, Davey and 
other members were making fruitless efforts to 
bring about a revision of the McNaughton 
Rules, and twenty years later it was proposed 
by Charles Mercier that the House of Lords 
should be petitioned to submit the McNaughton 
questions to the Judges for a second time, in the 
hope that this might result in a less archaic set of 
answers, 

‘Hopeful suggestions for further reforms іа 
Lunacy Law were perhaps encouraged by the 
Act of 1862, which allowed voluntary admission 
to Licensed Houses and Registered Hospitals on 
a small scale. Bucknill suggested that the time 
might have come for all admissions to be on an 
informal basis, but reviewed periodically; 
William Wood, in his Presidential Address for 
1865, again called for special provision for 
incipient cases, for better legal protection for 
doctors giving certificates, and for a simple and 
speedy procedure for safeguarding the property 
of patients of moderate means; and another 


*. 
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President, W. H. O. Sankey, in 1868 spoke of 
the anomaly whereby the Court of Chancery 
апі the Commissioners exercised separate 
jurisdictions over mental patients. Sankey, like 
others, upbraided the Association for its lack of 
vigour in such matters, but neither the passage 
of a Scottish Lunacy Act in 1868, nor the 
appointment and report of another Select 
Committee in 1877 could stimulate the Asso- 
ciation into taking action as a body, although 
the Report was well reviewed by Crichton- 
Browne in his Presidential Address in 1878. In 
the same Address he deplored the defensive 
attitude which asylum physicians were being 
forced to take up—‘one cannot’, he said, ‘do 
clinical work wearing a suit of armour’. 

Vigour was restored by the continued 
agitation in Press and Parliament in the 1880s 
for new legislation embodying a multitude of 
‘safeguards’, and the danger that any new 
Lunacy Laws, instead of giving effect to the 
liberal ideas of members, would indeed prove a 
‘triumph of legalism’. A Parliamentary Com- 
mittee was appointed in 1882 and reappointed 
from year to year, and from its reports it is 
evident that active lobbying was undertaken: 
When Lord Shaftesbury’s opposition was re- 
moved. by his death, and the Government's 
Lunacy Act Amendment. Bill was seen to 
contain much that was reactionary and oppres- 
sive, the Committee interviewed. the Lord 
Chancellor (Lord Halsbury) and the Attorney» 
General and succeeded in getting some of the 
most objectionable clauses removed from the 
Bill They "were also able to persuade the 
Government to include some safeguürds for 
doctors who gave and signed the required 
certificates, but, as explained previously, they 
met with no success in their efforts to have a 
pensions clause inserted into the ВШ. 

However, in the following year, when the Bill 
appeared in its modified form, it met with little 
approval from members. The President, 
Frederick Needham of Barnwood House (after- 
wards Sir Frederick, Commissioner), denounced 
it as one manufactured by lawyers without 
regard to the facts of mental illness; ‘we are’, 
he said, ‘being treated. as if we were banditti 
attacking a helpless foe instead of physicians 
pursuing our legitimate calling’. Maudsley, too, 
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expressed his disgust with the Bill, which he 
said ‘proceeded entirely upon the incarceration 
point of view’. It is almost surprising to find that 
the only changes made by the Bill—which 
eventually becarhe the consolidated Lunacy Act 
of 1890— were the introduction of the magis- 
trates order for private patients and the 
provision for periodic renewals of authority to 
detain by means of certificates sent to the 
Commissioners. 

The Act was held to. be an obstacle to treat- 
ment—in acute cases because of possible delays 
in finding a magistrate to make the admission 
order; in. more insidious or chronic cases 
because admission had to be delayed until the 
patient was ‘certifiable’. But there is no valid 
evidence that more early admissions to asylums 
would at that time have led to a higher recovery 
rate. Be that as it may, the last Presidential 
Address of our period which mentions the 
effects of the Act, that by Murray Lindsay of 
Derby in. 1893, asserted that it led to too much 


time having to be given to clerical and reporting 


work by Assistant Medical Officers, who were 
being converted into ‘certifying machines’, 


Educational: Doctors 

The Association’s concern that doctors should 
have a better knowledge of mental disorders 
dates back to its earliest years. In our period it 
was. most notably voiced by Conolly in his 
Presidential Address for 1858 and again in 1860. 
He wished a course of clinical instruction to be 
compulsory: for all asylum medical officers, and 
urged, the newly-formed General Medical 
Council to. include insanity in the medical 
curriculum. The 1862 debate on the future of 
Bethlem was largely concerned with the 
possibility of developing the teaching of psychi- 
atry at.a rebuilt hospital. In 1865 Maudsley 
persuaded the Convocation of the University of 
London to resolve that instruction in mental 
diseases should. be required for the final M.B. 
During: these years a numberof lectureships 
were created at various medical schools, 
usually held by members. of the. Association. 
Conolly, for example, lectured at Charing Cross 
Hospital from, 1852, Blandford. at. St George's 
from 1871, Crichton-Browne at St Mary's from 
1881, One lecturer, Edgar Shappard, of Colney 
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Hatch, even had the title of Professor at King's. 


College Hospital. Maudsley, who was Professor | 


of Forensic Medicine at University College 
Hospital, probably included mental disorder in 


fis course of lectures. But these lecturers were | 


outsiders: none of them held appointments as 
physicians to the hospitals concerned. At 


Edinburgh, however, from 1866, Professor- 


Laycock taught mental disorders as well as 
general medicine. 

In 1875 and again in 1879 Clouston moved 
that ari approach should be made to the G.M.C., 
and accordingly (as Dr Noel Harris reminded us 
in his Presidential Address for 1954) the General 
Secretary, Henry Rayner, wrote to the Council 
urging that mental diseases should be made 
а subject of examination for all medical qualifi- 
cations. The G.M.C. replied that mental 
disorder was already part of regular courses in 
miedicine, but they declined to have it made the 
subject of a separate examination. However, in 
1885 the G.M.C. added mental disease as a 
separate item in the curriculum and also ruled 
that knowledge of all separate items should be 
tested; this was from then on usually done by 
means of a single question in the medicine 
papers. 

In’ the same year, 1885, the Association 
decided to take steps of its own to encourage 
some knowledge of psychological medicine 
among students and junior doctors, and 
instituted a “Certificate in Psychological Medi- 
cine’ (M.P.C.) to be awarded by examination to 
those who could produce evidence of some 


| (v special study of the subject. At first the required 


study included three months’: residence in an 
- asylum or six months’ attendance at a course of 
instruction; later more latitude was allowed. 
The examination could be sat before qualifi- 
cation, but the certificate itself could only be 
granted after the candidate had become 
registered. The response was disappointing at 
first, but the number of candidates increased 
each year, and by 1896 about 240 persons held 
the Certificate. In 1888 it was for the first time 
awarded to a woman, Jane Waterston, of Cape 
Town, and this was regarded as a precedent for 
the admission of women to the membership of 
the Association, which was made possible by the 
new constitution of 1894. 
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- The M.P.C. was never formally abolished by 
ше Association, but it soon fell into complete 


; desuetude when, largely through the efforts of 
“the Association, Diplomas in Psychological 


Medicine were instituted by various examining 


bodies from about 1911 onwards. 


Earlier, an incentive to more advanced study 


‘and research had been held out to Assistant 


Medical Officers. This was the Association's 
Bronze Medal and Prize, instituted in 1882 and 
awarded for ‘the best dissertation on a clinical 
or pathological subject related to mental 
disorder’. The first winner of the Prize, J. 
Wiglesworth of Rainhill, made many further 
contributions to the Journal and was. the 
Association's President in 1902. Another notable 
winner during our period was George Robert- 
son, of Morningside, who was awarded the 
Medal and Prize in 1892 and subsequently 
became Professor of Psychological Medicine at 
Edinburgh and was President in 1922. 

Then in 1886 the Association was enabled to 
offer another major prize on a different basis. 
On the death of Samuel Gaskell, one of its 
founding fathers, his sister, Mrs Holland, acting 
through his Trustees, made over to the Asso- 
ciation a sum sufficient to provide for the 
annual award of a Gaskell Gold Medal and 
money prize. It was at first decided that 
candidates for the M.P.C., provided they had 
become medically qualified, should be allowed 
to take an additional ‘Honours’ paper and that 
the prize should be awarded on the result of this 
higher examination: 

A few examples have survived of the papers 
set for the M.P.C. and for the ‘Honours’ 
examination. The following were the ченеш 
for 1895: 


THE M.P.C. EXAMINATION 

1. Describe an attack of petit mal, and point out the 
dangers to which patients suffering from this malady 
are subject. 

2. Describe Alcoholic Insanity, and mention how it 
resembles and differs from General Paralysis. 

3. Discuss the prognosis and treatment of Ado- 
lescent Mania, 

4. Discuss Sepsis i in its relation to the production of 
morbid mental” symptoms. Note especially Из 
relations to Insanity occurring during the puerperal 
period. ^." 
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5. What are the chief points you would observe in 
the examination of a supposed insane person? What 
facts would justify.you in signing or refusing to sign a 
certificate of Insanity? 

6. Describe а case of Haematoma Auris, its cause 
and termination. 


THE GASKELL PRIZE 

l. Trace the course of the processes of the pyra- 
midal cells of the cortex cerebri. Mention the 
pathological changes to which these cells are subject, 
and describe fully one such change. 

2. State any evidence you are acquainted with 
which would lead you to believe any form of insanity 
or its symptoms are due to a toxic or bacterial poison. 
Do you know.any evidence that tends to show that 
the.secretions of insane persons are toxic in their 
nature? . 

3. Describe the morbid changes found in the 
peripheral nerves in General Paralysis. 

4. State the chief anatomical facts elucidated by 
the researches of Golgi and Ramon y Cajal, bearing 
especially on the distribution of the lateral, apical, and 
axis-cylinder processes. 

5. What disease may. be mistaken for Acute 
Delirious. Mania? .Describe treatment and post- 
mortem appearances in a case of the latter. 

6. What diseased conditions have been described as 
occurring in the brains of Epileptics, having special 
reference to the cells of the cortex and large gang- 
lionic cells of motor tract? State the influence the 
former cells are supposed to exercise over the latter. 


In. later years the ‘Gaskell’ was kept entirely 
separate from the M.P.C. and an ad hoc examin- 
ation of a higher (and continually rising) 
standard was instituted. Тһе first award, in 
1887, went to J. E. D. Mortimer of Portsmouth 
City Asylum; he 'truanted' from psychiatry not 
long afterwards, but in the following year the 
winner was a far more interesting figure, 
T. B. Hyslop of Bethlem, later well known for 
his works on psychiatric history апа biography, 
апа аз a musician. George. M. Robertson, too, 
was a Gaskell prizeman within our period. Both 
the Bronze and the Gaskell medals are still 
àwarded, and in recent years there has been 
keen competition for them. 


Educational: Nurses 
The origins of the Association’s Certificate of 
Proficiency in Mental Nursing .have been 
examined in a previous paper, which formed 
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the Presidential Address for 1960 (1961a). A 
brief summary is all.that is needed here. There 
was Clouston's paper іп 1876 describing the 
practical training given at his own hospital; 
then Campbell Glark's account of his own 
methods communicated to.a Scottish Meeting in 
1883, and the preparation by.a small Scottish 
committee of the first edition of the Handbook for 
Attendants. on the Insane and its presentation at a 
London Meeting of the Association: the setting 
up in 1889 of a committee under Hayes 
Newington to consider proposals for the granting 
of a nursing qualification:and the keeping of a 
register; and the adoption of the scheme in the 
following year. It was in these same years that 
the movement for the. State» registration of 
(general) nurses was launched; but the Asso- 
ciation's examinations were in operation by 
1891, and the scheme: was the first to offer a 
uniform national qualification as opposed to 
certificates issued by individual hospitals. 

The.course extended over two years, and 
lectures: (up. to 12!) were included. The main 
emphasis was on ‘clinical instruction in the 
wards’ and ‘exercises. under ward and head 
attendants’. The Handbook was taken over by 
the Association, and a new enlarged edition was 
brought out in 1893. Papers were set centrally, 
but their marking and the conduct of the 
practical examination. were left to the Medical 
Superintendent and an assessor from a neigh- 
bouring hospital. The first candidates came from 
the Birmingham Сиу Asylum, whose Super- 
intendent, E. B. Whitcombe, an enthusiastic 
supporter of the scheme, was. President in 1891. 

Here is a typical early question paper 
(January 1894) : 


`1. What is the ordinary temperature of the body in 
health? Is elevation of temperature frequent amongst 
the insane? How would you proceed to ascertain 
exactly whether there was any! rise of temperature in a 
given case? 

2. A patient has had a fall; what symptoms or 
conditions would lead you to suppose that one or 
more ribs had been broken?’ 

3. An epileptic patient has received a deeply 
incised wound of the scalp; which is bleeding freely; 
describe the steps you would take to arrest the 
bleeding and temporarily dress the wound. 

4. What steps would you take to. prevent the 
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occurrence of bed sores in an enfeebled patient 
confined to bed ? State the parts of the body to which 
you would pay special attention. 

5. What indications in a patient's condition would 
lead you to suppose that insufficient nutriment was 
~ being taken, and that special attention to alimentation 
was necessary ? 

6. Describe generally the mental and bodily 
states of a patient suffering from Acute Melancholia, 
and how would you act towards such a case if you 
were placed in special charge? 

7. Give the anatomical names of the following 
bones:—(a) Collar bone, (b) Shoulder blade, 
(c) Thigh bone, (d) Bones of arm, (е) Bones of leg. 

8. What weight and form of bed-clothing would 
you consider sufficient for patients in cold weather ? 

9. Amongst what class of insane patients is the 
suicidal impulse most likely to occür? 

10. The following articles of dietary are required 
for a patient:—(a) Beef tea, (6) Arrowroot, (e) Egg 
flip, (4) Custard pudding. How would you prepare 
them? 

Ji. A patient has swallowed poison; what means 
are you acquainted with for emptying the stomach? 
Give names and doses of some simple emetics. 

12. What class of patients require special attention 
at meals, and what precautions should be observed as 
to the character of their food ? 

Three hours allowed to answer this paper. 

The questions are valued at 10 marks each; two- 
thirds of the possible total of marks are required to 
pass. 


To conduct the business of the examinations 
and keep the register of those who had passed, 
"a new office of Registrar was created іп 1892; 
the first holder was J. Beveridge Spence, of 
Burntwood Asylum, Lichfield, and he was 
elected President for 1899. At the 1894 Annual 
Meeting he was able to report that 29 institu- 
tions had presented candidates, that the pass 
rate.at the latest examination had been 83 per 
cent and that to date 787 certificates had been 
issued. 
A New Beginning 
This 1894 Meeting is the last of the forty held 
during our period, and, as I have suggested 
earlier, this was the Meeting at which the 
Association's procedures and activities took on 
the pattern which was retained from then 
onwards. This Meeting was held in Dublin, and 
for the first time the daring experiment was 
tried. of extending its duration to three days. 
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The President was Conolly Norman, of the 
Richmond Asylum, and on his initiative a very 
full scientific programme was arranged. No 
fewer than 21 papers were presented, some by 
distinguished foreign visitors; time could not be 
found for all. of them to be read and discussed, 
but all were printed in the October issue of the 
Journal, which was. entirely given over to the 
"Transactions of the Meeting’. 

Here is the contents list, for comparison with 
that for 1855: 


Conolly Norman, F.R.C.P.1.— Presidential Address. 

Dr René Semelaigne—1nsanity of Persecution. 

Thos. Drapes, M.B.—On the Alleged Increase of 
Insanity in Ireland. 

D. Hack Tuke, M.D--~Increase of Insanity in Ireland. 

T. Claye Shaw, M.D.—On Brain Pressure and 
Trephining. 

John Macpherson, F.R.C.P.E.—OQn Cerebral Pressure. 

John Keay, M.D:—Trephining in Meningitis, with 
Notes of a Case. 

Dr Curwen—Hints towards the Prevention of Mental 
Disorders. 

Professor Benedikt —On Moral Insanity and its Re- 
lation to Criminology. 

Dr Jules Morel—The Need of Special Accommodation 
for the Degenerate, 

S. A. K. Strahan, M.D.—The Nesessity for Legislátion 
re Suicide. 

Oscar Woods, M.D.—Criminal Responsibility of the 
Insane. 

Dr M. J. Nolan—The Insane in 1 Workhouses, 

John Eustace, M.D.—Lunacy Legislation for Ireland. 

"Thomas Samuel McClaughry, L.R.C.S.I.—Two Cases of 
Insanity with Goitre treated with Thyroid Extract. 

Edwin Goodall, M.D.— Observations upon the Patho- 
logy of Othaematoma. 

Alfred W. Campbell, M.D.—The Morbid Changes in 
the Cerebro-Spinal Nervous System of the Aged 
Insane. 

Conolly Norman, F.R.C.P.I. and Professor Alec Fraser— 
A Case of Porencephaly. 

T. 5. Clouston, M.D., James Middlemass, M.B., and 
W. F. Robertson, M,B.—On the Typical Micro- 
scopic Lesions found in the Brain in Insanity: 
A Demonstration. 

j. Batty Tuke, Ser., M.D. E the Normal Con- 
stituents of а Convolution and the Effects of 
Stimulation and Fatigue on Nerve Cells: A 
Demonstration. 

W. Lloyd Andriezen, M.D.—On Some of the Newer 
Aspects of the Pathology of Insanity: A Demon- 
stration. . 
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The Association now numbered over 500 
members, and during the previous year a 
committee had been engaged in drafting a new 
constitution which it was hoped would better 
meet the needs of members, especially of the 
more junior members in different parts of the 
country. The main new feature was the creation 
of Divisions on a territorial basis, each with its 
own Secretary and able to arrange for Meetings 
to be held in its own area. Members in Scotland 
and Ireland had, of course, long since organized 
themselves on Divisional lines and had held 
Meetings technically called ‘Quarterly’. Now 
three Divisions were formed in England and 
Wales, the first, the South Western, almost 
immediately, the others within two years. 

The new Rules provided that the Educational 
and Parliamentary Committees should be 
Standing Committees of Council, and that the 
Treasurer should each year present a full report 
of the state of the Association’s finances. As has 
already been noted, J. H. Paul submitted his 
resignation as ‘Treasurer, and Hayes Newington, 
recently President, was elected in his place. 

The history of the Journal, too, entered a new 
phase, with the resignation, at the 1894 Meeting, 
of George Savage, and the death a few months 
later of Daniel Hack Токе. The newly- 
appointed Assistant Editors, S. R. Urquhart, 
Conolly Norman and Edwin Goodall, had to 
take over the running of the Journal without 
having had the advantage of working with their 
predecessors for any length of time. 

The formulation of the new Rules put an end 
to an argument, which had been going on for 
some years, as to whether women doctors were 
eligible for membership. The new Rule was 
unambiguously worded, and at the Meeting the 
President. himself proposed the name of a 
woman clinical assistant at his asylum, Eleanor 
Fleury. Even so her election was not unanimous, 
as it was for the male candidates. Dr Fleury 
remained a medical officer at the Richmond 
Asylum, and her name appears in the lists of 
members until 1912. 

Lastly, in this year the Association acquired 
what its members, with Victorian eloquence, 
loved to call ‘a local habitation and a name’. 
The Association entered into an agreement with 
the Medical Society of London by which, for a 


“FORTY YEARS OF WANDERINGS'—THE MEDICO-PSYCHOLOGICAL ASSOCIATION 


small annual rent, the following privileges were 
acquired: 

The use of one of the Society's bookcases. 

The use of the library for Council meetings. 

The use of the main meeting room for Annual 
and Quarterly Meetings. 

The General Secretary to use the library 
occasionally to conduct the Association's 
correspondence. 

The Association to use 11 Chandos Street as 
its official address. 

The mention of a bookcase suggests that the 
Association already possessed the nucleus of a 
Library, and indeed among the present contents 
of the College Library are books and plans that 
must have been in the Association's possession 
since possibly the. 1850s. A Library Committee 
came into being almost at the same time as the 
others mentioned above. But after. Hack Tuke's 
death a large accession of books came as a gift 
from his widow, and it is Hack Tuke who 
should be regarded as the true founder of the 
Library. Three years before his death, in 1892, 
at the York Meeting commemorating the 
centenary of the Retreat, he had presented his 
masterpiece—the Dictionary of Psychological Medi- 
cine, with its two volumes packed with inform- 
ation contributed by the most eminent psychia- 
trists and neurologists of Europe and America. 

So now we see an Association which has a 
Council and Standing Committees, holds three- 
day Annual Meetings as well as Quarterly and 
Divisional ones, publishes a Journal, holds 
examinations for doctors and nurses, and has an 
address in Chandos Street. It is recognizably the 
R.M.P.A. we have known. One thing is 
missing, though: a Royal Charter. This, too, 
might have been acquired in 1894, for two years 
earlier the Association had petitioned for such a 
Charter, or at least for permission to use the 
*Royal prefix. But both were refused, and the 
Association had to rest content with registration 
as a company and to wait patiently for its 
Charter for another 30 years. 


*Well, Sir Anthony', said Mrs Malaprop, *we 
will not anticipate the past! So mind, you young 
people—our retrospection will be all to the 
future’. I have come to believe that these are not 
just a couple of funny malapropisms, but that 
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they embody a truth which Sheridan реги 
did not realize. Let us not anticipate the return 
of the past—of a time when, to paraphr 
© Bucknill, the physician may cease to be th 
responsible guardian of the mentally: afflic 2: 
. айй his place be again usurped by the gao 
and the exorcist. And let our retrospection be to 
the future—let us see if our reading of history 
-< сап help to guide our plans and actions. This 
|... paper has been written in the hope that readers 
(You young people’) may see it that way. 
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Platelet and Plasma Amine Oxidase Activity in 
Alcoholic Individuals 


By LESLIE F. MAJOR and DENNIS L. MURPHY 


SUMMARY Platelet and plasma amine oxidase activity was deter- 
mined in a group of 99 healthy male (active duty military) alcoholics 
referred for hospital treatment who had been abstinent from alcohol 
for 2-10 days, and compared with that of a control military group. 
Platelet MAO activity was slightly but significantly lower in the 
alcoholic group. Both groups were significantly lower in MAO activity 
compared to a group of 42 non-military controls. In the alcoholic 
group there was no correlation between platelet MAO and severity or 
chronicity of drinking, nor was there evidence of iron deficiency to 
account for the lowered MAO activity. When the alcoholic and military 
control groups were split at the median, the first degree relatives of 
both the ‘low’ MAO alcoholics and the ‘low’ MAO military controls 
had a higher incidence of alcoholism than did the relatives of both 
‘high’ MAO subgroups. No personal or family history data of alcohol- 


related problems were available on the non-military control group. 


Introduction 


Monoamine oxidase (MAO) is a major 
degradative enzyme for the catecholamines, 
indoleamines and other biogenic amines (Kopin, 
1964; Neff and Costa, 1966; Weiner and Bjur, 
1974) which are thought to be important in 
the regulation of mood and behaviour. Recently 
developed methods have made possible the 
study of a number of biogenic-amine-related 
enzymes in human blood, including platelet 
MAO (Murphy and Donnelly, 1974). Reduced 
levels of platelet MAO activity have been ob- 
served in patients with bipolar affective disorder 
(Murphy and Weiss, 1972) and chronic schizo- 
phrenia (Murphy and Wyatt, 1972). 

Some evidence that these reduced levels of 
platelet MAO activity are not the result of the 
disorder or of its treatment has been provided 
by studies of identical twins discordant for 
schizophrenia (Wyatt et al, 1973) and of first- 
degree relatives of bipolar patients (Leckman 
et al, 1977). In both cases the non-affected 
relatives have also manifested reduced enzyme 


activity. Since two studies of normal twins 
have shown that a large part of the individual 
differences in platelet MAO activity is genetic- 
ally determined (Murphy, 1973; Nies et al, 
1973), and since platelet MAO seems to be a 
relatively stable characteristic of individuals 
(Murphy et al, 1974; Murphy and Wyatt, 1975), 
it has been suggested that reduced platelet 
MAO activity may represent a genetic vulner- 
ability factor associated with psychopathology 
(Wyatt et al, 1973; Murphy et al, 1974). 

In an exploration of this hypothesis in a 
large number of normal volunteers, males with 
low platelet MAO activity were found to have 
a significantly higher incidence of psychosocial 
problems and a greater number of relatives who 
had attempted or completed suicide (Buchs- 
baum et al, 1976). If lowered platelet MAO 
activities do reflect a genetic vulnerability to 
psychopathology, then it is of some interest to 
examine other psychopathological conditions 
with regard to this enzyme. Alcoholism is one 
such condition. 
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Recent studies have shown alcoholism to be 
partially genetically determined (Goodwin et al, 
1973), and other studies have shown a relation- 
ship between affective disorders and alcoholism 
(Pitts and Winokur, 1966; Winokur et al, 1970). 
Particular interest in MAO activity in alco- 
holism has come from a report of Gottfries ef al 
(1975), who found lowered brain MAO activity 
in alcoholic suicides. However, another study 
of a smaller number of alcoholic suicides did 
not find a similar difference (Grote et al, 1974). 
There are also two human studies showing 
alcoholics to have lower platelet MAO than 
controls (Brown, 1977; Sullivan et al, personal 
communication). The present study is an 
attempt to further explore this enzyme in 
alcoholics by investigating both platelet and 
plasma amine oxidase in a group of healthy 
male alcoholics, with special attention to the 
effects of severity and chronicity of drinking, 
abstinence, and family history of alcoholism, 


Methods 


A total of 99 male patients who were admitted 
to a military alcohol rehabilitation unit with a 
DSM-II diagnosis of habitual excessive drink- 
ing, and who met the criteria described below, 
were included in the present study. They were 
all active duty personnel who had been referred 
for treatment by their commanding officers, 
or physicians, or were selfreferred. Those 
included in this sample were without secondary 
medical problems and had been drug-free (other 
than alcohol) for a minimum of two weeks 
prior to the beginning of the study. All patients 
had haematocrits of greater than 38 per cent. 
None of the patients had recently received any 
medication known to affect platelet or plasma 
amine oxidase activity. Their mean age was 
34.2--1.9 years. 

A standardized interview and a series of 
assessment procedures were conducted within 
the first week after admission. Duration of 
alcohol abuse (72,000 ounces of absolute 
alcohol per year, an average of over five drinks 
per day) ranged from 1 to 20 years, with a 
mean of 5.1 years. Severity of alcohol abuse 
was estimated from the amount of absolute 
alcohol consumed in the year immediately 
prior to admission. This ranged from 280 ounces 
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to 7,200 ounces, with a mean of 2,486 ounces. 
Twelve of the 99 patients experienced mild with- 
drawal symptoms on admission; no patients 
experienced delirium tremens. Sixty-six of the 
patients (67 per cent) had experienced black- 
outs from alcohol. All patients scored greater 
than 6 on the Michigan screening test (Selzer, 
1971; Zung and Charalampous, 1975), a widely 
used questionnaire to’detect alcoholism. Their 
mean score was 13.6, with 5 being the cut-off 
for a diagnosis of alcoholism. Twelve patients 
fad а secondary diagnosis of obsessive- 
compulsive personality and 11 a secondary 
diagnosis of  passive-aggressive personality. 
Patients with any evidence of bipolar affective 
disorder, schizophrenia, or an organic brain 
syndrome were excluded from the present study. 

Information about relatives was obtained in 
two ways: patients were given a standardized 
questionnaire pertaining to psychosocial pro- 
blems in first-degree relatives (biological parents, 
full brothers or full sisters); each patient was 
also interviewed by the same staff member, who 
then filled out the 'Adult Personal Data 
Inventory’ (Guy, 1976), which contains a 
section on family history of psychiatric prob- 
lems. 

The active duty military control group con- 
sisted of 42 males matched for age within 4 years 
and sampled during the same time interval from 
patients admitted to the surgical service of the 
same hospital and from hospital staff members 
who resided within the hospital complex. Their 
mean age was 33.6-:2.1. Information about 
themselves and their relatives was obtained by 
means of the questionnaire mentioned above. 
Of the whole group, 11.6 per cent drank more 
than 2,000 oz of absolute alcohol during the last 
year, and 5.3 per cent drank more than 4,000 oz 
during the same period. Although none of the 
patients in the control group had an ‘identified’ 
drinking problem, or had been referred for 
treatment, 19 per cent had scores of 6 or higher 
on the Michigan screening test for alcoholism. 

A second comparison group consisted of 42 
male normal volunteers also matched for age 
and sampled during the same time period at the 
National Institutes of Health Clinical Centre. 
Their mean age was 31.643.3 years. No 
information was available from this group | 
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alcohol use or psychosocial problems in them- 
selves or their relatives, 
At the time of admission to the alcohol 
rehabilitation unit many of the patients had 
been abstinent for more than seven days, 
mainly because they had been in-patients on 
another unit or had been confined to quarters 
in consequence of а drinking-related infraction. 
Information about the time of last drink and 
on the severity and chronicity of drinking was 
obtained on four separate occasions over a 
three-week period. In 21 cases there were 
discrepancies in this information; in these cases, 
the information was considered unreliable and 
the data were not included in the analyses. 
Within five days of admission venous blood 
samples (18 ml) were collected in tubes (Becton- 
Dickinson No. 4798) containing 2 ml of ACD 
(acid-citrate-dextrose, NIH formula A). Platelet- 
rich plasma (PRP) was prepared by sequentiàl 
10-minute centrifugations at 175 and 300 g; the 
PRP was removed and pooled after each centri- 
fugation and then frozen at —-70°C after an 
aliquot had been removed for platelet counts. 
Platelet and plasma amine oxidase activity were 
determined by our previously described method 
(Murphy et al, 1976). In the case of individuals 
who were not being treated with any drug (most 
of the patients began disulfiram treatment after 
the first week), platelet and plasma. amine 
oxidase activities were remeasured, using the 
same procedures, in their third week in hospital. 
All patients were alcohol-free during this 
period and were under continuous supervision. 


Results 


As indicated in Table I, the mean platelet 
MAO activity in the 99 alcoholics was signi- 
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ficantly lower than that found in the 42 active 
duty controls. Also, both of these groups had 
significantly lower platelet MAO activity than 
the group of 42 non-military normal volunteers 
collected at NIH. There were no significant 
differences in plasma amine oxidase activity in 
the three groups. 

In the alcoholic group there was a low but 
significant correlation between platelet MAO 
and plasma amine oxidase activity (г = --.22, 
Р < .05). There were no significant correlations 
between platelet MAO activity and severity 
(т = -++.11), duration of drinking (г = —.12), 
or the time of the last drinking prior to blood 
sampling (г = +.09). To further evaluate 
the possible effects of alcohol consumption on 
platelet MAO, the alcoholic group was divided 
into those with a history of more than five years 
of abuse (> 2,000 oz of absolute alcohol per 
year) and those with less than five years of 
alcohol abuse. These two groups were also 
subdivided according to the number of days 
between the last drink and the first MAO 
determination after admission (Table II). 

Platelet counts were significantly lower in 
the chronic alcoholics studied up to eight days 
after the last period of drinking compared to 
those in the chronic alcoholic group who had 
been abstinent for more than eight days. These 
findings are consistent with the known effects of 
chronic alcohol ingestion on platelet formation 
and platelet count changes following abstinence 
(Hessen and Begluter, 1973). Platelet MAO, 
however, was not significantly different in 
chronic v non-chronic groups or in the groups 
divided on the basis of the time of last drink. 
In the 14 patients who remained drug-free 
there was a trend for mean platelet MAO 


Taste I 
Platelet and plasma monoamine oxidase activity in alcoholics and two comparison groups 





Platelet MAO activity 


Plasma amine oxidase activity 








(nmoles/105 platelets/hr) (nmoles/ml/hr) 
Alcoholics (n == 99) 7.254. .32* 16.08--.46 
Military controls (п = 42) 8.31--.45** 17.00-4-.54 
Non-military controls (п == 42) 10.814-.74 18.124 .58 





* Significantly lower than military controls (Р — 


.05) and NIH controls (Р < .001); mean+-SEM. 


** Significantly lower than non-military controls (P < .01). 
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Тави 
Effects of duration of drinking and time of last drink on pi 
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and plasma monoamine oxidase activity and platelet 

















counts in « 

Days Drinking Platelet а Plasma Platelet count 
abstinent history MAO : amine oxidase (x 10°) N 
1-4 Chronic 7.024 .91 .. 15.3 $1.78 3.294 .28* 10 
Non-chronic 7.594- .83 18.124-1.42 5.584- .42 16 
5-8 Chronic 6.09-- .49 14.86+1.01 3.894 .47** 15 
Non-chronic 6.3741.01 18.73--1.04 5.774 .69 6 
28 Chronic 7.124 .75 15.374:1.03 5.664 .49 15 
Non-chronic 8.344 .85 . 15.294 .81 5.074. .54 16 


* P < .001 compared to chronic >8 days group (Mean + SEM). 


** P < .01 compared to chronic >8 days group. 


activities to be slightly reduced in their third 
week in hospital; in fact, 11 of these 14 indi- 
viduals had lower MAO activities at this time. 

Table 111 shows the high percentage of both 
alcoholics and military controls who reported 
various psychosocial problems in their first 
degree relatives. To look for a further relation- 
ship to platelet MAO, the alcoholic and 
military control groups were both divided on 
the basis of platelet MAO levels (median split) 
and the number who reported psychosocial 
problems in first degree relatives were listed 
separately for the ‘high MAO’ and ‘low MAO’ 
groups (Table IV). A greater number of the 
low MAO individuals had first-degree relatives 
with alcoholism. Similarly, when a number of 
measures of psychosocial difficulties (felony 
conviction, admission to psychiatric hospital, 


Taste ПІ 


Percentage of alcoholics and military controls reporting 
“psychosocial problems in first degree relatives 











Military 
Alcoholics controls 
(п = 99) (n == 42) 
Alcoholism 32% 20% 
Hospitalized for psychiatric 
disturbance . 21% 17% 
Felony conviction 7% 10% 
Attempted or committed 
suicide 12% 12% 
Any of above 55% 41% 





attempted. or completed suicide or alcoholism) 
were considered together, differences меге 
found between the low and high MAO groups 
(P « .01, Fisher exact test). The mean MAO 
activity in those individuals with a positive 
family history of either alcoholism or any of 
the psychosocial problems shown in Table IV 
was lower than the mean MAO activity of the 
individuals without these problems in first- 
degree relatives (Table V). This was the case 
both in the alcoholic group and in the military 
control group. 

In the military control group, there were 
eight individuals with a Michigan screening 
test score > 10 (5 is the cut-off for a diagnosis of 
alcoholism). All eight of these individuals were 
in the low MAO group (P < .001, Fisher exact 
test). The mean platelet MAO activity of these 
eight individuals was 6.25.76, compared to 
the mean of the remainder, 8.80-+ .61 (Р < .06, 
Student ‘t’ test). 


Discussion » 

The present finding of lowered platelet MAO 
activity in alcoholics is in agreement with the 
report of Gottfries et al (1975), who found 
lowered brain MAO activity in the alcoholic 
suicides, and with the two reports of lowered 
platelet. МАО activity in alcoholics (Brown, 
1977; Sullivan et al, personal communication). 
One explanation for these findings is that the 
low platelet МАО activity is a direct or in- 
direct effect of the use of alcohol, a possibility 
not ruled out in the previous studies. Against 
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Taare IV 


Number of alcoholics and military controls with ‘high platelet MAO’ and ‘low platelet MAO’ (median split) reporting 
psychosocial problems in first degree relatives 














Alcoholics Military controls 
High Low High Low 
(n = 49) (n == 49) (n = 21) (n = 21) 
Alcoholism 8 18* 1 7** 
In hospital for psychiatric disturbance 7 10 1 7** 
Felony conviction 3 3 2 2 
Attempted or committed suicide 5 5 2 3 
Any of above 17 28* 4 11** 
*P< .OL 


** P < .02 Fisher Exact Test low versus high group. 
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Mean platelet MAO activity in alcoholics and military controls with various psychosocial problems in first degree 
з relatives versus those without family history of these problems 





Platelet MAO activity 








Alcoholic group Military control group 
Probands with: 
Alcoholic first degree relatives 6.394-.47* 6.34- .76* 
| (п == 26) (п = 8) 
No alcoholic first degree relatives 7.564- .40 8.784 .62 
(n = 73) (а == 34) 
M MM netting 
Probands with: 
First degree relatives with alcoholism, psychiatric 7.02.45 7.49-4 .81 
hospitalization, felony conviction, or suicide attempt (n == 45) (n = 15) 
No first degree relatives with any of these 746+ .46 8.724-.69 
psychosocial problems (n = 54) 


(n == 27) 





* P < .05, Student's ‘t’ test, significantly lower than no alcoholic first degree relative group. 


this explanation is the absence of any lowering 
of brain MAO activity in rats subjected to 
acute or chronic ethanol exposure (Wiberg et al, 
1977). No direct evidence is available on the 
effect of chronic ethanol use on human platelet 
MAO activity. 

The in vitro addition of alcohol in concentra- 
tions ten-fold higher (1.5 per cent) than those 
observed in plasma during legally-defined in- 
toxication states (.15 рег cent) did not alter 
platelet MAO activity (Murphy et al, un- 
published data). 

In the present study, we investigated the 
possible direct or indirect effects of alcohol on 
platelet MAO in several ways. 'The absence of 


any correlation between platelet MAO activity 
and either the severity or the chronicity of 
drinking or time of the last drink would argue 
against alcohol ingestion as the cause of the 
low platelet MAO. To further investigate the 
possibility, we divided the alcoholic group into 
chronic and non-chronic alcoholics and then 
looked at these two groups with regard to time 
of last drink (Table II). The chronic alcoholics 
in the early abstinence period (less than 9 days) 
had substantially lower platelet counts, as 
would have been expected from other reports 
indicating that thrombocytopenia is a common 
sequela of chronic ethanol ingestion (Hessen 
and Begluter, 1973). 
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There was no significant difference in platelet 
MAO activity between the chronic and the 
non-chronic groups, nor was there any signifi- 
cant difference in platelet MAO activity in 
patients studied at various intervals between 
one and eight or more days after stopping 
drinking. In addition, in the 14 drug-free 
patients studied after three weeks in the hospital 
there was no tendency for MAO values to 
increase; in fact platelet MAO activity tended 
to decrease over the three weeks. The available 
evidence thus does not support the hypothesis 
that direct or indirect effects of alcohol were 
responsible for the low platelet MAO activity 
observed in the alcoholic group. 

A second hypothesis is that biological factors 
that predispose to alcoholism are also linked to 
low platelet MAO activity, and that low platelet 
MAO activity may be associated with an 
increased vulnerability for alcohol abuse. Pre- 
vious investigations have shown reduced levels 
of platelet MAO activity in patients with bipolar 
affective disorder (Murphy and Weiss, 1972), 
schizophrenia (Murphy and Wyatt, 1972), and 
their first-degree relatives (Leckman et al, 1977). 
Normal volunteers with low MAO activity have 
been found to have a higher incidence of psycho- 
social problems and'a greater number of rela- 
tives who have attempted suicide (Buchsbaum 
et al, 1976). 

These findings have led to the hypothesis that 
low platelet MAO may represent a genetic 
vulnerability to psychiatric disorder (Wyatt et al, 
1973; Murphy et al, 1974). To evaluate this 
hypothesis, we examined the family history 
information in the alcoholic and the military 
control groups, both of which had low platelet 
MAO compared to the NIH control group 
(Table III). A high number of first-degree 
relatives in both the military groups had 
histories of either alcoholism, admission to 
psychiatric hospital, felony conviction, or 
attempted or completed suicide. Although these 
findings are consistent with the hypothesis that 
low MAO represents a genetic vulnerability 
factor for a variety of psychiatric or psycho- 
social problems, they do not provide any 
evidence of a causal relationship. 

To investigate the relationship of platelet 
MAO to family history of psychosocial problems 
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we divided the alcoholic group and the military 
control group into a high MAO and low MAO 
group (median split). A higher number of the 
individuals. in the ‘low’ subgroups had first- 
degree relatives with psychosocial problems 
(Table IV), suggesting a direct relationship 
between MAO and. various forms of psycho- 
pathology. The difference between the 'high' 
and ‘low’ groups was most marked for a family 
history of alcoholism, particularly in the 
military control.group where 7 of the 8 indi- 
viduals with a family history of alcoholism 
were in the low MAO group. When we looked 
at all the individuals with a first-degree relative 
with alcoholism, we found their mean platelet 
MAO to be significantly lower than that of the 
remainder of the group without an alcoholic 
first degree relative in both the alcoholic and 
military control groups (Table V), again 
indicating an. association between alcoholism 
and low platelet MAO. 

Further evidence for such an association 
came from those individuals in the military 
control group who appeared to have a drinking 
problem. Eight in this group scored 10 or over 
on the Michigan Screening Test (5 indicating 
a serious drinking problem). These eight indi- 
viduals had a mean platelet MAO which was 
significantly lower than the mean platelet MAO 
of the rest of the group. These findings all 
support the hypothesis that low platelet MAO 
activity represents a genetic vulnerability factor 
for alcoholism. Further substantiation of the 
hypothesis will require family studies similar to 
those done in schizophrenia and bipolar 
affective disorder. 
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A Controlled Trial of L-Tryptophan in Mania 


By C. A. CHAMBERS and G. J. NAYLOR - 


SUMMARY A double-blind placebo-controlled trial of L-tryptophan, with 
pyridoxine and ascorbic acid, was carried out in 10 female patients suffering from 


mania. 


In contrast to earlier studies led by Prange and Murphy, L-tryptophan was 


found to be no better than placebo. 


Introduction 

Although Tryptophan (with or without 
pyridoxine) has been used in the treatment of 
affective illness for several years, its therapeutic 
value is still uncertain. Several studies suggest 
that L-tryptophan potentiates the antidepressive 
effects of monoamine oxidase inhibitors (e.g. 
Coppen et al, 1963; Glassmann and Platmann, 
1969). The tricyclic antidepressant clomipramine 
is potent in blocking the re-uptake of 5HT at the 
cellular membrane, and Wålinder et al (1975) in a 
study of this drug, suggested that its anti- 
depressive effect was also potentiated by L- 
tryptophan; but Shaw et al (1975) in similar 
studies were unable to confirm this finding. 

Some workers comparing L-tryptophan with 
ECT have found it to have an antidepressant 
effect equal to or greater than that of ECT 
(Coppen et al, 1967; MacSweeney, 1975), but 
other workers failed to confirm these findings 

"(Bowers, 1970; Carroll et al, 1970; Herrington et 

al, 1974). 

"Some studies comparing the antidepressant 
effect of tryptophan with that of tricyclic anti- 
depressant drugs have suggested an equal anti- 
depressant potency (Coppen et al, 1972; Jensen et 
al, 1975; Herrington et al, 1976), but here again 
other studies gave negative results (e.g. Gayford 
et al, 1973). On looking at the results in detail, 
the antidepressant effect to tryptophan is often 
less than that of the tricyclics, but the difference 
does not usually reach significance. 

Comparison of a new treatment with a 
standard treatment (rather than placebo) may be 
ethically more justified, but unless the new treat- 
ment is more effective than standard treatment 


results are difficult to interpret. If the new treat- 
ment is shown to be less effective it does not 
prove that it is ineffective, while if the new 
treatment does not differ in its effects from the 
standard treatment this may simply be a reflec- 
tion of a poor trial, e.g. one with inadequate 
numbers. The real proof that a drug is an 
effective antidepressant can only come from 
placebo controlled trials, and such trials of 
tryptophan have revealed no therapeutic effect in 
depression. (Murphy et al, 1974; Mendels et al, 
1975). The evidence that L-tryptophan has a 
therapeutic effect when used alone in depressive 
illness remains conflicting, but there is more 
agreement that L-uyptophan potentiates the 
antidepressive effect of monoamine oxidase 
inhibitors. 

There have been two trials of L-tryptophan in 
mania. Prange et al. (1974) compared L- 
tryptophan with chlorpromazine in a double- 
blind crossover design. They suggested that L- 
tryptophan was superior to chlorpromazine 
(400 mg per day), but the difference they found 
was not statistically significant. In a placebo- 
controlled trial of similar design, Murphy et al 
(1974) found L-tryptophan to have a moderate 
therapeutic effect. 

This present trial attempts to clarify the effects 
of L-tryptophan in mania. A clinical trial using a 
double-blind design with a treatment and 
placebo group is described; the design was 
approved by the local Ethical Committee. 


Method 


Ten physically fit female manic in-patients 
were allocated at random to treatment for 14 
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days with either L-tryptophan 2g with 
pyridoxine 20mg and ascorbic acid 40 mg, 
thrice daily (given as ‘Optimax’ powder) or 
matched placebo. Patients, nursing staff and 
medical staff were blind to the treatment given. 
The Chief Pharmacist held the code for treat- 
ment allocation, and it proved unnecessary to 
break the code during the trial. Patients with 
predominantly mixed symptomatology were 
excluded from the trial. 

Each patient received regular sedation with 
nitrazepam 10 mg at night, and chlorpromazine 
50 mg was prescribed as required for manage- 
ment. 

The Present State Examination (Wing et al, 
1974) was carried out on all patients before the 
trial by one psychiatrist. Because of the clinical 
severity of illness in one patient, there was doubt 
about the adequacy of the Present State 
Examination (rated 2 on item 140); however, a 
clinical diagnosis of mania was made and she was 
included in the trial. The remaining patients had 
at least three of the six core items of mania, 
namely expansive mood and ideation, grandiose 
ideas (items 41, 42 and 43) with signs of 
hypomanic affect, pressure of speech and flight 
of ideas (items 123, 131 and 137). Other features 
of grandiose delusions, sleep disturbance and 
irritability were also frequently present. 

All five patients in the L-tryptophan and 
pyridoxine-treated groups, where mean age was 
39.5 years (34—42 years), had had previous 
affective episodes. Four patients had had two or 
more episodes of mania (2-6) and three had had 
one or more episodes of depression (1-3). A 
history of affective illness was present in the first 
degree relatives of two patients with a previous 
history of mania alone. 
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All five patients in the placebo group whose 
mean age was 42.2 years (22-62 years) also had 
previous aftective illness. Four had had previous 
episodes of mania (1-2) and four previous 
episodes of depression (1-3). The one patient 
with a previous history of mania alone had a 
history of aflective illness in three first degree 
relatives; and one patient with a biploar iliness 
had a family history of affective illness in a first- 
degree relative. 

The Manic State Rating Scale (Beigel et al, 
1971) was used for twice daily severity ratings by 
trained nursing staff. Inter-rater reliability was 
checked prior to the trial by the method of 
Maxwell and Pilliner (1968), which analyses the 
degree of agreement expressed as ап F-ratio 
between ratings from a two-way analysis of 
variance. In Table I details of 22 sets of ratings 
are shown. 

The ideal result is for ‘between raters’ F-ratio 
to be non-significant and ‘between rating scale 
items’ F-ratio to Бе significant. However 
inspection of the table shows significance to be 
present in both F-ratio terms. This is less 
satisfactory: raters agreed which patients showed 
which symptoms, but some tended to use 
different ranges of the scale to rate them. 
Overall, therefore, inter-rater agreement was 
considered satisfactory. In order to take account 
of variation in scale ranges used, the medians 
rather than the means of raters’ scores were 
used to represent the global Manic Scale Ratings 
for one nursing shift. 

For each patient, two global Manic Scale (MS) 
ratings were made each day. These ratings were 
averaged to yield a daily MS rating for each 
patient. A record was kept of chlorpromazine 
given. 


Taste I 
Distribution of F-ratios for 22 sets of ratings 
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Results 


All ten patients completed the trial. 

Table II presents the mean daily Manic Scale 
Ratings for 14 days of the trial. Table Ш shows 
daily means of chlorpromazine given to each 
group. A Mann-Whitney ‘U’ test was used to 
compare the ratings and the chlorpromazine 
given in the two groups. There was no significant 
diflerence between the L-tryptophan-treated 
group and placebo-treated group in either MS 
ratings or chlorpromazine given. 

There was a trend in the group treated with L- 
tryptophan to deteriorate before showing an 
improvement, while no such trend occurred in 
the placebo group. 


Discussion 


In this 14-day controlled study L-tryptophan 
appeared to have no therapeutic effect when 
compared with a similar group treated with 
placebo. The severity of mania treated was 
variable, and the baseline ratings were higher in 
the placebo group than in the L-tryptophan 

oup, but this difference was not significant. A 
ower rating, that is, less severe mania, should 
have favoured L-tryptophan treatment, since 
Murphy et al (1974) found complete response to 
treatment in three of their patients with 
moderate mania. 

Prange et al (1974) found improvement in their 
patients in the first 13 days of their trial, 8 
patients returning to normal in this period. 
Therefore, 14 days of treatment in the present 
trial should have been sufficient to demonstrate a 
therapeutic effect. 

, Group clinical characteristics were similar to 
those in the manic patients studied by Prange et 
al (1974). All 10 patients in Prange's trial had 
‘positive family histories, while only 4 out of 10 
patients in the present trial had family histories; 
however, these were equally distributed between 
the treatment and placebo groups. Patients in 
the treatment group all responded after the trial 
to standard antimanic treatment: four 
responded to lithium carbonate and one to 
chlorpromazine. Three patients in the placebo 
group improved with lithium carbonate, and 
one with haloperidol. Patient 6 improved and 
deteriorated during the 14 days, and did not 
respond to medication; her response to. ECT 
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when depressed was brief. Spontaneous swings 
of affect гуру this patient's illness. 

The daily dosage of 6 g of L-tryptophan, 60 
mg pyridoxine and 120 mg ascorbic acid (given 
as ‘Optimax’ powder) was comparable to the 
dosage used in the previous studies and the 
clinical features of the patients, the number of 
subjects, and the dosage and duration of treat- 
ment with L-tryptophan were similar to those 
‘of Prange et al (1974) and Murphy et al (1974). It 
is difficult to explain the difference between our 
negative and their positive findings, except as 
due to chance or to the natural fluctuation of 
mania. Both possibilities seem unlikely, since all 
patients in the tryptophan group responded 
consistently to the standard antimanic treat- 
ments used following the trial. 
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Depression and Hemispheric Functions: Changes 
Associated with Unilateral ECT 


ZIAD KRONFOL, K. deS. HAMSHER, KATHLEEN DIGRE and RAFIQ WAZIRI 


SUMMARY Nine depressed patients received ECT to the dominant (left) side 
along with nine matched depressed patients who received ECT to the non- 
dominant (right) side. Neuropsychological tests showed that the right hemispheric 
functions were more frequently abnormal as compared to left hemispheric 
(dominant) functions in the pre-ECT tests. ECTs delivered to either the right or 
left side improved right hemispheric functions when the depression was 
ameliorated. This study indicates that in depression right hemispheric functions 
are initially disturbed and ECT, instead of being deleterious to these functions, 


tends to improve them. 


Introduction 


Unilateral electroconvulsive therapy to the 
non-dominant hemisphere (ND-ECT) has 
largely replaced the more conventional bilateral 
ECT for the treatment of depression. Compared 
with bilateral ECT, ND-ECT seems to cause less 
disruptive effects on verbal memory functions, 
with little or no change in antidepressant effica 
(d'Elia & Raotma, 1975; Levy, 19681 Bridder et 
al, 1970). Although verbal abilities may be 
spared by ND-ECT, some authors have 
suspected possible disruptive effects on non- 
verbal abilities, which are largely subserved by 
the non-dominant hemisphere. The issue, how- 
ever, remains unsettled. 

McAndrew et al (1967) were not able to find 
significant changes іп performance оп 
psychological tests of specific hemispheric func- 
tions following right-sided, left-sided апа 
bilateral ECT. Their data, however, suggested a 
trend toward improvement on measures which 
bear a relationship to the proper functioning of 
the hemisphere stimulated. Annett et al (1974) 
administered tests of naming and visual 
discrimination before and after two ECT treat- 
ments to the left or right hemispheres. Whereas 
оегѓогтапсе on naming tests was poorer after 
left-sided than after right-sided ECT, no 
systematic differences could be demonstrated for 
the visual discrimination tests. These data were 
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similar to those obtained by Cronin et al (1970) 
following a series of six and eight ECTs. Berent et 
al (1975) administered Words and Forms before 
and after one ECT treatment to the right or left 
hemisphere, and showed a significant impair- 
ment on the Word Test following D-ECT, 
whereas a significant impairment on the Form 
Test followed ND-ECT. In a way, d’Elia et al 
(1976), using more elaborate psychological tests, 
reported that, whereas D-ECT had a more 
negative influence on verbal memory functions, 
ND-ECT had a more disruptive effect on 
complex non-verbal visual tests. Thus, the data 
are quite confusing and often contradictory. One 
possible source of confusion is the small number 
or lack of specificity of the psychological tests 
administered; another is the variation in the 
number of ECT treatments given. 

We started this study with the view that the 
popularity of non-dominant or right-sided ECT 
might not be warranted if patients receiving such 
treatments were to suffer the consequence of 
disruption of cognitive functions subserved by 
the non-dominant hemisphere. In the present 
study we have attempted to evaluate the acute 
effects of a single ECT given to either one of the 
cerebral hemispheres and the cumulative effect 
of a series of eight ECTs on functions of each 
individual hemisphere. The psychological tests 
administered to the patients were specially 


X 


Merital 25 | 


Two distinct actions in depression 





2.Restores 
Merital 25 is the first effecti ho- 
depressed mood ани a fe elo герое 


significant inhibitory effect on dopamine 
re-uptake from central synapses} an 
action which is believed to enhance the 
general level of drive and activity. 


It is widely believed that the ability of 
antidepressants to affect central amine 
neuro-transmitters may be the basis of 
their therapeutic activity. Merital 25 is a 
potent inhibitor of noradrenaline re- 
uptake from central synapses, an effect 
which has been related to improvement 
of mood in depression. 


Free from sedative effect Of 938 patients treated with Merital 25, drowsiness was noted in only six 
(0.64%)? 

Exceptionally well tolerated Anticholinergic side effects were seen in less than 2% of patients treated with 
Merital 25? 

Rapid onset of action Studies have shown that patients treated with Merital 25 respond within 7 to 10 days. 
Freedom from cardiotoxic? and hypotensive effects No signs of cardiotoxicity or changes in ECG in 
patients have been reported. 


1. J. Pharm. Pharmacol. (1974), 26, 370. 2. Symposia Medica Hoechst (1974), 10(1), 51. 3. Z. Kardiol, (1975), 64, 90. 
Presentation Merital 25 is available in capsules, each containing 25mg nomifensine hydrogen maleate 


Merital 25 = 


an entirely new type of agent for depression 


Presentation Merital 25 capsules contain 25 mg nomifensine hydrogen maleate. Uses Anti-depressant for use in depressive illness with or 
without accompanying anxiety. Dosage and administration Initial dose 25mg twice or three times a day increased as necessary to а 

maximum of 200 mg/day over 7-10 days. Use a lower initial dose not exceeding 25mg twice a day in elderly patients. Not recommended 

for children. Contra-indications, warnings, etc. Use in pregnancy only if there are compelling reasons. Merital 25 may antagonise the 
hypotensive effects of adrenergic neurone-blocking drugs and may potentiate therapeutic and adverse effects of levodopa and other 
dopamine agonists. Use with caution in patients with ischaemic heart disease. Use with caution in conjunction with monoamine oxidase 
inhibitors. Adverse effects include palpitations, nausea, headache, dryness of the mouth and dizziness. 

PL 0086/0052. Basic NHS cost - £8.33 per 100 capsules. Further information is available on request. Hoechst (Я 
Pharmaceuticals, A Division of HoechstU.K. Limited, Hoechst House, Salisbury Road, Hounslow, Middlesex TW46JH. Hoechst 


FOR SPEEDY RELIEF OF DEPRESSIVE SYMPTOMS 


SKSSF 


a SmithKline company 


further information from: SMITH KLINE & FRENCH LABORATORIES LIMITED Welwyn Garden City, Hertfordshire, AL7 1EY 


Parstelir itrade mark. Each ‘Parste Tablet contains 10mg tranylcypromine as the sulphate ar ng tr perazir hy ch PLA 























ZIAD KRONFOL, K. DES. HAMSHER, KATHLEEN DIGRE AND RAFIQ WAZIRI 


""chosen. with relevance to the function. of the 
single hemisphere and have been used in the past 
with a good degree of specificity in the assess- 
ment of organic brain deficit with lateralization 
to either one of the hemispheres. The un- 
expected finding was that some depressed 
patents initially performed badly on tests 
reflecting right hemisphere function and that the 
cumulative effects of ECT, which improved the 
depression, were also reflected in the improve- 
ment in performance on these tests. 


Materials and Methods 


1. Patients 

The eighteen patients included in the study were all 
in-patients referred for ECT from the Psychiatric 
Hospital and the Veterans Administration Hospital in 
Iowa City. The decision in favour of ECT was made by 
both the resident and staff physician responsible for 
the patient. All patients included in the study were 
right-handed as assessed by an appropriate question- 
naire (Benton et.al, 1972; Varney and Benton, 1975), 
had.no history of evidence of organic disease of the 
central nervous system and bad signed a consent form 
to participate in the study. Selected patients were then 
randomly divided into two. groups: one group 
receiving ECT to the dominant hemisphere (D- ECT), 
the other to the non-dominant hemisphere (ND- 
ECT). The descriptive characteristics of each group are 
summarized in Table I. As will be seen, the two groups 
are well-matched for age, sex, intellectual abilities, 
educational background and psychiatric diagnoses. 
The degree of depression in these patients was 
moderate to severe as assesed by clinical interview and 
the Zung Depression Scale (Zung, 1965). 


2. General Procedure 

All patients were tested on three different occasions: 
опе day prior to the first ECT (pre-ECT), five hours 
following the first ECT (post-ECT #1) and five hours 
following the eighth ECT (post-ECT #8), On all three 
occasions, the following tests were given: 

A. Temporal Onentation (TO) 

(Benton et al, 1964, Levin & Benton, 1975): This isa 
simple test which consists of asking the patient to give 
the date (month, day of month, year, day of week) and 
the time of day. Performance is objectively scored and 
can be interpreted on the basis of emperical norms 
(Benton ef al, 1964; Levin & Benton, 1975). Errors 
were subtracted from an arbitrary score of 10. 

B. Tesis of Left Hemisphere Function 

1 Digit Sequence Learning (DSL) (Benton & Hamsher, 
1976): This task consists of the presentation of a ten- 
digit number at a one-digit-per-second rate over a 
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Tague I 
Descriptive characteristics of the two groups 








Variable D-ECT ND-ECT 

Chronological age 

Mean $ 48.3 50.2 

Standard deviation 17.8 18.5 
Sex 

Male 6 6 

Female 3 3 
IQ* 

Mean 101.6 97.8 

11.2 16.7 

Educationt 

Mean 10.9 12.1 

Standard deviation 2.6 2.3 
Diagnosis 

Primary depression 8 8 

Secondary depression 1 1 
Number of patients... CoE 9 











* Derived from Shipley-Hartford Scores (Paulson 
and Lin, 1970). 
t Number of years in school. 


maximum of i2 trials. On each trial, the patient 

repeats what Һе can remember, with the goal of» 
learning the entire number within a limit of 12 trials. 

The score is the number of correct repetitions. The test 

is particularly useful іп assessing amnesic patients. 

(Drachman & Arbit, 1966) and memory impairment in 

the elderly (Drachman & Hughes, 1971). A different 

ten-digit number was used for each of the three testing 

sessions. : 

2 Controlled Word Association (CWA) (Benton & 
Hamsher, 1976): This. subtest from the Multilingual 
Aphasia Examination (Benton, 1969) consists of 
presenting a letter and having the patient say all the 
words he can think of which begin with that letter 
within a one minute period. Three letters are used for 
each form of the test. This task has been shown to bea 
sensitive index of cerebral dysfunction (Borkowski ef 
al, 1967), particularly disease of the left frontal lobe 
(Benton, 1968). One of the three alternative forms was 
used in each testing session. A score at or below the 
fourth percentile for hospital controls was considered 
defective. 

3 Sentence Repetition (SR) (Benton &  Hamsher, 
1976): This subtest from the Multilingual Aphasia 
Examination consists of 14 sentences of increasing 
length which are read by the examiner for the patient 
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to repeat. In the absence of an aphasic disorder this 
task is a measure of semantic short-term memory. 
One of three alternative forms of the test was used in 
each testing session. A score at or below the fourth 
percentile for hospital controls was considered 
defective. 

4 Token Test (TT) (Benton & Hamsher, 1976): This 
substest from the Multilingual Aphasia Examination is 
a test of oral language comprehension. The test is a 
sensitive index of left-hemisphere brain damage even 
in the absence of a clinically evident dysphasia 
(DeRenzi & Vignolo, 1962; Boller & Vignolo, 1966). 
The test has two forms, which were given in an A-B-A 
order across the three testing sessions. A score at or 
below the third percentile for hospital controls was 
considered defective. 


C. Tests of Right Hemisphere Functioning: 

1 Form Sequence Learning (FSL) (Hamsher, 1975): This 
experimentaltaskwas devised as a non-verbal analogue 
to the DSL. The patient is shown six designs which 
appear as a row on a card. After a 20-second exposure 
a response card with 12 designs is shown and the 
stimulus card removed. The task is to point to the 
designs in the order they were presented. Twelve 
trials were allowed for learning this task. One of three 
alternative forms of the test (all designs being chosen 
from the same response-choice card) was used for each 
testing session. 

2 Judgemeni of Line Orientation (JLO) (Benton et al, 
1975): This test involves the matching of two stimulus 
lines with two lines having the same angle and direc- 
tion in an 11-choice array. Defective performance on 
this task is associated with disease of the right 
hemisphere and appears to be little affected by brain 
disease in the left hemisphere, even in the presence of 
aphasia (Benton ef al, 1975). Two alternative forms of 
the tests were given in an A-B/A order across the three 
testing sessions. A score at or below the third 
percentile for hospital controls was considered 
defective. 

3 Three- Dimensional Constructional Praxis- Photographic 
Stimuli (3DB) (Benton, 1973): This task requires the 
patient to construct 3 three-dimensional block models 
from photographs. Performance on this test (Benton & 
Fogel, 1972; Benton & Ellis, 1970) has been shown to 
be related primarily to lesions of the right hemisphere 
(Benton. 1967; Benton, 1968), although patients with 
sensory aphasia associated with lesions in the left 
posterior temporo-patietal region may also show 
impairment on this task (Benton, 1973). The two 
alternative forms were presented in an A-B-A order 
across the three testing sessions. A score at or below 
the fourth percentile for hospital controls was 
considered defective. 


DEPRESSION AND HEMISPHERIC FUNCTIONS 


4 Facial Recognition Test (FRT), Form SL (Benton et 
al, 1975): This task assesses the capacity to identify and 
discriminate photographs of unfamiliar faces. The 
original test (Benton & Van Allen, 1968) has been 
redeveloped to provide a shorter version (Levin et al, 
1975) while preserving the original test (long form). 
Performance on this task is influenced primarily by 
lesions of the right hemisphere, although lesser 
impairment may be seen in some patients with 
ostensible left hemisphere lesions. The two forms of 
the test, short and long were administered in an A-B-A 
order across the three testing sessions. A score at or 
below the second percentile for hospital controls was 
considered defective. 


D. Self- Rating Depression Scale (SDS) (Zung, 1965): 

This scale was first devised by Zung for the 
quantitative assessment of depression (Zung, 1965). 
Subsequent studies have described its validity and 
reliability in the measurement of depression (Zung & 
Wonnacott, 1970; Zung, 1972), The SDS is comprised 
of a list of twenty items, each relating to a specific 
characteristic of depression. The patient is asked to 
check each item according to how it relates to him 
within a specified period. A score is then derived 
which reflects the severity of the depression. 

The administration and interpretation of these tests 
were done on a double-blind basis, the psychologists 
handling the tests being unaware of the site of 
electrode placement. 


8. ECT Procedure 

АЙ patients received 1.0 mg atropine LM. 30 
minutes before each treatment Treatment 
medications included succinycholine (0.3-0.4 mg/kg 
body weight) for muscle relaxation and methohexital 
(dose titrated for each patient individually) to induce 
sleep, both given LV. The electrodes were placed in 
the standard position on the designated hemisphere 
(the lower electrode placed midway between the lateral 
angle of the orbit and the external auditory meatus 
and one inch above this line, the upper electrode three 
inches higher and at an angle of 70° to the same line). 
When superficial narcosis and subtotal relaxation had 
been obtained, alternating current was delivered to the 
electrodes from a 396-C Electro-schock Unit set at a 
voltage of 160 volts for 0.6 seconds. A modified 
generalized convulsion was usually obtained. Oxygen 
was routinely administered following the seizure. 


Results 


l. Left-sided ECT 

The mean score on each task in relation to 
ECT to the left hemisphere is presented in Table 
П. Following ECT #1, there was a decline on all 
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TABLE П 


Performance (mean score) on all tasks for patients. ^ * 


receiving left-sided ECT 









Performance (mean Mes : n 


Test Pre- Post- Роя 
ЕСТ ECT#1 ЕСТ 
Temporal orientation 8.6 9.2 
Tests of left-hemisphere 
functioning 
Digit sequence learning 2.3 1.0* 3.4 
Token test 41.0 40.3 40.9 
Controlled word 
association 37.9 37.0 30.6* 
Sentence repetition 12.3 12.2 12.6 
Tests of right-hemisphere 
tioning 
Form sequence learning 3.3 3.7 2.8 
Judgement of line 
orientation 20.1 18.9 20.9 
3-D constructional 
praxis 23.2 22.2 25.9 
; Facial recognition 43.3 39.4". 42.2 
Self-rating depression scale © 68 6 e 64.1 56.8* . 


* P < 0.05. 


tests of left hemisphere functioning, and all but 
one test of right hemisphere function (the 
exception being the FSL test). The decline was 
minimal on most tasks, but was statistically 
significant on the DSL test and FRT (P«.05). The 
depression scale revealed minimal improvement 
which was not statistically significant. Following 


ЕСТ #8, there was improvement compared to 


pre-ECT performances on four tasks (DSL, SR, 
JLO and 3DB) amd decline on four (TT, CWA, 
FSL and FR), the only significant change being a 
decline on the СМА test (P<0.05). The data also 
reveal a significant improvement in mood, as 
indicated by a significant decline on the 
depression scale scores. (P« .05). 


2.2 Right-sided ECT 

Table III shows the mean score on the 
different tasks following the right-sided ECT as 
compared to pre-ECT scores. Following ECT s&1 
there was a decline on four tasks (CWA, Sr, 3DB 
and FRT) distributed evenly.among left and dom 
hemisphere tests. Three tasks improved (TT, FSL 





Taste IIT 
_ Performance (mean score) on all tasks for patients 
 feceiting right-sided ECT 
Performance (mean score) 
. Test | | Pre- Post- Ром-. 
Ss ECT ECT#1 ECT#8 
ennai Q 
2 Temporal orientation 8.9 9.7 9.0 
Таш of lefrhenisphere -> 
, functioning | 
.Digit sequence learning 2.2 2.2 1.4 
Token test 40.2 40. 7 4.7 
Controlled word : PM 
association: 32.8 28.7* 31.7 
Sentence repetition 12.4 12.3 12.1 
Tests of right-hemisphere — 
functioning | 
Form sequence learning 2.7 3.3 3.0 
Judgement of line 
orientation. . 16.4 18.0 22.0* 
3-D constructional, 
praxis ` 233.7 21.9 24.8 
Facial recognition 41.0 39.1 39.9 
булайт depression scale 60:8 58.7 50:9 
*P<0.05 | 
and JLO and one task (DSL) remained 


unchanged. However, only the decline on the 
CWA task reached statistical significance (P<.05), 
Following ECT 48 improvement compared to 
pre- ECT scores was:noted.on four tasks, three of 
which (FSL, JLO and 3DB) are right hemisphere 
tests. Furthermore, the improvement on the JLO 
test was statistically significant (P«.01). Again 
there was a significant improvement in mood, 
with a Чгор оп the depression scale: score 
reaching statistical significance.at the .05 level. 


Discussion 

Whereas the data are clear in indicating a 
significant. improvement. іп mood following a 
series of ECTs.to either hemisphere, the results 
with respect to cognitive . functions аге 
ambiguous. In spite of minimal chages on 
different tasks ш either direction, the significant 
results. indicate. a. decline in left-hemisphere 
function following left-sided ECT апа an 
improvemen: in right-hemisphere functioning 
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following right-sided ECT. These results are in 
agreement with many reports in the literature 
showing decline in left-hemisphere functioning 
following left-sided ECT (Cronin et al, 1970; 
d'Elia & Rootma, 1975; Berent et al, 1975). 
However, Berent et al (1975) and d'Elia and 
e Rootma (1975) noted a decrease in right 
hemisphere function following a single right- 
sided ECT, and our findings also indicate a 
similar disruption of function with a single right- 
sided ECT. Whereas Cronin et al (1970) and 
Annett ef al (1974) could find no significant 
decreases on tests of right-hemisphere function, 
our results, along with those of McAndres et al 
(1967), showed an improvement on right- 
hemisphere tests following 8 right-sided ECTs. 
Although comparing these studies is somewhat 
artificial because of differences in subjects and 
design, both in the study of McAndrew et al 
(1967) and in our own study the improvement on 
right-hemisphere function tests was evident after 
a course of at least six ECT. Thus in both the 
study of McAndrew et al (1967) and our own, the 
improvement on right-hemisphere function tests 
following right-sided ECT might have been 
related to the relief from depression. 

We propose that the acute effect of a single 
ECT is disruption of cognitive functions, both 
verbal and non-verbal, and that the disruption is 
probably more apparent on verbal functions. 
However, performance following a series of 
ECTs reflects the interactions of at least two 
opposing factors: the disruptive effect of the ECT 
procedure and the enhancing effect of the relief 
from depression. That depression hinders 
performance on cognitive function tests is 
evident in Table IV. Here, the number of 
defective performances (see General Procedure 
section above) was compared among the 
pre/ECT group (untreated depression), the post- 
ECT #1 group (depression treated with a single 
ECT) and the post-ECT #8 group (depression 
treated with a series of 8 ECTs). There were 18 
defective performances among the pre-ECT 
group, suggesting that depression interfered with 
cognitive functioning in these patients. For the 
purposes of this study defective performance was 
defined às a score at or below the second or 
fourth percentile (depending upon the test) for 
patients in hospital for medical reasons and 
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Taste IV 
Incidence of defective performance among D-ECT and 
ND-ECT patients combined (N = 18) 





Pre- Post- Post- 
Test ECT ECT#1 ECT#8 
Left-hemisphere function tests 
Token test 2 4 1 
Controlled word 
association 2 3 1 
Sentence repetition 1 0 0 
Total 5 7 2 
Right-hemisphere function tests 
Judgement of line 
orientation 5 5 2 
3-D constructional 
praxis 5 7 1 
Facial recognition 3 3 3 
Total 13 15 6 
Total 18 22 8 


DSL and FSL results were omitted because large-scale 
normative data are not yet available for these tests. 
Defective performance is defined in the text. 


without either history or evidence of 
neurological disease, previous admission to a 
psychiatric hospital or mental deficiency. Where 
appropriate, scores were adjusted according to 
the patient's age, sex and educational level. That 
is, a defective score corresponds to a 
performance level exceeded by 96 to 98 % of 
hospital control patients whose Ns ranged from 
100 (3db) to over 360 (for the Multilingual 
Aphasia Examination subtests) 

Of particular interest was the finding that in 
pre-ECT patients the incidence of defective 
performance on right-hemisphere function tests 
490v 5 defective performances, (Table IV) was 
much higher than that for left-hemisphere 
function tests. This supports the theory that 
depression is associated with dysfunction of the 
right hemisphere (Flor-Henry, 1969; Flor- 
Henry, 1974). Following ECT #1, the disruption 
caused by ECT is added to that of depression, 
and performance is even worse (22 defective 


performances). However, in spite of the 
continued disruptive ейесз of ЕСТ, 
pertormance following ECT 8 shows 
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considerable improvement ' (8 defective. 


performances as compared to 18). This could be. 


explained more cogently on the basis of relief 
irom depression and its underlying neurological 


disturbance. " AW 
In summary, our data suggest that although 


unilateral ECT is equally effective in treating 
depression regardless of the hemisphere 
stimulated, left-sided ECT has a disruptive effect 
on some left hemisphere functions, whereas 
right-sided ECT has an enhancing effect on some 
right hemisphere functions. In addition, we 
found that depression itself interferes with 
cognitive functions, mainly those subserved by 
the non-dominant hemisphere. Contrary to 
expectation, ECT did not impair brain function- 
ing but instead brought about significant 
improvement in cognitive functions as well as in 
the depression. 
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Appendix Table II 
Individual test scores for D-ECT patients 
Left-hemisphere tasks Right-hemisphere tasks 
TO DSL TT CWA SR FSL Др 3DB ЕВТ SDS 
Maximum score 10 12 44 None 14 12 30 29 54 
Pre-ECT 
Subject 1 10 1 40 24 10 0 21 29 36* 59 
Subject 2 10 8 43 34 13 10 25 29 47 74 
Subject 3 | 19 0 43 37 12 0 27 29* 41 73 
Subject 4 8 5 43 38 15 8 23 28 47 56 
Subject 5 10 0 41 44 12 0 27 26 39 81. 
Subject 6 10 3 41 46 12 3 14* 22 45 76 
Subject 7 10 4 38. 37 13 0 0* 6* 47 51- 
Subject 8 10 0 42 34 16 9 23 29 47 78 
Subject 9 0* 0 38 47 8 0 21 21* 41 69 
Post-ECT 1 
Subject 1 10 0 43 25 13 0 15* 23 39 39 
Subject 2 10 6 44 44 12 12 25 29 39 70 
Subject 3 8. 0 38 30 10 0 26 18* 36 71 
Subject 4 6* 0 43 39 14 10 21 29 47 55 
Subject 5 10 0 35* 43 12 0 24 19* 36* 78 
Subject 6 10 1 43 32 11 3 16* 25 35* 79 
Subject 7 9 2 44 33 11 3 2* 13* 43 56 
Subject 8 10 0 42 32 16 5 20 27 43 68 
Subject 9 10 0 31% 55 11 0 21 17* 37 61 
Post-ECT 448 
Subject 1 10 0 41 28 13 0 25 29 36* 60 
Subject 2 10 7 42 32 13 8 27 29 45 48 
Subject 3 7 0 39 34 H 0. 15* 29 41 58 
Subject 4 7 0 41 26 П 4 25 29 45 56 
Subject 5 9 0 31% 24 11 0 22 24 37 60 
Subject 6 10 6 43 22 13 3 21 27 45 44 
‘Subject 7 10 5 44 29 14 0 9* 14* 45 43 
Subject 8 8 10 44 30 14 9 21 29 50 83 
Subject 9 10 3 43 50 13 1 24 23 36* 59 





* Indicates defective performance by normative criteria after age, sex and education level are taken into 


account. 


моз 





ZIAD KRONFOL, K. DES. HAMSH \THLEEN DIGRE AND RAFIQ WAZIRI 567 























Left-hemisphere tasks | К Right-hemisphere tasks 
TO DSL TT GWA SR FSL Др ЗОВ  FRT SDS 
Maximum score 10 12 44 None 14 12 30 29 54 
Pre-ECT m : 
Subject 1 10 7 44 31 M. 36 22 43 78 
Subject 2 10 0 44 20 — 12 0 5* 6 43 48 
Subject 3 ож 0 24* — 1I* 10 O, 102 19+.  30* 64 
г Subject 4 10 5 40 43 14 10 294 ^ 99 47 43 
Subject 5 10 0 44 27 12 0 20 8 41 63 
Subject 6 10 8 44 44 12 8 26 29 50 61 
Subject 7 10 0 43 40 m 6 124... 95 45 44 
Subject 8 9 0 37 — 4l 12 0 13 29 зж 71 
Subject 9 9 0 42 28 15 0 10* — 16* 36 75 
(o Post ECT #1 
- Subject 1 9 10 44 21 14 9 26 21* 4 75 
Subject 2 9 0 44 18 12 0 14" 25 39 44 
Subject 3 10 0 36* 13+ 10 1 21 20% 35^  ' 66 
Subject 4 10 0 43 31 14 0 16* 29 38 50 
. Subject 5 10 0 42 31 13 8 22 27 40 56 
‘Subject 6 10 10 42 38 12 8 26 28 46 65 
Subject 7 9 0 42 35 13 3 20 27 37 45 
Subject 8 10 0 30* 34 1 0 oe 18+ 36 69 
Subject 9 10 0 43 37 12 1 8* ож 88 58 
Post-ECT #8 | | 
Subject 1 10 0 44 35 1 0 24 25 4 74 
Subject 2 10 0 44 29 12 0 20 26 39 60 
Subject 3 9 0 40 23 12 5 24 28 43 51 
Subject 4 9 ои 44 29 13 5 29 26 50 45 
Subject 5 5* 7 42 26 m 0 21 28 37 51 
.- . Subject6 8 5 44 38 10 9 29 29 47 46 
F Subject 7 10 0 44 32 14 7 21 24 45 30 
| Subject 8 10 1 38 38 13 1 14 24 25* 38 
Subject 9 10 0 44 35 13 0 16 13* —5* 63 





oy * Indicates defective performance by normative criteria after age, sex 
account. 
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Dysmorphophobia—A Long-term Study 


By FRANCIS HUGH CONNOLLY and MICHAEL GIPSON 


SUMMARY This study examines the mental health of 187 patients 
who had a rhinoplasty fifteen years earlier. Of 101 who had the opera- 
tion following disease or injury 9 are now severely neurotic and one 
schizophrenic; of 86 who had the operation for aesthetic reasons 32 are 
now severely neurotic and 6 schizophrenic. The differences between 
the two groups are significant, and show that dysmorphophobia is an 


ominous symptom. 


Introduction 


` Morselli (1886) first coined the term dysmor- 

phophobia for the complaint of some physical 
defect which the patient thinks is noticeable to 
others, although his appearance is within 
normal limits. 

Hay (1970b) suggested that there is abundant 
evidence for regarding dysmorphophobia as a 
malignant symptom. He studied 17 patients 
who presented with this symptom and found 
that 5 were psychotic, 11 had severe personality 
disorder, and one a depressive illness. The fact 
that these patients were referred to a psychiatrist 
makes it not surprising that such a high level of 
psychological disturbance was present. How- 
ever, in an earlier paper (1970a) he studied 45 
patients who asked for a cosmetic rhinoplasty, 
29 of whom were originally referred to surgeons 
and 16 to a psychiatrist. Of the total, 18 were 
found not to have personality disorders and 
only one was psychotic. He made no mention 
of any long-term follow-up on these patients. 

Dysmorphophobic patients may be referred 
with. this complaint to a psychiatrist because 
they already have some other signs of schizo- 
phrenia. Only a long-term follow-up of all un- 
selected dysmorphophobics can tell us whether 
the complaint is truly an ominous symptom. 
We are unaware of such a study. 


Method 


The notes of all patients who requested a 
cosmetic rhinoplasty at the Plastic and Jaw 
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Unit in Sheffield between 1955 and 1960 were 
studied. No attempt was made to grade the 
degree of deformity, though pre-operative 
photographs made it obvious that the alleged 
deformities were minimal. Patients who were 
thought to be psychologically disturbed when 
first seen were not operated on and are therefore 
not included in this series. An attempt was 
made to obtain a control group matched for 
age and sex who had been in the hospital at the 
same time and on whom rhinoplasty was done 
for deformity caused by injury or disease. 

The patients’ family doctors were consulted 
and asked about the mental health of each group 
in the years since the operation. They co- 
operated fully and were able to give much 
helpful information. 

The severely neurotic patients were all well 
known, as they visited their surgeries frequently, 
and all were on psychotropic drugs, either 
tranquillizers or antidepressants, and had been 
for many years. Only those who were considered 
to have severe psychological disturbance were 
interviewed, i.e. 47 in all. Only one patient 
refused to be interviewed and apparently 
lived the life of a recluse, but her doctor had 
supplied reliable information, Schneider’s classi- 
fication of personality abnormalities was used, 
as were his criteria for the diagnosis of schizo- 
phrenia. Patients described as mildly neurotic 
were not included in the study, so it is con- 
ceivable that the incidence of psychiatric 
illness could have been greater. 


— 
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BY FRANCIS HUGH CONNOLLY AND MICHAEL GIPSON 


ol TABLE 
Number of patients operated 1955-60 and present mental health 

No. Now severely neurotic Stable Significance 
een epee 
Rhinoplasty for aesthetic reasons ‚ 86 32 sug M P< -001 
Rhinoplasty following disease or recent injury 101 9.. 92 

No Now schizophrenic Stable Significance 
CEDE a a ee А АНИ 
Rhinoplasty for aesthetic reasons 86 6 80 P < 0-05 
Rhinoplasty following disease or recent injury 101 1 100 = 


rr t i reet rrr mme memet rorem 





Results 

The mean age at the time of operation and 
the time since operation at which the patients 
were interviewed were for the first group 28 
years and 15 years respectively, and for the 
control group 27 years and 15:5 years respec- 
tively. In the first group 53 per cent of the 
patients were female and 47 per cent male, 
whilst. in the. controls there were 56 per cent 
male and 44 per cent female. 

The results were analysed using the log- 
likelihood С Test with the d.f. as for x? = 1. 
The Table shows clearly the significantly 
greater incidence of serious psychological dis- 
turbance in the first group compared with the 
controls. 


Discussion 


The high incidence of personality disorder 

The figures for severe psychological dis- 
turbance were unexpectedly high when com- 
:. pared to the prevalence rate for neurosis in the 


VS general population and in the controls. 


Plastic surgeons in Sheffield are well aware 
of the psychological significance of requests for 
cosmetic surgery and avoid operating on those 
who appear to be psychologically disturbed; 
they have excellent liaison with the psychiatrist, 
though they are selective in whom they refer. 
It is not possible, therefore, to say how many 
of these 187 patients were psychologically 
normal at the time of operation about 15 years 
earlier. 


Selection of patients for plastic surgery 

Little has been written on patient selection 
for surgery. Klabunde and Falces (1964) in a 
survey of 300 patients, stated that 95-6 per cent 


of all rhinoplastic procedures apparently resulted 
in pleased, satisfied patients, although approxi- 
mately 10 per cent may have needed one or 
more secondary procedures. These patients 
had at least a one-year follow-up. 

Barsky (1944) said that a disfigurement bore 
no inevitable proportional relationship to. the 
mental distress it might engender. He divided 
neurotics into the basic neurotic and the situa- 
tional type (where neurosis is a temporary lack 
of adaptation to a particularly trying situation). 
In the former he suggested that surgery would 
relieve the anxiety just as it would repair the 
defect. | 

Clarkson and Stafford Clark (1960) made а 
more complicated classification, dividing 
patients into psychotic and non-psychotic. Of 
the psychotics, one group had obvious de- 
formity, and here it was felt that operation 
might help, whereas others had no obvious 
deformity and no surgery was indicated. In the 
non-psychotic group, some had obvious de- 
formity and surgery was indicated, while others 
had minor deformity only and disturbed 
personalities, and there were variable indica- 
tions for surgery. 

Hay (1970a) simplified the classification, 
again dividing the patients into two groups. 
The first were those who tended to be minimally 
disfigured and were either neurotic patients 
using the symptom: as an. excuse or scapegoat 
for deeper emotional difficulties, or else early 
psychotics. In these cases he felt surgery was 
risky. In the second group, the patients, although 
distressed because of their more marked de- 
formities, had fundamentally well-adjusted per- 
sonalities. In these cases he felt that the patient 
was likely to benefit from surgery. 
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Finally, Druss et al (1971) suggested that co- 
operation between plastic surgeon and psychia- 
trist could be helpful in two instances: the 
diagnosis of somatic delusions in puzzling or 
unclear circumstances, and the conjoint treat- 
ment of the willing patient, who has some 
insight and realistic expectations. 


Pathology of schizophrenia 

The significantly increased incidence of 
schizophrenia in our results confirms the view 
that dysmorphophobia is an ominous symptom. 
The six patients were all suffering from 'de- 
mentia', in that all exhibited florid symptoms, 
were quite incapable of leading an individual 
existence outside hospital and were still receiving 
hospital treatment. 

M. Bleuler (1941), studied 500 schizophrenic 
patients over a period of 15 years and found 
that, roughly speaking, 25 per cent of his cases 
recovered completely, 25 per cent developed 
mild personality defect, 25 per cent marked 
personality defect and 25 per cent dementia. 
This would imply in our study that many more 
of the 86 patients should have been schizo- 
phrenic but are now included in the severe 
psychological disturbance group. It seems un- 
likely that up to 24 of the original 86 patients 
were schizophrenic; it is more likely that patients 
with Schneiderian schizophrenia have a poor 
chance of recovery. 

These findings certainly support the hypo- 
thesis that schizophrenia is essentially a break- 
down of the ego boundaries. Jaspers (1913-46) 
and many others have described distortions of 
the body image in both schizophrenia and 
temporal lobe epilepsy. Delgado (1959) found 
that electrical stimulation of the temporal lobe 
induced in the subjects doubts about their 
sexual identity. Indeed, it may be that schizo- 
phrenia represents some dysfunction of the 
temporal limbic lobe system. 


DYSMORPHOPHOBIA——A LONG-TERM STUDY 


In this context, it is of interest that two of 
our patients had at some time during their 
lives expressed doubts about their gender. In 
one case it was possible to trace the gradual 
breakdown of the patient's ego boundaries. 
She was a young woman who first expressed 
dissatisfaction with her nose, then. with her 
finger, then her labia, and finally developed 
doubts about her gender. She is now a chronic 
hospital patient, and when interviewed was 
grossly thought-disordered, giggling, grimacing 
and hallucinating. 

It is also interesting that in the case records 
of the other five schizophrenic patients no 
mention is made of the original dysmorpho- 
phobia, and the illness made itself apparent 
approximately 6 to 7 years after the rhinoplasty. 
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The Usefulness of F irst-Rank’ Symptoms i in i die Diagnosis 
of Schizophrenia i ina Saudi Arabian Population 
By EL-TAYEB A. ZARROUK ! 


. SUMMARY Ninety-two schizaphéeiic patients of both sexes admitted 
to hospital at Taif, Saudi Arabia were examined to discover the inci- 
dence of Schneider's first-rank symptoms and their usefulness in 
diagnosing schizophrenia in this country. Fifty-two patients (56.5 per 

- cent) were found to have these symptoms, most frequently ‘made’ 
i! phenomena and ‘somatic passivity’. The role of possible socio-cultural 
«i factors and the need for serious studies оп жашашы psychiatry 


are discussed. 


Introduction 

The purpose of the present. study is to report 
on the incidence of Schneider’s first-rank 
symptoms of schizophrenia and discuss their 
probable socio-cultural determinants in a 
group of schizophrenic patients admitted to a 
mental hospital. The comprehensive study of 
this subject by Mellor (1970), in which the 
patients were all then admitted to one mental 
hospital during a period of eight months, 
showed that 71.7 per cent of his subjects had one 
^or more first-rank symptoms. Among those who 
had no such symptoms when seen, 7.2 per cent 
gave evidence that they had experienced them 
in the past. As to the frequency of individual 


| symptoms, Mellor noted that thought broad- 


^ casting occurred most frequently, while ‘made’ 
impulse occurred least frequently. 

In this study an attempt has been made to 
replicate that of Mellor with certain predictions 
in mind. These were: 

1. First-rank symptoms are not of common 
occurrence in a Saudi Arabian population. 

2. There is a difference in incidence in 
particular symptoms by comparison with the 
population examined by Mellor. 

3. Prior clinical experience indicates that 
‘somatic passivity’ and ‘made’ feelings (ie 
actions, thoughts and feelings seemingly im- 
‘posed from without) are most frequently found. 
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Material and Method 


This study was carried: out at Shehar Psychi- 
atric Hospital in the city of Taif, Saudi Arabia. 
A brief description of Taif and its mental 
hospital has been given in a previous paper 
(Zarrouk, 1975). 

The subjects, 92 schizophrenics, were all 
Saudi nationals. They were admitted to the 
hospital over a period of six months, A pro- 
visional and then a final diagnosis of schizo- 
phrenia were made independently by two 
psychiatrists other than the author. The diag- 
nosis of schizophrenia was made when some or 
all of the following symptoms were present: the 
patient was. detached from his surroundings, 
taking little or no interest in what was happen- 
ing outside himself; he was daydreaming or 
hallucinating; he displayed inappropriate or 
incongruous affect; he showed evidence of 
thought disorder such as incoherence and/or 
concrete thinking; he expressed delusions of 
persecution or of grandeur. In addition, a 
history of previous admission to a mental 
hospital or a family history of schizophrenia 
would make the diagnosis more likely. The 
presence or absence of first-rank symptoms was 
also recorded. 

Forty-eight patients were first admissions, 
while the remaining 44 had had previous 
admissions to the same hospital. There were 
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60 men and 32 women, their ages ranging from 
20 to 50 years. All patients were examined and 
interviewed within the first five or six days of 
admission and before active treatment was 
started. 


Results 


The results are given in Tables I and II. 
Table I shows that 52 (56 per cent) of the 
92 schizophrenics had first-Érank symptoms, 
while 40 (43° per cent) had second-rank 
symptoms only. 

The second апа third predictions were 
confirmed by the findings shown in Table II. 
‘Made’ affect in Mellor's series occurred іп 
6.4 per cent of his patients, while ‘made’ 
impulse and ‘made’ volition occurred in 2.9 
and 9.2 per cent respectively. In the present 
group of patients the corresponding percentages 
are 34,6 and 36.5. The significance of ‘somatic 
passivity’, which was the most frequently 
reported symptom, will be discussed in the next 
section. 


THE USEFULNESS OF FIRST-RATE SYMPTOMS IN A SAUDI ARABIAN POPULATION 


Discussion 


The predictions made at the beginning of this 
paper arose from clinical, experience with 
schizophrenic patients in Saudi Arabia, where 
it had been observed that certain first-rank 
symptoms were-not commonly. reported during 
routine clinical examinations of these patients. 
Those who experienced ‘made’ phenomena, 
however, were highly represented. In contrast 
to Mellor’s findings, somatic passivity was 
evident in 75 per cent of patients, while in 
Mellor’s series this symptom was found in 11.6 
per cent only. 

The author feels that the findings in this study 
were not unexpected, since in this traditional 
Islamic and nomadic society beliefs in the Devil 
(Iblis in Arabic) and the supernatural are 
considered to be normal and are widely held by 
many intellectual and highly educated people. 
These beliefs probably stem from the teachings 
of the Holy Koran and apostolic tradition in 
which great emphasis was laid on the 
existence of Satan and on his influence on man. 


TABLE I 
The schizophrenic sample (n = 92) 


























Category Males Females Total number % 
First rank symptoms present 34 18 52 56 
Second rank symptoms only 26 14 40 43 
Taste П 
Individual first rank symptoms counted in England and Saudi Arabia 
Mellor’s series Present series 
(n = 173) (n = 52) 
Symptom 
No. 9% No. % 
1. Audible thoughts 20 11 6 9 x? 0.15 ns 
2. Voices arguing 33 13 11 21 0.21 ns 
3. Voices commenting 23 13 il 21 0.21 ns 
4. Somatic passivity 20 11 39 75 83.17 Р < .001 
5, Thought broadcasting 37 21 6 11 2.51 ns 
6. Thought insertion 34 19 7 13 1.03 ns 
7. Thought withdrawal 17 9 9 17 2.19 ns 
8. ‘Made’ affect п 6 18 34 28.43 Р < .001 
9, ‘Made’ impulse 5 2 23 44 62.71 Р < .001 
10. ‘Made’ volition 16 9 19 36 22.67 Р < .001 
11. Delusional perception 11 6 4 7 0.11 ns 








EL-TAYEB A. ZARROUK 





» By the will of Allah one man can become pious, 
>< faithful and devout, while another will become a 
ready victim to the temptations of Iblis. In this 
.. connection, Guillaume (1973) quotes this verse 

^ from the Koran: 
_ Whenever We sent a messenger or a prophet 
before you when he urgently desired something 
Satan interjected something in his desire; 
but God abrogates what Satan interjects". 
The part played by traditional and religious 
healers is important in emphasizing the in- 
fluence of Satan. El-Mahi (1955) believes that 
religious healers are often remarkably effective 
and that they are in a position to use sugges- 
tions based on an intense religious transference. 
Very often neurotics and depressives blame 
the Devil for their sufferings. Impotence, for 
instance, is believed by many to be caused by 
supernatural forces, by magic or through the 
- influence of Satan. It is not surprising, therefore, 
to find that the most commonly occurring 
symptoms are those of passivity. The high 
ʻi incidence of ‘somatic passivity’ in particular, 
"can probably be explained by the fact that in this 
part of the world psychotics, and many neuro- 
tics as well, believe that the main target of 

Satan is the human body rather than the 
emotions, feelings or thinking, e.g. impotence, 
paralysis, physical injuries, poisoning etc. Cope- 
land (1968), in an interesting study of mental 
illness in West African students, reported that 
ideas of influence by poisoning or magic were 
found in patients with both depressive and 
schizophrenic. psychoses. He concluded that as 
long.as paranoid persecutory ideas remained 
consistent with the original cultural setting, 
and centred around magic, poisoning and 
hypnotism, they were of no diagnostic specifity. 

If these passivity phenomena have high 
discriminating diagnostic value, one is tempted 
to assume, since they are largely normal and of 
such frequency, that many people in the general 
population would be said to have ‘made’ 
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- phenomena. Copeland also reported that when 
< West African patients were seen their relatives 
often agreed with the patient that he had been 
“poisoned, etc. Nevertheless, they were able to 


say that he was mentally ill because his be- 


“haviour had been obviously strange. 


From this brief discussion the author feels 
that the diagnosis of schizophrenia should rest 


upon a total view of the patient and careful 


clinical examination rather than on the pre- 
sence or absence of one or two first-rank symp- 
toms. The influence exercised by cultural 
factors in altering the basic symptomatology of 
psychiatric illness is overwhelming, yet the study 
of transcultural psychiatry has not yet received 
sufficient attention in the West. It is to be hoped 
that more studies will be devoted to this subject 
in the near future. 
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Early Parent Death and the Clinical Scales of the MMPI 


By JOHN BIRTCHNELL 


There is growing evidence that early parent death can affect the 

severity of adult depressive illness. It was anticipated, therefore, that 
early-bereaved depressed patients might score higher on certain 
MMPI clinical scales than non-bereaved, depressed controls matched 
for age and sex. This is shown to be the case, the most affected scales 
being Hypochondriasis and Paranoia. Hypochondriasis is shown to be 
more strongly associated with early father death, while Paranoia is 
associated equally with mother and father death. There is some 
suggestion that early mother death is also associated with elevation 
of the F score. Early parent death is shown to have no effect upon the 
MMPI scores of non-depressed patients. 


Introduction 


In a previous study (Birtchnell, 1975), the 
mean scores on four non-clinical MMPI scales 
for early-bereaved and non-early-bereaved psy- 
chiatric patients were compared. The one 
positive finding which emerged was that women 
who had lost their mothers before the age of 
ten had significantly higher Dependency scores 
than non-early-bereaved women. It was subse- 
quently observed (though this has not yet been 
published), that the Dependency scores for 
those who lost their mothers before age ten 
were significantly higher than the scores for 
those whose loss occurred between ages ten 
and nineteen (t = 4:77; df = 34; P < o-oor). 

There have been three previous studies 
using the clinical scales of the MMPI to 
differentiate between early-separated and non- 
early-separated psychiatric patients. The first 
(Archibald et al, 1962) compared 100 patients 
who had lost a parent before the age of 13 with 
a general clinic sample of the same size. The 
bereaved patients were further subdivided 
according to the sex of the parent lost and 
whether the bereavement had occurred before 
or after the sixth birthday. Unfortunately, no 
account was taken of possible differences in age 
or diagnostic distribution of the groups com- 
pared, both of which factors could affect MMPI 
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scores. Mean profiles were prepared for each 
sub group and for the general clinic sample. 
A “© test was computed for the’ difference 
between the largest group mean and the 
smallest one on each scale, and none of these 
largest differences was significant at the 5 per 
cent level. The authors concluded that the 
findings argued against ‘the existence of a 
general “orphan” personality'.. The second 
study (Gregory, 1966) involved 1,000 hospital 
admissions, of whom 173 had experienced the 
permanent loss of one parent before the age of 
fifteen. The first two codable MMPI high points 
were recorded for each patient. After adjustment 
for decade of birth and sex the only significant 
finding to emerge related to lower frequencies 
than expected of parental loss before the age of 
five on the Hysteria scale (Р < 0-02). The 
third study (Wilson et al, 1967) concerned only 
cases of primary depressive illness. Of 92 patients 
who were able to complete the MMPI, 28 gave 
a history of having been bereaved of one or 
both parents before the age of sixteen, four 
having lost both. As with the. Archibald study, 
no account was taken of possible differences in 
age distribution between comparison groups. 
When the bereaved and non-bereaved patients 
were compared, there was close correspondence 
in scores in the neurotic: triad (Hypochon- 
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JOHN BIRTCHNELL 
driasis, Depression and Hysteria—McKinley 


and Hathaway, 1944), but in the psychotic 
tetrad (Paranoia, Psychasthenia, Schizophrenia 
and Hypomania—Gough, 1946; Dahlstrom and 
. Welsh, 1960) the scores of the bereaved patients 
were consistently higher, though only signifi- 
cantly so on the Sc. scale. The bereaved patients 
also scored significantly higher on the F scale. 
(The F-Scale is one of the three ‘validity’ scales 
of the standard MMPI. In practice, each has 
been found to have psychological correlates no 
less important clinically than those of the 
clinical scales, so their original function as 
validation devices has to some extent been 
superseded.) When the bereaved group were 
subdivided according to the sex of the parent 
lost, the maternally bereaved group had higher 
mean. scores than the paternally bereaved on 
the F scale and on all of the scales of the 
neurotic triad and the psychotic tetrad. In total 
scores, this finding was significant at the 5 per 
cent level of probability. 

_. This third study has important implications 
^ for the aetiology of depressive illness and for this 
reason is worthy of replication with improved 
methodology. Beck et al (1963). were the first 
to observe a significant association between the 
early death of a parent and the severity of 
depressive illness. Birtchnell (1970a) observed 
that the incidence of early bereavement was 
significantly higher in severely depressed than 
in moderately depressed mental hospital ad- 
missions, and that this was due predominantly 
to an excess of early deaths of mothers. This 
finding was confirmed in a recent study by 
Brown et al (1977). They divided a series of 
depressed women into 63 ‘psychotic’ de- 
pressives and 49 ‘neurotic’ depressives, and the 
‘psychotic’ group were further subdivided into 
equal proportions of the most and the least 
‘psychotic’. They observed that 77 per cent of 
the most ‘psychotic’, 42 per cent of the least 
‘psychotic’ and 16 per cent of the ‘neurotic’ 
depressives had had a past loss through death. 
Of all the patients who suffered such loss, 82 per 
cent belonged to the psychotic group. There is 
clearly a good deal of overlap between the terms 
‘serious’ and ‘psychotic? in that the more 
serious depressions tend to fall into the psychotic 
category, and certainly a high proportion of 
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Birtchnell's serious depressives had psychotic 
features. Wilson et al obtained positive results 
where previous workers had not, and this is 
probably because they focused their attention 
only upon depressive illness. The fact that early- 
bereaved depressed patients score higher on a 
number of MMPI clinical scales would seem 
to be in line with the concept that early bereave- 
ment has an effect upon the severity of de- 
pressive illness. occurring in adult life. Whether 
the Wilson findings go so far as to indicate that 
early bereavement predisposes to a more 
‘psychotic’ form of depression is open to 
question. Although they showed early bereave- 
ment in general to be. more closely associated 
with the psychotic tetrad yet when they focused 
upon maternal bereavement—that which has 
been shown to be most significantly linked to 
the more psychotic forms of depression —the 
neurotic triad and psychotic tetrad appeared to 
be equally affected: Furthermore, it has not 
been demonstrated that cases of ‘psychotic’ 
depression score highly on the psychotic tetrad 
of the MMPI. 


Method 


The present study aims to be a replication of 
the Wilson study, though it will differ in the 
following respects. To be in line with the 
author's previously.» published work, only 
bereavement occurring between ages o and 9 
will be considered. To create a clear contrast 
between the bereaved and the non-bereaved 
patients, the parents in the latter groups must 
both have remained alive until the patient was 
at least age 25. In the Wilson study, a parent of 
a ‘non-bereaved’ patient could have died only 
one year later than the cut-off point. All 
comparison groups will be matched for decade 
of birth. The effect of early bereavement on the 
MMPI scales of depressed and non-depressed 
patients will be considered separately. 

The study sample comprised 524 referrals to 
the psychiatric services of North East Scotland 
who had during the course of their clinical 
assessment completed the MMPI. Scores on a 
wide range of scales were made available by 
means of a computer program originating 
at the Mayo Clinic and modified in the De- 
partment of Clinical Psychology at the Univer- 
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sity of Aberdeen. Small numbers of subjects 
were eliminated from the study because the 
exact age at which one or other parent had died 
was not known. A general population control 
sample is briefly referred to. Details of how this 
sample was amassed have been given in a 
previous publication (Birtchnell, 1972). The 
psychiatric patient sample represents a sub- 
sample of a study group accumulated in 1965 
(Birtchnell, 1973). The diagnosis at that time 
was coded according to the International 
Classification of Diseases, Seventh Revision. 
Certain diagnostic groups included a pre- 
determined set of disease classifications. De- 
pression, which is treated separately in the 
present study, included 301.1, 302, 314 and 688. 
Parent death was in all cases that of the natural 
parent. In no instance did more than one parent 
die before the patient was aged ten. In a small 
number of instances the second parent died 
before the subject was aged twenty. 

The association between early bereavement 
and mental illness has been demonstrated in 
previous studies (Birtchnell, 1970b and 1971). 
The particular association of early bereavement 
and depression (Birtchnell, 1972) results in 
there being relatively fewer bereaved patients 
available for study in the non-depressive group. 
This is evident in Table I. The incidence of 
early mother death is significantly higher in the 
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depressed women than in the general popula- 
tion control sample (x? = 6-1611; df = 1; 
P < 0-02). 


Results 

In Table II the mean scores of the 29 early- 
bereaved depressed patients on the F scale, 
the neurotic triad and the psychotic tetrad are 
compared with those of 58 depressed patients, 
matched for sex by decade of birth, who had 
their parents alive until at least age 25. It will 
be seen that on all scales the bereaved patients 
have the higher mean scores. Using a two-tail ‘t 
test, the differences on the Hypochondriasis and 
Paranoia scales are statistically significant 
(P < 0-05 and P < о-о: respectively). Using 
a one-tail test, the difference on the F scale is 
also statistically significant (P < 0-05). In 
contrast to the Wilson study, there was no 
significant difference in regard to the Schizo- 
phrenia scale. 

In Table III the early-mother-bereaved and 
early-father-bereaved patients are compared 
with control groups matched for sex by decade 
of birth. In accord with the Wilson study, the 
mother-bereaved patients deviate more from 
their controls than do the father-bereaved. 
Using a two-tail ‘t’ test, only the Paranoia 
scale for father-bereaved remains significantly 
high (P < 0-05). Using a one-tail test, the Е 


ТАВІЕ I 


Per cent (actual numbers in brackets) of depressives, non-depressives and a general population sample who were bereaved 
of a parent before age ten, for mother and father loss and women and men separately. Percentages are of known cases 
































Mother Father 
Women Men Women Men 
Depressive patients 6:6 470 6:2 41 
(12) (3) (11) (3) 
Non-depressive patients .. 2-8 3:3 44 6.6 
(4) (4) (6) (8) 
General population 2:9 3-0 5:3 6-0 
(55) (43) (98) (86) 
Total depressives .. 181 75 177 74 
Total non-depressives 142 121 137 120 
Total general population sample 1,890 1,428 1,845 1,428 
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Taste IE. 
Comparison of mean scores on the F scale, neurotic. triad and psychotic tetrad for depressed patients who experienced he 


death of a parent before age ten and another group of depressives matched for sex by decade of birth, who had their 


parents alive until at least age twenty-five 


Neurotic triad 


nd 





Psychotic tetrad 





D Hy Pa Pt Sc Ma 





Early bereaved (n = 29) 8-82 


20:55  34'41 


28-34 13:59 37-24 33779  19'!7 


— dk5:78 5:50 TOF уы £443 £743 41040 i47! 





Matched controls (n = 58) .. © 6-79 — 17:45 


31:98 
+5103 +6773 +9°25 791 


11509 gpg — 32:14 — 18-95 
+3°74 +954 +10°393 3°99 


25:72 





[T a we 7 1:70 2:14 


1:25 1:50 2:78 0:97 0770 0-23 





Taste ПІ 
Mean scores on the Е scale, neurotic triad and psychotic tetrad of early mother bereaved and early father bereaved _. 


depressed patients and depressed groups matched for sex and decade of birth, who had their parents alive until at least 























age 25 
Neurotic triad Psychotic tetrad 

| Hs D Ну Pa Pt Sc Ma 
Early mother bereaved 11:00 19:60 35:27 28:67 14:47 38:47 36:60 20:00 
(n—15) — .. «5 6:51 +594 718 i724 c5: 8:47 іа ry 
Matched controls (n = 30) . . 7:63 17:57 33°13 26-17 11:83 36:77 33:30 18:48 
: | +5-95 +5°68 +805 +5°07 -£3°72 39:77 10°94 +438 
toe T = B 1:74 1:12 0-87 1:95 1:07 ^ 0:57. 0:92 1:08 
Early father bereaved 6:50 21:57 33:50 28-00 12-64 95:93 30:79 18:29 
(n — 14) : 3:72 5:21 66:97 7:23 3:50 4618 +713 +4710 
"Matched controls (n = 28) . . 5:89 17:32 30775 25:25 10°25 33°68 30°89 19:54 
£3°73 47:81 +10:39 +10-20 143-65 +9:20 +9:68 13:52 
ux er S es “4 0-50 1°84 0-89 0-82 0:04 rog 


o'go 2*09 





and Paranoia scales are. significantly. high for 
Ње: mother-bereaved | (P. <...0-05), and. the 
Hypochondriasis and Paranoia scales for the 
father-bereaved. (P < 0:05 and P < 0:02 
respectively). Table IV concerns: only the 
mother-bereaved women. Here for the first time 
Depression emerges in significant excess. This is 
of particular interest in view of the previous 
findings of Birtchnell (1970a and 1972) and 
Brown et al (1977). 

Table V is presented to demonstrate that in 


< mon-depressed patients, matched for diagnosis, 


: sex and decade of birth, there would appear to 


be very little difference between the. scores of 
the early-bereaved and. non-bereaved patients. 
Interestingly, the largest difference is on the 
Depression scale. 


| À .. Discussion Po 
The findings. of the present study ате in 
partial agreement with those of the Wilson 
study and lend some support to the proposition 
that in depressed patients the early death of a 
parent tends to elevate the scores on the clinical 
scales of the MMPI. The effect does not appear 
to show in other diagnostic groups. The 
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Taste IV 


Comparison of mean scores on the F scale, neurotic triad and psychotic tetrad of early mother ‘bereaved women and a 
group of depressed women matched by decade of birth, who had their parents alive until at least age twenty-five 
M M M M s iul 


Neurotic triad 


Psychotic tetrad ` 























F 

Hs D Hy Pa Pt Sc Ма 
Early mother bereaved women 10°83 — 19:00 36:25 28:58 14:58 39:75 . 36:92 19-08 
(n = 12) 713 £611 i774 +730 5:42 08:82 13:63 5:20 
Matched controls (n == 60) .. 7:78 17:30 32:27 26:37 12:13 36:48 33:95 18:92 
5:34 5:81 +7016 46-50 +4:24 18:17 410-20 4:66 

t m E "S zt 1°70 0:92 1:34 1-06 1-74 1:95 0:87 ози 

Taste V 

Comparison of mean scores on the F scale, neurotic triad and psychotic tetrad for non-depressive patients who experienced 
the death of a parent before age ten and a group matched by diagnosis, sex and decade of birth, who had their parents 


alive until at least age twenty-five 


Neurotic triad 











Psychotic tetrad 











F 
Hs D Hy Pa Pt Sc Ma 
Early bereaved (n = 22) 8.09 17:68 33:05 27:05 11:64 35:55 32:86 18-77] 
5'46 7:17 6:85 47:10 +402 17.77 d9'09 4:36 
Matched controls (n = 44) .. 8.66 19-64 30:68 27-34 1225 34:27 34:52 19°39 
46-09) 17:33 +782 47°57 +5°61 $9728 411-55 24:89 
t “> on as zs 0:37 1°03 1:20 — 0:15 — 0:46 055 0:59 о-о 





evidence also suggests that the early death of a 
mother is more important in this respect than 
that of a father. The contention of Wilson et al 
that the psychotic tetrad is affected to а greater 
extent than the neurotic triad is not upheld by 
the present findings. One neurotic scale (Hypo- 
chondriasis) and one psychotic scale (Paranoia) 
were affected to a statistically significant extent. 
The present study failed to replicate Wilson's 
elevation of the Schizophrenia scale. There was, 
however, some confirmation of the elevation of 
the F scale. It should be emphasized that these 
are only statistical associations and not very 
strong ones at that. Within the bereaved and 
non-bereaved groups there were both low- 
scoring and high-scoring patients on all scales 
examined, 

The findings would favour the more general 
proposal that early bereavement influences 


severity of depression rather than a disposition 
to develop a more psychotic form of depression. 
In view of this, it is surprising that the De- 
pression scale did not feature more prominently 
in the comparisons. It is easier to understand 
how early bereavement might be more readily 
associated . with hypochondriasis. than with 
paranoia. The loss of a parent in childhood 
could conceivably lead to an excessive pre- 
occupation with physical symptoms; less con- 
vincingly it could predispose to a mistrust of 
others. It is of interest that an elevated F score 
was evident in both studies. Wilson et al. €x- 
plained this in accordance with Brozek and 
Schiele's (1948) opinion that the F score is 
sensitive to stress situations. It is more likely, 
however, to be due to the association of the 
F scale with confused thinking and self deprecia- 
tion reported by Gilberstadt and Duker (1965). 
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The Treatment of Frigidity: A Comparative Study of 
Group and Individual Desensitization 


By ETHNA C. O'GORMAN 


Forty patients took part in this study. Twenty patients treated by group 
desensitization were compared with twenty treated by individual 
desensitization. Group desensitization appeared the more effective 
treatment if outcome was measured on the patients’ self-rating scale, 
but the less effective if outcome was measured by the sexual interest 
questionnaire. Of the two, the group method took longer to administer, 
but more patients treated in this way completed the course of treatment. 


Introduction 

Systematic desensitization as a treatment for 
frigidity is well recognized. Lazarus (1961) 
reported that nine out of sixteen patients com- 
plaining .of frigidity responded to systematic 
desensitization using deep. muscular relaxation. 
Brady (1966) modified this approach to treat- 
ment by inducing relaxation in the patient by 
an intravenous injection of a 1 per cent metho- 
hexitone sodium solution. This reduced the 
total therapy time needed for each patient. 
Madsen and Ullman (1967) stress the im- 
portance of the patient’s husband participating 
in the treatment programme; this gives him 
the opportunity of understanding the principles 
and the method of this form of therapy, and 
increases the likelihood of generalization from 
the therapy room to the real life situation. 
O’Gorman ef al (1975a) reported a 43 per cent 
success rate in the treatment of frigidity by 
systematic desensitization with the modifications 
described by Brady and Madsen and Ullman. 

Stone and Levine (1950) introduced group 
therapy in the management of psychosexual 
disorders in women, They advocated a patient 
group and a spouse group in which group 
psychotherapy was carried out. Using a directive 
approach, O'Gorman et al (1975b) reported a 
58 per cent success rate from systematic de- 
sensitization for frigidity in a group setting. 
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On this occasion deep muscular relaxation 
training has prepared the way for шай 
desensitization. 

In the above two studies by O'Gorman et al 
(1975а, 1975b), the group desensitization 
approach produced a higher response rate but 
took considerably longer to administer than 
the individual desensitization. In contrast, the 
individual desensitization took less therapy 
time, but the end result was not as good as that 
following group desensitization. Because of 
these findings, it seemed important to do a 
comparative study to assess the relative efficacy 
of these two methods of approach to systematic 
desensitization in the treatment of frigidity. 


Subjects 

Forty patients complaining of frigidity parti- 
cipated in this study. Twenty patients were 
treated by group desensitization and twenty by 
individual desensitization, by the author at a 
special clinic for psychosexual disorders. They 
presented with various difficulties, which in- 
cluded absence of desire for intercourse, inade- 
quate or absent sexual arousal, dyspareunia, 
vaginismus, orgasmic inadequacy or a combi- 
nation of these symptoms. 

Patients suffering from manic-depressive psy- 
chosis, schizophrenia, or mental illnesses of 
organic origin and any with sexual deviations 
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were excluded. Only those patients were 
selected for the study who had had a stable 
heterosexual relationship for at least twelve 
months, and whose spouses had no obvious 
sexual dysfunction. 

The patients’ ages ranged between 18 and 48 


years, with a mean age of 36 years. The patients - 


were randomly allocated to the treatment 
procedures by the use of a random table. 


Methods 
Group desensitization 
This therapy format used four patient groups 
and four spouse groups. The programme lasted 
ten weeks. The patient group met twice a week 
for one hour, while the spouse group met once 
a week for half an hour. In the first half of 
each therapy session the patients were given 
deep muscular relaxation training; then, using 
a joint sexual hierarchy which had previously 
been constructed from the patient's individual 
hierarchies, systematic desensitization was car- 
ried out. The second half of the therapy session 
was taken up by group discussion and sex 
education. In the group discussion the patients 
were encouraged to discuss topics related to 
their sexual activities and those of their spouses. 
These included courtship, marriage, pregnancy 
and masturbation. Topics such as war or 
apartheid were actively discouraged by the 
therapist. The importance of sex education in 
the treatment of sexual disorders has been 
emphasized by Cooper (1970) and by Masters 
"апа: Johnson (1970). The corresponding spouse 
‘group met once a week for discussion on their 
‘wives’ progress in therapy and for sex education 
"during the ten weeks of treatment. This tech- 
nique has been described by O’Gorman et al 
(1975b). 


Individual desensitization 

In this approach to therapy, each of the 
twenty couples were treated separately. The 
patient, her husband and the therapist parti- 
cipated in the construction of the hierarchy. 
The therapist induced relaxation by an intra- 
venous injection of a 1 per cent solution of 
methohexitone sodium. The husband then pre- 
ented the items of the sexual hierarchy to his 


E wife. The twenty couples had fifteen treatment 


е 
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‘sessions of approximately ten minutes each 
over a period of ten weeks. As the various 
stages in the hierarchy were completed in 
therapy, the patient and spouse were instructed 
to repeat this behaviour at home, and only 
when they had succeeded in one stage were they 
to proceed to the next. This technique has 
been described by O’Gorman et al (1975а). 


Assessment of Treatment 


1. Patients! self-rating. Each patient rated her 
progress on a five-point scale of poor, »fair, 
good, very good or excellent. The spouse also 
rated his wife's progress on’asimilar scale. 

2. Sexual’ Interest Questionnaire: (Quinn. et. al, 
1974). This questionnaire measures five aspects 
of sexual behaviour: kissing, being kissed, 
touching sexually, being touched sexually and 
sexual intercourse. The score for sexual interest 
ranges from 20 to 160, larger scores indicating 
high levels of sexual interest. 'This questionnaire 
has been shown to. Бе a valid and objective 
measure of treatment ‘outcome іп frigidity 
(O'Gorman et al, 1974 and 1975a, b). “All 
patients agreed to complete this questionnaire, 
before starting therapy and again when the 
treatment programme was completed, irre- 
spective of outcome: 


„Results 

Patients’ self-rating E 

Those who rated their outcome as good, very 
good, or excellent were considered to have 
responded successfully to treatment, while those 
who rated their outcome as poor or fair were 
considered to be ‘unsuccessful. These responses 
are reported in Table I. j 

This showed that 34 patients completed 
their treatment programme; rg rated their 
treatment as successful, of whom 12 had group 
desensitization and 7 had individual desensitiza- 
tion. The spouse rating corresponded to the 
patient's rating in all cases. Taking the group as 
a whole, these results showed that the response 
to treatment was significant at the 2. per cent 
level, using the chi-square test of significance 
(Siegel, 1956). The patients were then divided 
into those who had participated in group 
desensitization and those who had participated 
in the individual approach. The response 
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ТАвгЕ I 
Patients’ self-rating of therapy outcome 








Un- 
Patients Successful successful Lapsed 
Group desensitiza- 
tion (20) 12 7 1 
Individual desensi- 
tization (20) . 7 8 5 
Total group (40) 1g 15 6 





obtained in the former was significant at the 
2 per cent level, but the response obtained in the 
latter. was not significant. The two approaches 
to therapy were then compared by the same 
test of significance; the difference obtained was 
not significant. 


Sexual interest questionnaire 

The total sexual interest mean scores before 
and after therapy were calculated and are 
reported in Table IT. These results showed that 
the sexual interest of the group as a whole 
(40 patients) increased after therapy, the 
difference being significant at the 5 per cent 
level. The Wilcoxon matched-pairs-sign-rank 
test was used (Siegal, 1956). 

The successful group showed a marked in- 
crease in their post-therapy sexual interest score, 
and this increase is significant at the 5 per cent 
level. The unsuccessful group had a lower pre- 
therapy sexual interest score to begin with, and 
this changed little following therapy, the 
difference being not significant. The Wilcoxon 
test was used in. both cases. 

The total sexual interest mean scores obtained 
by the patients who participated in the group 
desensitization .and individual desensitization 
are shown separately in Tables III and IV. 
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Total sexual interest mean scores 
Score range 20-160 








Pre- Post- 
-Patients (no) therapy therapy 
Successful group (19) . 5 62:5 128 
Unsuccessful and lapsed group 
(21) .. : 54:5 — 5755 
Total group (40) E 5 58:5 105 
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Taste ПІ 
Total sexual interest mean scores 
Group desensitization 
Score range 20-160 
Pre- Post- 
Patients (no.) therapy therapy 
Successful group (12) . 7 130 
Unsuccessful and lapsed group 
(8) 2s 61 64 
Total group (20) T m 68 103 
Taste IV 
Total sexual interest mean scores 
Individual desensitization 
Store range 20-160 
Pre- Post- 
Patients (no.) therapy therapy 
Successful group (7) .. 64 126 
Unsuccessful and е group 
(13) ZEE 56 54 
"Total group (20) ES "M 58 107 








Tables III and IV illustrate that both forms 
of therapy were followed by an increase in 
sexual interest. A greater increase followed the 
individual approach. 

The patients were divided into successful 
and unsuccessful sub-groups. The increase in 
sexual interest obtained by the group who 
responded to individual desensitization was 
greater than that obtained by those who parti- 
cipated in the group method. The patients who 
responded successfully to the group method 
had a pre-therapy mean score of 71 and a 
post-therapy mean score of 130; an increase of 
59. This difference is significant at the 5 per cent 
level (Wilcoxon test). Similar scores were 
obtained from patients who responded success- 
fully to the individual method, 64 and 126, 
giving an increase of 62. The difference is 
significant at the 1 per cent level. Thus the 
results suggests that the individual approach 
was more effective in increasing sexual interest, 
as measured by the sexual interest questionnaire. 
It is important to point out that a greater 
number of patients responded successfully to 
the group than to the individual approach to 
therapy. The patients for whom both kinds of 
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treatment were unsuccessful showed no signi- 
ficant change in their total sexual interest scores. 


Discussion 

On the whole, group desensitization appeared 
to produce better results. Nineteen patients 
completed the therapeutic programme} one 
patient lapsed. She had domestic problems, as 
well as finding participation in the programme 
too difficult. Of the 19 who completed the 
treatment, 12 patients and their spouses rated 
the treatment as successful. Of those who were 
given individual desensitization only 15 com- 
pleted the programme. Five lapsed, all finding 
participation in the programme too difficult. 
Seven patients and their spouses rated the 
outcome as successful. 

Systematic desensitization is regarded as the 
treatment of choice when sexual activity is 
disrupted by anxiety, either primary or secon- 
dary. Patients who took part in the group 
desensitization programme were given an oppor- 
tunity to discuss any other difficulties they may 
have had, as well as taking part in systematic 
desensitization which incorporated training in 
deep muscular relaxation. In contrast, the 
patients who took part in the individual de- 
sensitization programme were given no such 
opportunity and had no training in deep 
muscular relaxation. The lack of deep muscular 
relaxation training, as well as the absence of 
group discussion, may have been a factor in 
the poorer response to individual therapy. 

The difference in the rate of lapse between 
the two forms of therapy is quite striking. All 
five patients who lapsed from the individual 
desensitization programme found the therapy 
too difficult and stressful. This therapeutic 
approach demanded a good deal of co-operation 
from the couple, and if interpersonal conflict 
existed between the husband and wife such 
co-operation may not have been possible, and 
this may explain the high lapse rate. The view 
that there is a relationship between failure in 
treatment and stress is partly substantiated by 
the clinical evidence of conflict noted during 
the initial assessment period. An unexpected 
finding in those who responded successfully to 
the individual method was a greater increase 
in the scores obtained on the sexual interest 
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questionnaire, compared with the scores of 
those who responded. successfully to group 
desensitization. The reason for this is obscure. 
If one accepts that anxiety is the main aetio- 
logical factor underlying frigidity, it does not seem 
unreasonable to expect that a desensitization pro- 
gramme whose sexual hierarchy has been tailored 
to individual needs, would be more effective than 
than one using a joint sexual hierarchy. 

Although group desensitization was clearly 
more successful than. individual treatment, the 
latter had several countervailing advantages. 
For instance, as group treatment took twice as 
long, more people could be treated in unit time 
as individuals. Similarly, there would be a 
saving in skilled therapists’ time, an important 
consideration since the demand for such therapy 
is large. Moreover, because fewer people are 
immediately concerned—patient, husband and 
therapist—sessions are easier to arrange than 
for the much larger numbers in a group. One 
last difficulty about group treatment, which 
fortunately did not arise in this study, is the risk 
that on occasions a previously agreed quorum 
might not be reached. 
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A Common Language for the Psychotherapies?" 
By ANTHONY RYLE | 


SUMMARY The account of mental processes emerging from the 
work of cognitive psychologists is briefly reviewed, and aspects of the 
theoretical basis of the work of psychoanalytic and behaviourist 
psychotherapists are considered in the light of this. It is argued that in 
both traditions increasing attention is being paid to cognitive processes. 
A restatement of psychoanalytic theory in cognitive terms could free it 
from its present confusion of metaphors, and an extension of be- 
haviourist theory in this direction could free it from reductionism. 
The advantages of the adoption of a common language, based on the 





models of cognitive psychology, to theory, practice and research are 


briefly considered. | 


The aim of this paper is to examine how far 
the. procedures and theories of therapists 
working іп the psychoanalytic and behavioural 

traditions may be referred to a common core of 
psychological understanding, and expressed in a 
shared language based upon cognitive psy- 
chology. Imperfect research into therapy in the 
two traditions indicates that workers in both are 
capable of helping people; in a few studies, such 
as that by Sloane et al (1975), it establishes 
relatively equal claims for the two methods, at 
least as far as time-limited. treatment is con- 
cerned. There is even the beginning of agree- 
ment about the appropriate domains of the two 
approaches. : 

Since factors unrelated to the therapist's 
theory play a very large role in therapeutic 
success it could be argued that theory does not 
matter very much, and that practitioners might 
е left to draw upon their different traditions 
and to work in terms of their own preferences, 
personalities and pragmatically-acquired skills. 
Such a dismissal of theory would, however, be 
a pity. There is a need for a better theory to 
guide us in choosing and evaluating the effects 
of our interventions, and there is a need for a 
theory that does not, subtly or obviously, deny 


s ж Based on a paper given to the Psychotherapy Section 
of the Royal College of Psychiatrists on 12 October 1977. 
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aspects of the humanity of those we set out to 
help. 2 : 

In this paper it is proposed to offer an outline 
of the framework offered by cognitive psycho- 
logy for the enterprise of psychotherapy, and to 
consider psychoanalytic theory in the light of 
this, noting in particular some of the develop- 
ments and criticisms which have emerged from 
within psychoanalysis and seem to support the 
thesis, and offering some translations or re- 
statements of aspects of that theory in cognitive 
terms. Following this, behaviour therapy will be 
similarly, but more briefly, considered, with 


particular attention’ to the increasing interest 


shown by some writers in the space between the 
stimulus (S) and the response (R). 


Cognitive Theories of Man 

The word ‘cognitive’ as used here does not 
carry the implication of ‘opposed to affective’. 
Cognitive processes are those whereby meaning. 
is accorded to experience, and hence they are 
inseparably linked to affects. Our cognitions of 
events are derived from sense perceptions and 
their relation to our memories, feelings, needs 
and intentions. . 

The origins of cognitive theories of man are 


diverse, and include experimental studies of 


perception, memory, and thinking, obser- 
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vational and experimental studies of cognitive 
development and, latterly, the developing 
interest in artificial intelligence and the com- 
puter simulation of cognitive processes. From 
this tradition, attempts have been made to 
propound more general theories. One early 
example of this is Hebb's (1949) attempt to 
propose a model on a neurophysiological basis; 
a later one, not attempting a direct link with 
physiology, is the work of Miller et al (1960). 
Computer simulation models tend to represent 
the brain as an information-processing system 
with memory stores and alternative outputs or 
action programs. Some writers, in the more 
general cognitive tradition, emphasize parti- 
cularly the active process of exploration and 
theory-building that is typical of humans 
(Kelly, 1955). The tendency to maintain and 
extend cognitive mastery is thought to be innate 
rather than acquired, and must be considered 
alongside the biological drives described in 
psychoanalytic, attachment and behavioural 
theories (see Kreitler and Kreitler, 1972). It is 
important to note that the information pro- 
cessed includes not only data derived from the 
perception of the external world, but also data 
from the bodily experience of the individual. 

It is argued that a theory of this type is 
required to account for human thought and 
behaviour; for although some forms of learning 
can be adequately expressed in terms of the 
forming, strengthening, and  weakening of 
associations, as in simple learning theory, an 
adequate account of characteristically complex 
human learning requires concepts of organized 
mental representation (Neisser, 1967). Each 
individual develops hierarchical, interrelated 
mental structures or schemata to which new 
experience is assimilated, but which are also 
themselves open to modification by new experi- 
ence. The understanding of this process owes 
much to work in the Piagetian tradition, which 
has also shown how the operations of the 
biologically immature brain are less complex 
than those of the fully mature one. The study of 
memory and the study of concept formation are, 
by this account, inseparable (Kleinmitz, 1967). 
Between the environmental event and the 
individual's response there is interposed an 
elaborated, historically determined process of 
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selection, construction and bias (Erdelyi, 1974); 
thus, the external event is never directly 
perceived, but is necessarily perceived as 
something, for example, as a chair, or as a 
threatening person. The meaning accorded to 
such a percept is further related to, and inte- 
grated in terms of, the systematic construction of 
reality derived from the whole of earlier 
experience. 


Individual differences in how these processes 
are carried out have been identified in the work 
on cognitive styles (Witkin, 1965; Klein, 1970). 
The response to events is, in turn, selected in 
terms of the anticipated implications of the 
event and the anticipated outcomes of the 
alternative plans for action from which the 
response is chosen. The choice of action is 
determined by the individual’s need to support 
the integrity of, and carry out the intentions of, 
the self. The self is a mental construction of 
crucial importance to the understanding of 
human behaviour. It is built up historically 
from the infant's development of body-aware- 
ness, and from his complex social interactions 
with others; included in this awareness is the 
consciousness of bodily states, indicative of 
emotion, which are themselves a part of the 
understanding of, but which are also experi- 
enced and understood in terms of, the personal 
meaning of the individual's experience (Schach- 
ter and Singer, 1962; London and Nisbett, 
1974). Hence the individual's history determines 
his personal construction of himself and his 
world, but neither this history nor this structure, 
nor the processes of memory and thinking are 
necessarily or usually accessible to awareness; at 
any one time, only a fraction of the total 
memory store is implicated in a mental opera- 
tion. Among the mental processes required in 
such a model must be included some with the 
function of preserving the cognitive processes 
themselves, 


Psychoanalytic Theory 


The relationship of this cognitive account to 
psychoanalysis is, at first sight, far from obvious. 
The practice of psychoanalysis, a personal 
relationship devoted to the teasing-out of the 
meanings of the patient's experiences, is not a 
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scientific pursuit and may correctly be described 
as to do with meaning or as ‘hermeneutic’ 
(Ricoeur, 1970; Barratt, 1976; Slater, 1975; 
Home, 1966). However, the essentially human 
pursuits of teaching, child-rearing or politics, 
while also in no way scientific, are all open to 
scientific study, and psychoanalytic theory can 
reasonably claim to be a theory about human 
development, experience, and behaviour. It is, 
however, a confused, poorly-articulated, and 
inconsistent theory, as numerous critics have 
recognized (e.g. Popper, 1963; Nagel, 1959; 
Farrell, 1964; Slater, 1975).. 

The issues with which it is concerned can be 
expressed most clearly in cognitive terms, as 
follows: 

(1) What is the relation between a person's 

< 7 cognitive. structure, or his personal 
> construct system in Kelly’s (1955) terms, 
‘and his behaviour in, and experience of, 
the world ? 


How is this structure derived and, 
specifically, how far and in what ways 
does earlier experience, especially in- 
fantile and childhood experience, and 
especially experience not accessible to 
conscious recall or descriptions or ex- 
pression in words, determine or limit the 
individual's construction of his world ? 


(2) 


(3) What procedures can help the therapist 
recognize and modify those constructions 
that are related to his patient's diffi- 
culties? 

Psychoanalysis has failed to give clear, 
accessible answers to these questions. The early 
disputes over doctrine and the modes of training 
and control evolved in its institutions, have 
inhibited clear and free discussion and have 
isolated it from the rest of psychology (Holzman, 
1976). From the start there was an unfortunate 
confusion in the theory between the contents of 
minds and their processes. The models and 
metaphors of which the theory is made up bear 
traces of Freud's neurological background 
(Amacher, 1974; Burnham, 1974), the influence 
of 19th-century physical science, the use of the 
body metaphors current in everyday speech 
(Schafer, 1975), and a preoccupation with 
binary distinctions and simple models of 
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opposing forces or entities endowed with 
quasi-human status (Freud, 1937; Grossman 
and Simon, 1969). In this respect, the theory 
stands as an example of man's theory-building 
capacity, but gives a poor account of the 
process of theory-building. 

Discontent with the theory has been wide- 
spread within psychoanalysis, reflected in the 
past in its numerous ideological schisms and, 
latterly, in a willingness to accommodate new 
ideas which has not been matched by an ability 
to discard old ones. This process has allowed into 
the theory many contributions which are more 
consonant with the cognitive approach out- 
lined above than with classical theory, a 
tendency shown particularly in the increasing 
concerh with meaning, and the decreasing 
concern with drives and instincts. Rycroft's 
(1970) statement that libido theory is a theory 
of meaning in disguise makes this point, but 
there seems to be no great hurry to cast off the 
disguise. gr s 

Many contributions to the theory, for 
example those of Sandler and his associates on 
the child's representational world (Sandler and 
Rosenblatt, 1962), on the unconscious peremp- 
tory urge (Sandler, 1974) and on the feeling of 
safety (Sandler, 1960), while seeming to offer 
quite major revisions of theory, do so deferen- 
tially, and without challenging any aspects of 
classical theory. The more general shifts in 
attention to conflict-free ego-functions (Rapa- 
port, 1959), which are easily represented in 
cognitive terms (Loevinger, 1976), and the 
growth of object-relations theory, much of 
which can be well expressed in terms of mental 
representations, are important trends which 
have, none the less, been largely accommodated 
within the main body of traditional theory 
rather than led to its revision. Certain aspects of 
this theory will now be considered. 


Infantile experience 

The psychoanalytic account of infantile 
development and its effect upon later life 
stages represented initially a major growth in 
understanding, but it has failed to adapt to the 
large volume of work done in other fields, 
notably observational studies in the ethological 
tradition as reviewed by Schaffer (1971), and 
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even to work done within its own tradition 
(Mahler et al, 1975). One can recognize the 
contribution of psychoanalysis to this field 
without retaining the detailed account given in 
classical theory or in the Kleinian elaborations 
of it. The concept of the infantile amnesia, and 
Freud’s belief in the possibility of contacting 
pure memory traces, have to be abandoned, for 
it is clear that memory always represents the 
later reconstructions of past constructions 
(Bartlett, 1954; Neisser, 1967).  Freud's 
archaelogical metaphors are misleading; analyst 
and patient are construction engineers using old 
rubble, or authors re-writing old texts. That the 
reconstruction of early experience achieved in 
analysis may not be of actual events, but 
represent rather later elaborations endowed 
with meanings derived from later experience, is 
conceded’ on the basis of psychoanalytic 
material by Kris (1956) and is further illus- 
trated by Kennedy (1971). 

The importance of early infantile experience 
is best understood, not in terms of objects and 
instincts, but in terms of the elaborations of 
concepts and conceptual forms. The successive 
cognitive tasks of the infant, both as described 
by developmental psychologists working in the 
Piagetian tradition, and those of central 
concern to psychoanalysts, which were mostly 
elaborated from the study of adults or older 
children rather than from observation, are both 
of importance. In the latter category, the 
recognition of body-boundaries and self-other 
discontinuity (see Kafka, 1971), the develop- 
ment of object-constancy (Edgcumbe and 
Burgner, 1973), the acquisition of cognitive 
control through play, and the separation and 
individuation processes described by Mahler et 
al (1975) all represent the origins of subsequently 
elaborated schemata, and therefore provide the 
source or basis, more or less satisfactory, for all 
subsequent discriminations. The fact that so 
many of the descriptions incorporated in the body 
of psychoanalytic theory are based upon spatial 
body-imagery is just one example of the 
pervading influence of these early discrimina- 
tions on the later creation of metaphors. Early 
experiences are clearly important, but their 
importance is not in the essentially irrecoverable 
content of memory, but in the persistence of, 
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or regression to, early modes of thinking at later 
ages. We do not have to accept that babies have 
the terrifying time described in Kleinian theory 
to recognize that unresolved conceptual tasks 
from infancy may indeed determine the form, 
or formlessness, of fears or furies experienced 
later. 


Primary process thinking 

Freud's description of primary process think- 
ing was original and important, but became 
inextricably linked with his division of the mind 
into regions, and with his simple opposition of 
the pleasure and reality principles... Primary 
process thinking is seen as typical of the. un- 
conscious system to which we have access in 
dreams, parapraxes, and psychotic thinking, 
and is regarded as historically prior to, and 
more primitive than, secondary process think- 
ing, and as persisting more or less in this form 
throughout life. It is characterized by con- 
densation, displacement, and symbolism, in 
which is found its relation to art, and by 
timelessness and impulsivity, by which it is 
linked with the supposed dominance of the 
pleasure principle in childhood. Noy (1969) 
argued that this definition was based upon a 
consideration of primary process thinking only 
as manifest in regressed states, and suggested 
that there was evidence for an integrating 
function in primary process thought, and for its 
continuing development. and elaboration 
throughout life. Jung and later workers in the 
Freudian tradition, notably Winnicott (1971) 
and Milner (1955, 1969) have had a more posi- 
tive view of primary process thinking than that 
enunciated by Freud. Many alternative thera- 
pies at the present time, some independent of 
psychoanalysis and some derived from it, 
encourage the exploration of this form. of 
thinking through image and fantasy (Singer, 
1974). 

Cognitive psychologists. have also been. in- 
terested in different forms of thinking. Bartlett's 
(1954) distinction between thinking in terms of 
images and thinking in terms of words is clearly 
making a related distinction. Bartlett noted that 
the defining characteristic of images was that 
they were combined, not by juxtaposition in 
space and time, but on the basis of common 
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emotions and interests; whereas what he called 
the thought-word method of thinking was the 
method of reason and inference. Neisser (1967) 
describes primary process thinking as omni- 
: present, and as comparable to the pre-attentive 
_ processes in perception, arguing that only when 
elaborated by some executive process does it 
become important. Paivio (1972) concludes that 
images and verbal memory commonly interact, 
and that images have a particularly important 
role in matching current impressions with what 
has been stored from the past. 

It ‘seems clear that the analytic technique 
developed by. Freud facilitated access to 
primary process thinking, and that through the 
interpretation links were made with secondary 
_ process thinking. However, the varieties and 
forms of thinking and memory available to man 
are still the subject of considerable speculation 
сапа research, and the simple division of 

‘classical theory into two forms located in 
different systems, and derived from different 
developmental stages, provides an unsatis- 
factory model. 


Defence mechanisms and conflict 

For the dynamic therapist, the theory of ego- 
defence is of central importance. How far can 
the racy military metaphors used by Freud 
(1937) to describe the relationships between the 
superego, ego and ій be re-stated in cognitive 
terms? Such a re-statement seems both possible 
and useful. 

In cognitive terms, repression, denial, disso- 
ciation, isolation, and undoing represent ex- 
amples of the selective perception and selective 
accommodation. of perceptions to the whole 
structure of meaning of the individual's per- 
sonal construct system. Reaction formation, 
reversal; and turning against the self, and 
sublimation, similarly . represent particular 
examples of the selection of programmes or 
plans of action. The editing of perceptions and 
the choosing of plans take place in relation to 
the individual's intentions, and his predictions 
of their consequences; these consequences may 
well include expectations of punishment or 

. harm, the need to preserve a sense of the self as 
being coherent, effective, and positively-valued, 
“and the need to preserve cognitive function. 
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Plans elaborated to avoid adverse consequences 
may come to dominate behaviour and thinking, 
and prevent the testing-out of alternative plans. 
As Khan (1970) observes, it is often the patient’s 
attempt at self-care which is most difficult to 
resolve. 

In a given situation, the actions or conditions 
believed to be necessary for the preservation of 
the self in the above terms may be falsely 
construed. This formulation is reflected in the 
form of group interpretation emphasized by 
Ezriel (1950; 1952), and paralleled in a 
different form by Whitaker and Lieberman 
(1964), in which the group’s current behaviour 
is noted, its avoided response identified, and the 
fantasied calamitous outcome of the avoided 
response explored. . 

These defence mechanisms, therefore, can be 
reformulated in terms.of the predominance of 
certain restricted constructions of events, and of 
certain rigidly maintained plans for action, 
resulting in the exclusion of alternative inter- 
pretations and plans. The alternative unacted 
plans. may remain ‘on store’ and, because 
untested, unchanged. The defensive nature of 
this process lies in the need to avoid too much 
dissonance between conflicting views of the self 
and of the world. Experimental support for this 
cognitive formulation of defences is found in the 
demonstration. experimentally that those who 
use repression and denial, and show a marked 
distortion of perception under the influence of 
emotion, are characterized by marked field 
dependence (Witkin, 1965). A repertory grid 
study of neurotic subjects showed that cognitive 
complexity was reduced (possibly a related 
phenomenon) (Ryle and Breen, 1972). Much 
neurotic behaviour can be explained in these 
terms, and in terms of the individual being 
trapped by the specific restricted perceptions he 
holds of possible behaviours and roles; such 
restricted views can often be usefully identified 
as false dichotomies and dilemmas. For example, 
women who construe femininity and achieve- 
ment as polar opposites, or men who see 
masculinity and brutality as necessarily corre- 
lated, have no comfortable self-definition avail- 
able. 

The more primitive defences described in 
object-relations theory as projection, projective 
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identification, and splitting, represent in cog- 
nitive terms confused boundaries between self 
and others, which could presumably stem from 
failures of conceptual development during the 
separation-individuation phase (see Blatt and 
Ritzler, 1974). This confusion may be accom- 
panied by a restriction of the range of potential 
reciprocal role relationships that seem to be 
open to the individual. This was illustrated by a 
repertory grid case-study of a married couple in 
conjoint therapy (Ryle and Lipshitz, 1976). The 
collusive mechanism existing between the 
treated couple was described in psychoanalytic 
terms as projective identification, the husband 
keeping up his good spirits by ‘putting his bad 
feelings into his wife’, who consequently 
remained depressed and ill until they separated. 
Grid eviderice showed that this situation could 
be reformulated as follows. The husband could 
only see the dyadic relationship in terms of one 
being competent and active and caring, and the 
other being depressed. Given this view, the only 
way he could remain well himself was to cling 
to the competent role, and be nasty enough to 
keep his wife in the depressed one. 

The central role of conflict in psychoanalytic 
theory is accommodated in this cognitive 
account of the defences, but not in terms of 
simple opposition between mental institutions. 
Perceptions are edited, and behaviours are 
selected in ways taking account of drives and 
intentions, and of the need to avoid too con- 
fusing and fragmented a view of the self and of 
the world. Neurosis can be seen as representing 
the predominance of the second of these over 
the first. 


The self 

The psychoanalytic account of the ego 
balancing the pressures of the id, the superego, 
and external reality, can be re-stated in terms of 
persons actively pursuing life-plans in terms of 
the (not always consciously) anticipated, and 
often conflicting, consequences of these plans to 
the self. With such an account, one can confine 
the terms used to the self, the other (which 
includes persons and external reality in general), 
and their mental representations, and replace 
the confusion generated by multiple terms (id, 
ego, superego, ego ideal, superego ideal, ideal 
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self, self representation, object, object repre- 
sentation, person, self, other). 

The self, however, remains an embarrass- 
ment to psychoanalytic writers. Kohut (1970), 
for example, wrote: ‘It is best to confine our- 
selves to defining the self as an important 
content, à structure or configuration within the 
mental apparatus, i.e. self-representations which 
are located in the ego, the id, and the superego'. 
He went on to say he would not rule out its 
‘acceptation’ as ‘one of the centres of identifi- 
able functions’, This author’s capacity for 
exemplifying the obscurity of psychoanalytic 
concepts is evident in his description of the 
origins of the narcissistic personality: ‘The 
unexpected non-cooperation of this mirroring 
self creates a psychoeconomic imbalance which 
disrupts the ego’s capacity to regulate the 
outpourings of the exhibitionist cathexis, and in 
consequence of its temporary paralysis the ego 
yields on the one hand to the pressure of the 
exhibitionist urge, and on the other hand tries 
desperately to stop the flow’. (Kohut, 1973). In 
this area, a re-statement in cognitive terms has 
been offered by Stolorow (1975), who suggests 
that, basically, narcissism as a normal process 
should be used to describe all those mental 
functions maintaining: the structural cohesive- 
ness, positive affective colouring, and temporal 
stability of the self-representation, i.e. a concept 
of the self as integrated, valued, and continuing. 
This writer suggests that pathological narcissism 
reflects the failure of these processes, with an 
over-dependence on sources outside the self, 
rage and panic resulting from the failure of these 
resources. The characteristic transference pat- 
terns of borderline patients (Kernberg, 1974) 
can be described as manifestations of the 
cognitive problems referred to above in the 
discussion of primitive defence mechanisms, 
namely as representing the patient’s impaired 
self-other discriminations, and the expression of 
his limited range of reciprocal role relationships. 

The clarification offered by a cognitive 
account of narcissism in place of a conventional 
psychoanalytic one is paralleled in respect of 
severe eating disorders. Bruch (1973) notes that 
such patients, especially. those with anorexia 
nervosa, represent personality disturbances simi- 
lar in level to the narcissistic disorders. In her 
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experience, classical psychoanalytic formu- 
lations were not helpful in therapy. Patients 
required the opportunity to correct their 
. disturbances of body imagery, their inability to 
' discriminate between body sensations and 


. affects, and their paralyzing sense of ineffective- 


ness. The importance of body image distortion in 
anorexia has been recently underlined by 
Russell (1977) and demonstrated in a repertory 
grid study by Feldman (1975). 

Ihave attempted to show, though necessarily 
very briefly, that some of the central concep- 
tions óf psychoanalysis can be restated, with 
greater clarity, in a language based on a model 
of cognitive processes. Peterfreund and Schwartz 
(1971) have offered an excessively thorough- 
going reformulation of psychoanalysis on these 
lines, presenting a model of the mind as a 
‘feedback regulated information processing 
system’, and claiming, rather prematurely, a 
neurological justification for this. They suggest 
that the focus should shift ‘away from psycho- 
logical experience or behaviour to the larger 
world of information processes and their links to 
neurophysiology’. Such overstatements may 
have distracted attention from their argument. 


Behaviour Therapy and Its Theory 

While many behaviourists still explain their 
actions and their results in terms. of relatively 
simple stimulus-response patterns, others, for 
example Lazarus (1970; 1971) have expressed 
doubts as to the reality of this explanation of 
what they do. Bandura (1977a) has recently 
.reviewed the developments and revisions of 
basic theory in the light of further experimental 
work. He argues that there is a need for a 
revised account of the mechanisms involved in 
change brought about by behavioural tech- 
niques. The research cited points to the limited 
effect on behaviour of immediate consequences, 
except where the subject is aware of the link 
between the behaviour and the consequences. 
Rewards, or other response consequences, 
modify behaviour largely through the subject's 
awareness, whereby what have been assumed to 
be antecedent determinants are in fact inter- 
preted by the subject as predictive cues. 
Similarly, consequences, rather than constitut- 
ing simple rewards or punishments, are effective 
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in so far as they are means of informing subjects 
about what to do to gain benefit or avoid 
punishment. Both learning and motivation are 
in this revised account seen to depend primarily 
upon cognitive factors, and to understand and 
alter an individual's behaviour it is his cognitive 
processes that become the main focus of atten- 
tion. To this account, Bandura (1977b) adds a 
second range of behaviours which are distin- 
guished from those based on response outcome 
expectancies. These behaviours are those con- 
cerned with the individual's sense of efficacy, 
that is, with his belief that he can successfully 


execute behaviour required to produce out. ^. 


comes. In Bandura’s view, it is the strengthening 
of this belief in self-efficacy that is the central 
component of all forms of psychotherapy. 
Singer (1974), reviewing work on imagery in 
psychotherapy, argues with great force for a 
cognitive (or, in his words, cognitive-affective) 
account of many behavioural techniques, such 
as so-called reciprocal inhibition, covert aversive 
therapy, covert conditioning, and implosive 
therapy. In this work, as in that of Bandura, the 
convergence between social learning theory and 
formulations derived from cognitive psychology 
are clearly very marked. 


“Discussion 

A simple translation of a theory into a 
different language is of little interest, but where 
two major and apparently opposed theories can 
be stated in the same language the exercise 
becomes of more importance; and when this 
translation yields.an account that is either more 
accessible or more adequate than the original 
forms this importance is underlined. It has been 
argued in this paper that such a point has been 
reached, and that the concepts derived from 
cognitive. psychology can provide such a 
common and clarifying account of both psycho- 
analytic and behavioural psychotherapies. : 

The adoption of a common language would 
aid communication between therapists using 
different approaches, and between therapists 
and experimental workers, and in time could 
lead to the more rational choice of treatment 
methods, whereby the form of intervention 
would be determined by the extent of the 
cognitive reconstruction required. Thus, the 
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more the issue is one of relearning a more or 
less limited range of behaviours, the more 
likely аге behavioural techniques to be appro- 
priate; whereas the more the problem is one of 
re-shaping and making more adequately com- 
plex a deficient conceptual organization or a 
deeply impaired sense of agency in the indivi- 
dual, the greater the need for a method allowing 
slow change and working-through. It seems 
likely that the careful determination of goals and 
sub-goals. for therapy, characteristic of the 
behaviourists, could be transferred with advant- 
age to ‘dynamic’ therapies, as characterizes the 
cognitive therapies of Beck (1976) and Raimy 
(1975). 

The determination of the goals and sub-goals 
of ‘dynamic’ therapy. is a process integral with 
the early stages of treatment, in which. the 
patient’s problems are reconceptualized, tra- 
ditionally in terms of what have been called the 
underlying dynamic processes. This recon- 
ceptualization has often, in practice, been a 
somewhat loose amalgam of historical .recon- 
structions and a recognition of recurrent familiar 
themes, for example castration anxiety. In 
cognitive terms, the aim would be to identify 
these processes in terms of their effect upon the 
subject’s understanding of the possibility of 
change. One would seek, primarily, to identify 
(a) aspects of the self-construct relevant to the 
problem, (b) the ways in which possibilities of 
change are conceptualized in terms. of limiting 
false dichotomies that prevent effective choice, 
or in terms of those predicted outcomes of 
change which make it seem dangerous or un- 
obtainable. The definition of goals in these 
terms would often, but not necessarily, provide a 
focus for more active therapeutic methods than 
are traditional. Where, however, the goal is to 
increase the individual's sense of being effective 
in determining his life, or where the feared 
consequences of his effectiveness are an in- 
completely, or unrealized, fantasy of harming 
others, the treatment method may necessarily 
involve therapist inactivity and the opportunity 
for slow change. 

If all therapy has as its aim behavioural 
change and cognitive restructuring, whether the 
therapy itself focuses upon behaviour or cog- 
nition, comparative. research becomes more 
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feasible. The goals of all psychotherapy patients 
should be capable of definition in terms of those 
symptomatic (experiential), behavioural, and 
cognitive changes which are necessary to relieve 
personal problems.. From the research point of 
view, the assessment of cognitive change 
presents. the most problematic area. Further 
development of repertory grid techniques, 
already used. powerfully, if infrequently, in this 
field (see, for example, Crisp. апа Fransella, 
1972; Rowe, 1970; Ryle and Lunghi, 1969; 
Ryle and Lipshitz, 1975; Ryle, 1975), and the 
elaboration of target problem rating methods, 
focusing on cognitive as well as on behavioural 
changes, should, however, prove feasible. 


References 


AMACHER, P, (1974) The concept of the pleasure principle 
and infantile erogenous zones shaped by Freud's 
neurological education. Psychoanalytic Quarterly, 43, 
218-23. 

BaNDURA, А; (1977а) Social Learning Theory. N. J. Prentice 
Hall. : 

— — (1977b) Self-efficacy—towards a unifying theory of 
behavioural change. Psychological Review, 84, 191-215. 

Barratt, B. B. (1976) Freud’s Psychology as Inter- 
pretation. In: Psychoanalysis and Contemporary Science 
Vol. 5. (ed Shapiro). N.Y.: Int. Univ. Press. 

BamrLETT, Е. С. (1954) Remembering—4À Study in Experi- 
mental and Social Psychology. C.U.P. 

Beck, A. (1976) Cognitive Therapy and the Emotional Dis- 
orders. N.Y.: Int. Univ. Press. 

Brarr, S. J. & Rrrzier, B. A. (1974) Thought disorder 
and boundary disturbance in psychosis. Journal of 
Consulting and Clinical Psychology, 42, 370-81. 

Вкосн, Н. (1973) Eating Disorders—Obesity, Anorexia 
Nervosa and the Person Within. N.Y.: Basic Books. 

Burnuam, J. S. (1974) The medical origins and cultural 
use of Freud's instinctual drive theory. Psychoanalytic 
Quarterly, 43, 193217. 

Crisp, А. Н. & FRANsELLA, Е. (1972) Conceptual changes 
during recovery from anorexia nervosa. British 
Journal of Medical Psychology, 48, 395-405. 

Еросомве, R. & Вокомев, M. (1973) Some problems in 
the conceptualisation of early object relationships. 
Psychoanalytic Study of the Child, 27, 283-333. 

EnpELvi, M. Н. (1974) A new look at the new look: 
perceptual defence and vigilance. Psychological 
Review, 81, 1, 1-25. 

EzmigL, Н. (1950) A psychoanalytic approach to group 
treatment. British Journal of Medical Psychology, 23, 
59-74. 

—— (1952) Notes on psychoanalytic group therapy: 
interpretation and research. Psychiatry, 15, 119-26. 
FarreLL (1964) The status of psychoanalytic theory. 

Inquiry, 7, 104-23. 





{1 ` 


=s. Norvalthe afet 
‘way to lift dep Y г 







TS Leaving tricyclics 
E —.. and their risks behind 


утас Ее sim 71773 
UR уду, RS No anticholinergic problems'? wide margins of safety? card 
Wow 217,135.08 problems unlikely*** These are the reasons why Norval makes 


or ч m Серо еко Оло Wet ood tricyclics things of the past. Norval provides effective antidepressar 














IX. т { yn e 


3CL10 n (100mg per ml) 
A low-volume concentrated 
presentation for patients 

with more severe or 
recalcitrant psychotic 
symptoms 

requiring higher doses of 
neuroleptic medication. 






Depixol 
| n J ection (20mg per ml) 


Controls a wide range of 
psychotic symptoms including 


Effective 


s : thought disorder, 
antipsychotic hallucinations and delusions 
treatment for your - particularly beneficial for 
schizophrenic the withdrawn, depressed, 
А apathetic, poorly motivated 
patients schizophrenic ~ increases 


alertness, co-operation А R 
and desire for social contact. 


Effective oral therapy for 
patients who will not or 
cannot accept injections, 
those who transiently 
require oral medication or 
those who are admitted 
for assessment. 


v 
Further information and data sheet available from 
Lundbeck Limited, Lundbeck House, Hastings Street, 
——— 





Luton LU1 5BE. Telephone Luton 411482 Telex 825325 


i; FREUD, A 


ANTHONY RYLE 
Fetpman, M. M. (1975) The body image and object: 


relations: exploration of a method using repertory 

grid techniques. British Journal of Medical Psychology, 

48, 317-32. | 

. (1937) The Ego and the Mechanisms of Defence, 
Hogarth Press. 

Grossman, W. I. & Simon, B. (1969) Anthropomorphism 
motive, meaning and casuality in psychoanalytic 
theory. Psychoanalytic Study of the Child, 24, 78-111. 

Hess, D. O. (1949) The Organisation of Behaviour. N.Y.: 
Wiley. 

HorzMaN, P. S. (1976) The future of psychoanalysis and 
its institutes. Psychoanalytic Quarterly, 45, 2, 250-73. 
Home, Н. J. (1966) The concept of mind. International 

Journal of Psychoanalysis, 47, 42-9. 

Karka, E. (1971) On the development of the experience of 
mental self, the bodily self, and self consciousness. 
Psychoanalytic Study of the Child, 26, 217-40. 

Кешл, G. A. (1955) The Psychology of Personal Constructs. 
N.Y.: Norton. 

Kernperc, О. Е. (1974) Further contributions to the 
treatment of narcissistic personalities. International 
Journal of Psychoanalysis, 55, 215-40. 

Kennepy, Н. (1971) Problems in reconstruction in child 
analysis. Psychoanalytic Study of the Child, 26, 386-402. 

б Kian, M. К. (1970) Towards an epistemology of cure. 

‘British Journal of Medical Psychology, 43, 363-6. 

Krmi С. S. (1970) Perception, Motives and Personality, N.Y.: 


Knopf. 

Кийнмїтт, В. (Ep) (1967) Concepts and the Structure of 

v Memory, N.Y.: Wiley. 

Konur, H. (1970) Moderator's remarks on a discussion of 
‘the self’. International Journal of Psychoanalysis, 81, 
176-81. 

~— (1973) Thoughts on narcissism and narcissistic rage. 
Psychoanalytic Study of the Child, 27, 360—400. 

Kreirter, Н. & Krerrier, S. (1972) The model of 
cognitive orientation: towards a theory of human 
behaviour. British Journal of Psychology, 63, 9-30. 

Киз, E. (1965) The recovery of childhood memories in 

psychoanalysis. Psychoanalytic Study of the Child, 11, 

54-88. 





Lazarus, А. А. (1970) Behaviour therapy. International 
Journal of Psychiatry, 9, 113, 

—— (1971) Behaviour, Therapy end Beyond. N.Y.: McGraw 
Hill. 

Logvincer, J. (1976) Ego Development: 
Theories. San Francisco: Jossey Bass. 

Lonpon, Н. & Nissgrr, R. E. (Eds) (1974) Cognitive 
Alteration of Feeling States. Chicago: Aldine. 

Maner, M. S., Руме, Е. & Beroman, A. (1975) The 
Psychological Birth of the Human Infant. London: 
Hutchinson. 

MILLER, G. A., GarANTER, E. & Pripram, К. Н. (1960) 
Plans and the Structure of Behaviour. N.Y.: Holt. 

Miner, M. (1955) The role of illusion in symbol 
formation. In: New Direction in Psychoanalysis. Ed 
M. Klein, P. Harman, R. E. Money-Kyrle. Tavi- 

D stock. 

oem (1969) The Hands of the Living God. London: Hogarth 
"2 Press. 


Conception and 


593 


Nace, E. (1959) Freud and philosophy: an essay in 
interpretation. In: Psychoanalysis, Scientific Method and 
Philosophy. Ed S. Hook. N.Y.: Univ. Press. 

Neisser, U. (1967) Cognitive Psychology, N.Y.: Appleton- 
Century-Crofts. 

Nov, P. (1969) A revision of the psychoanalytic theory of 
the primary process. International Journal of Psycho- 
analysis, 50, 155-78. ° 

Рамо, A. (1971) Юлау and Verbal Processes. N.Y.: 
Holt, Reinhart & Winston. 

PrrERFREUND, E. & Scuwarrz, J. T. (1971) Information 
systems and psychoanalysis—an evolutionary bio- 
logical approach to psychoanalytic theory. Psycho- 
logical Issues, 7, Monograph 25-26. 

Popper, К. К. (1963) Conjectures and Refutations: “the 
Growth of Scientific Knowledge. London: Routledge. 
Ramy, V. (1975) Misunderstandings of the Self. San Fran- 

cisco: Jossey-Bass. 

Rapaport, D. (1959) A historical survey of psychoanalytic 
ego psychology. Psychological Issues, 1, 1—5. 

Ricoeur, P. (1970). Freud and Philosophy: An Essay on 
Interpretation (Tr. Savage, D.). Newhaven: Yale 
Univ. Press. 

Rowe, D. (1970) Poor prognosis in a case of depression as 
predicted by the repertory grid. British Journal of 
Psychiatry, 119, 319-21. 

Russert, G. M, (1977) The present status of anorexia 
nervosa. Psychological Medicine, 7, 363-7. 

Rycrort, C. (1970) Causes and meaning. In: Freud and 
Psychology. (Eds S. G. М. Lee and M. Hubert). 
Harmondsworth: Penguin Books. 

Ryze, A. (1975) Frames and Cages. London: Sussex Univ. 
Press, Chatto & Windus. 

— & Lunout, М. (1969) The measurement of relevant 
change after psychotherapy: use of repertory grid 
testing. British Journal of Psychiatry, 115, 1297-1304. 

——~ & Breen, D. (1972) Some differences in the personal 
constructs of neurotic and normal subjects. British 
Journal of Psychiatry, 120, 483-9. 

—— & Тарзнтт2, S. (1975) Recording change in marital 
therapy with the reconstruction grid. British Journal of 
Medical Psychology, 48, 39-48. 

—— — (1976) Repertory grid elucidation of a difficult 
conjoint therapy. British Journal of Medical Psychology, 
49, 281-5. | 

Sanoier, J. (1960) The background of safety. International 
Journal of Psychoanalysis, 41, 352-6. 

——- (1974). Psychological conflict and the structural 
model: some clinical and theoretical implications. 
International Journal of Psychoanalysis, 88, 53-62. 

—— & Rosensiart, B. (1962) The concept of the repre- 
sentational world. Psychoanalytic Study of the Child, 17, 
128. 

SCHACHTER, S. & Sincer, J. Е. (1962) Cognitive, social 
and physiological. determinants of emotional states. 
Psychological Review, 89, 5, 379-99. 

Scuarer, R. (1975) Psychoanalysis without psycho- 
dynamics. International Journal of Psychoanalysis, 56, 
41-55. 

Scuarrer, Н. К. (1971) The Growth of Human Sociability. 
Harmondsworth: Penguin Books. 


594 


Smarr, G. І. (1974) Imagery and Day-Dream Methods in 
. Psychotherapy and Bekanour Modification, N.Y.: Aca- 
demic Press. 

Starter, E. (1975) The psychiatrist in search of a science: 
the depth psychologies. British Journal of Psychiatry, 
128, 205-24. 

бголме, К. B., SrAPLES, Е. R., CarroL, A. H., Yorasron, 
М. J. & Warre, К. (1975) Psychotherapy versus 
Bekavteur Therapy. Cambridge, Mass.: Harvard Univ. 
Press. 


A COMMON LANGUAGE FOR THE PSYCHOTHER APIES ? 


Sroronow, К. D. (1975) Towards a functional definition 
of narcissism. International Journal of Psychoanalysis, 56, 
179-85. 

ҮїнггАккй, D. S. & LEDERMAN, Mc А. (1904) Pho: 

WINNICOTT, W. (1971) Playing and Reality. London: 
Tava 


Wrrxm, Н. A. (1965) Psychological differentiation and 


Ба forms of pathology. Journal of Abnormal Prycholopy, 70, 


Anthony Ryle, pac, «.2.arsych., University Health Service, University of Sussex, Falmer, Brighton 


(Received 20 Juns ; revised 12 December 1977) 


Brit. J. Psychiat. (1978), 132, 595-97 


How Should We Measure Oütcóttie in Psychotherapy? 


By MALCOLM ADAMS 


SUMMARY The problem of assessing outcome in psychotherapy is 
considered by examining the experiment conducted by Bloch et al 
(1977). The experimental design and statistical considerations in 
investigating psychotherapy outcome are briefly examined. lt is 
argued that attention should be directed towards assessing the severity 
of patients! problems rather than improvement after treatment. 


In a recent article Bloch et al (1977) have 
considered the important problem of how to 
assess outcome in psychotherapy. This question 
is clearly central in relation both to clinical 
work, in which the therapist must decide when 
to discharge a patient, and to research, in 
which the effectiveness of various approaches is 


.. to be determined. In particular, Bloch and his 


"colleagues have been concerned with the 
reliability of the measures used to assess outcome. 
The method adopted used individualized 
measures of outcome of a kind that would, 
they suggest, be realistic and acceptable to most 
psychotherapists. The method was also thought 
to increase the possibility of obtaining high 
levels of agreement among the judges, since the 
various raters viewed the same data at the same 
.time, prepared and agreed their own criteria 
to measure outcome, obtained consensus on a 
baseline of severity, and were not hindered by 
the problem of memory decay. Despite these 
precautions the levels of agreement obtained 
were, as the authors themselves report, not 
impressive. Nen 
Briefly, the method used "was as follows. 
'Teams of three raters (all experienced psycho- 
therapists) were asked to observe and rate 
videotapes of initial and final interviews of 
patients who had undergone eight months of 
group psychotherapy. After viewing the: first 
tape each judge had to decide independently 
the problems he considered necessary to work 
on in psychotherapy. For each problem an 
associated goal was formulated; The three lists 
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were then compared and a consensus list pre- 
pared. Each problem was rated independently 
on а 9-point scale of severity, and ‘a consensus 
rating was also obtained. The second interview 
was then observed, and the judges gave inde- 
pendent ratings of the degrees of improvement 
on each problem, again on a 9-point scale. They 
also gave a global rating of improvement on a 
17-point scale. 

The ratings of improvement of each problem 
provided by the judges were ranked (i.e. from 
the problem that improved most to the one that 
improved least), and the three rankings ob- 
tained were compared using Kendall’s coeffi- 
cient of concordance W (Siegel, 1956). Only 10 
out of the 27 teams (each rating a different 
patient) obtained a significant level of W. Bloch 
et al comment that more than half the teams 
were in substantial disagreement on the level 
of improvement observed. 

Bloch and his colleagues suggest a number 
of possible reasons for the poor results obtained. 
However, what is perhaps more important is 
to ask whether they have been investigating the 
right question. In assessing the outcome of 
psychotherapy should we be considering the 
reliability of measures of improvement? The 
suggestion to be made here is that we should 
not use such measures, but instead concentrate 
on assessment of severity and seek to improve 
the reliability of this measurement. Statisticians 
have for a long time been concerned with 
problems of measuring change (e.g. Harris, 
1963), and the suggestion made by Cronbach 
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and Furby (1970) is that we should not in 
general try to measure change. They suggest 
that in most cases where questions have been 
formulated in terms of the measurement of 
change (and asking judges to rate improvement 
is clearly one of these) the question can usually 
be expressed differently in a way that does not 
involve measures of change. A consideration of 
a simple ‘thought experiment’ will illustrate 
the point. 

Suppose that we wish to compare the efficacy 
of two types of treatment in overcoming the 
problems of a relatively homogeneous group of 
patients. In terms of experimental design 
Campbell and Stanley (1963) point out that 
the Post-Test Only Control Group Design is 
perfectly adequate for investigating this question. 
That is, if patients are randomly assigned to 
one treatment or the other and assessed at the 
end of the treatment, any final difference 
between the groups may reasonably be attri- 
buted to. the type of treatment received. 
Alternative hypotheses such as history, matura- 
tion, selection etc may be considered implausible 
because of the initial randomization. For the 
purposes of this design a measure of severity of 
the problems.at the end of the treatment is a 
perfectly adequate measure. If one group 
(formed on the basis of random allocation) has 
less severe problems at the end of the treatment 
period, then the treatment received by that 
group may һе said to be more effective. A 
measure of ‘improvement’ in this experimental 
design is both unnecessary and on a number of 
grounds unsatisfactory. Adding in an additional 
measure before the treatment begins does not 
change the design's value in allowing alternative 
hypotheses about the causes of the observed 
differences to be ruled out, but serves to increase 
the power of the design—making it more likely 
to detect any differences that exist. It also 
allows an examination of the time course of the 
severity of the problems when different treat- 
ments are given. In the analysis this initial 
score may be used either in a repeated measures 
design (or preferably in a one-way analysis of 
variance of gain scores, as suggested by Huck 
and McLean (1975)), or more satisfactorily as a 
covariate for the post-test comparison (Huck and 
McLean, 1975; Cronbach and Furby, 1970). 


HOW SHOULD WE MEASURE OUTCOME IN PSYCHOTHERAPY ? 


Measures of improvement may be considered 
as crude (and thus perhaps inherently less 
reliable) measures of gain or change. Cronbach 
and Furby (1970) discuss various attempts that 
have been made to estimate ‘true change’ from 
pre-test post-test experiments. The reason for 
estimating true change is that simple difference 
Scores—raw gain—are unsatisfactory because 
they are systematically related to any random 
error of measurement. They are also less 
reliable in that they contain measurement error 
from both the pre-test and the post-test. The 
various procedures reviewed become pro- 
gressively more complicated, taking into account 
error in X (the pre-test), error in Y (the post- 
test), the correlation between X and Y, group 
membership, and finally other concomitant 
measures. It is clear that obtaining estimates of 
‘true change’ by asking an observer to rate 
'improvement' is equivalent to asking him to 
take account of all these factors—-making 
regression and covariance estimates-—in his 
head. Thus, on statistical grounds—both be- 
cause of experimental design considerations 
and problems with measures of change— 
measuring improvement seems inadvisable. 

This example thus illustrates that in research 
on the effectiveness of psychotherapy measures 
of severity are both adequate and preferable to 
measures of improvement. Although the point 
has been made by reference to one type of experi- 
mental design, it clearly holds in relation to 
other designs or to single case experiments. 

In clinical . situations this approach also 
makes more sense. For example, in deciding 
in an individual case when to discharge a 
patient, the prime consideration will be the 
severity of the.problems, the extent to which 
they interfere with the patient's life. An esti- 
mate of improvement would not be helpful in 
this decision (although observation of ‘gain 
scores’, the difference between initial and final 
severity, might Бе taken into. account in 
deciding whether to continue with a particular 
treatment or change to a different approach), 
Thus, both for research and clinical purposes, 
measures of severity appear to be more useful 
than estimates of improvement. 

This suggestion that researchers should con- 
centrate on measures of severity, and on investi- 
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gating and improving the reliability of such 
measures, may appear to be undermined by 
the results of the experiment by Bloch et al 
(1977). 'The agreement among the judges on 
the initial severity of the patients’ problems: 


was lower than that obtained for measures of- 


improvement. Only 3 of the 27 teams obtained 


significant levels of W, and the levels of con- . 
cordance obtained were unimpressive. However, + 


it is not clear that the data do reflect on the 
logical and methodological arguments outlined 
above. Furthermore, it may well be that the 
design of their experiment increased the likeli- 
hood of obtaining higher. (though stil un- 
impressive) agreement on the second set of 
ratings given by the judges, since they had a 
chance to discuss the first set of ratings and 
presumably discover the criteria being used by 
the other judges. Bloch et al present evidence 
that the more experienced judges became with 
this task the higher the levels of agreement 
obtained. 

‘Thus, what becomes clear from the points 
discussed above and the experiment by Bloch 
‘and his colleagues is that attention should be 
given to the problem of improving ratings of 
the severity of problems of patients undergoing 
psychotherapy (and indeed other forms of 
psychiatric and psychological treatment). It is 
measures of severity that should be examined in 
this way and not measures of improvement. 

This proposal should not be thought to imply 
that the general approach adopted by Bloch 
and his colleagues or the suggestions they make 
for improving reliability are without value. 
In particular, the aim of trying to study indi- 
vidualized measures for assessing therapy out- 
come rather than relying on standardized tests 
is clearly important. Unless very homogeneous 
patient groups can be formed for psychotherapy 
research, individualized measures make much 
more sense and are likely to be more sensitive 
to change in patients’ problems. Such homo- 
geneous groups are, of course, very unlikely 
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‘to occur in psychiatric research. However, it 


“may well be that it is necessary to develop 


individualized measures in the context of some 


standardized conceptions of psychological well- 


being. For example, criteria for assessing severity 


of problems might be established in terms of 


intensity and frequency of the problems. In 


addition, the degree of adjustment shown by 


the patient in a number of activities (e.g. family 
relationships, work, sex, etc) could be assessed 
according to agreed. criteria. Assessment of 
adjustment would estimate the degree to which 
the problems interfered, with the patient's 
everyday functioning. (Assessing adjustment is 
just as satisfactory as assessment. of severity in 
that it relies on observations.of the patient's 
present state without reference to earlier 
assessment. ), The. use of explicit criteria for the 
various levels of the measures used would 
probably, as Bloch et al suggest, improve the 
levels of agreement obtained. 

It is concluded, then, that further study is 
required to investigate the reliability of measures 
used in assessing outcome in psychotherapy. It is 
proposed that such measures should concentrate 
on assessing severity of problems and degree of 
adjustment rather than amount of improvement. 
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Insanity in Bar of Trial in Scotland: 


А State Hospital Study* 
By DEREK CHISWICK 


SUMMARY Legal findings of unfitness to stand trial are returned 
ten times more frequently in Scotland than in England and Wales. 
Sixty-five patients in the State Hospital who had been found insane in : 
bar of trial were compared with a control group of 64 offender patients. 
They showed a significantly greater incidence of homicidal crimes and 
diagnoses of psychotic disorders, 19 per cent of which later proved to 
be unstable. They had also been detained longer at the State Hospital. 
These findings are discussed and particular reference is made to the 
tendency for psychotic offenders to be almost automatically regarded 
as unfit to plead. A brief comparison is, made with the situation in 


England, and some modifications in forensic psychiatric procedure are 


suggested. 
Introduction 


One of the basic principles underlying the law 
relating to the mentally abnormal offender is 
that it would be unjust to try a person who by 
reason of mental disorder is unable to defend 
hirhself in court. This principle colloquially 
known as ‘fitness to plead’, finds legal expression 
in the verdicts of ‘insane in bar of trial’ in 
Scotland? and ‘under disability such that it 
would constitute a bar to his being tried’ in 
England.* The verdicts and their consequences 
have been critically examined in the Report of 
the Committee on Mentally Abnormal Offen- 
ders, known as the Butler Report (Home Office 
and DHSS, 1975) and in the Second Report on 
Criminal Procedure i in Scotland, known as the 
Thomson Report (SHHD and Crown Office, 
1975). The chief criticisms of the verdict made in 
these reports and by ‘others (Gordon, 1967; 
Macrae, 1972; Gostin, 1977) are, firstly, that the 
question of guilt or innocence is never estab- 
lished, and secondly, that the mandatory 
hospital disposal which follows such a finding 
may effectively be detention for life. 

The finding is returned with particular 
frequency in Scotland. The Royal Com- 


* The views expreased in this paper are completely those 
of the author and are not to be taken as representing the 
views of the Scottish Home and Health Department or of 
the Management Committee of the State Hospital. 
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mission on Capital Punishment (Home Office, 
1953) pointed out that in Scotland ‘the 
proportion of prisoners charged with murder 
who are found unfit to plead is very much 
higher than in England', and that although the 
criterion of unfitness to plead in England and 
Scotland might theoretically be identical, in 
practice it was much less strictly applied in 
Scotland. Between 1971 and 1975 the annual 
percentage of offenders admitted under hospital 
orders in Scotland, who had been found unfit to 
plead, was consistently between 30 per cent and 
40 per cent compared with a figure in England 
of between 3 per cent and 4 per cent (data 
obtained from annual Criminal Statistics). 

The British literature contains no information 
relating specifically to persons found unfit to 
plead. Studies in North America (Hess and 
Thomas, 1963; McGarry, 1965; McGarry, 
1971) have been highly critical of the quality of 
the psychiatric evidence submitted to the court 
and of the legal procedure. The present study 
examines the problem by collecting data about 
persons found unfit to plead in Scotland, and 
investigating any characteristics which dis- 

ish such patients from other mentally 
abnormal offenders. 


1 Criminal Procedure (Scotland) Act 1975, Sections 174 
and 375. 
* Criminal Procedure (Insanity) Act 1964, Section 4. 
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Patients 


"The study was carried out on patients 
detained in the State Hospital, Carstairs, which 
is the Special Hospital serving Scotland. On 


-* 81 October 1976 there were 65 patients in the 


hospital who had been found insane in bar of 
trial. These were compared with a control 
group, which consisted of every third patient 
(taken in alphabetical order) in the hospital on 
the same date who had been admitted from the 
courts having been found fit to plead. The 
control group numbered 64. Data were obtained 
from a case note study supplemented by 
information from the Scottish Criminal Records 
Office. 


Results... 
I. Data prior to index offence 
(d) Sex 
There were 6 (9 per cent) females in the unfit 
to plead group and 3 (5 per cent) in the control 
group. This distribution is not statistically 
significant. 


id E . Previous psychiatric history — 

Forty-nine (75 per cent) of the unfit to plead 
group and 49 (76 per cent) of the control group 
had been. previously known to psychiatric 
agencies. 


(c) — Previous criminal record 


Forty-three (66 per cent) of the unfit to 
plead group had a previous criminal record 
compared with 57 (89 per cent) of the control 
group. This difference is statistically significant. 
р = < 0.01, xy? = 8.43, d.f = 1. 


П. Data relating to offence 
(a) Age 

At the time of court appearance, the mean 
age of the unfit to plead group was 32.1 (SD 
10.4) years compared with 27.7 (SD 9.2) years 
in the control group. This difference is statistic- 
ally significant. р = <0.05, t = 1.73, df = 
127, 


(b) Offences committed 
These are shown in Table I. 
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ТаАВІЕ I 
Offence committed 
‘Unfit toplead Fit to plead 
(N = 65) (N = 64) 
Homicide 33.51 m 16 (25%) * 
Assault 15 (23%) 12 (19%) N.S. 
Sex offence 9(14%) — 17 2795 NS. 
Theft 4 (6%) 10(16%) 
Fire-raising 2 (379 6 (9%) 
Other 2 (394) 3 (99 
* p= < 0.064 9.1, df = 1. ` 
N.S. not significant. 
Тав II 
Initial primary diagnosis 
Unfit to plead Fitto plead 
(N = 65) (N = 64) 
Psychosis 47 (72%) 15 (23%) * 
schizophrenic 34 107 
paranoid 7 3 
affective 6 2 
Personality disorder 3 (5%) 26 (41%) ** 
Mental subnormality. 6 (9%) 19 (30%) *** 
Sexualdeviance. ^. 0 .* (6%) 
Epilepsy "was 39 (599 0 
No diagnosis 6 (9%) 0 





жр = < 0.001, x? —30.9, d£ = 1 
жер = < 0.001, х? = 24.0, d. f. = 1 
*** р ы < 0.01, x* = 8.6,df — 1 


(c) — Psychiatric diagnosis 
The primary psychiatric diagnosis of the 


patients on admission to hospital is shown in 
Table II. 


IIl. Data relating to subsequent hospi- 
talization | 
(а). Stability of psychiatric diagnosis 
At the time of the study, the diagnosis of the 
47 psychotic patients in the unfit to plead group 
had been modified in 9 (19 per cent) cases, 
4 to a diagnosis of a psychosis plus personality 
disorder, 3 to pure personality disorder and 2 to 
‘no mental illness’. Only one (6 per cent) 
patient originally diagnosed as psychotic in the 
control group-later had the diagnosis changed 
to personality disorder. 
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(b) Length of stay 

The unfit to plead patients had been detained 
in the State Hospital for a mean period of 
11.3 (SD 8.1) years, compared with 6.8 
(SD 5.1) years for the control group. This 


difference is statistically significant. p = 
«0.001, t = 3.77, d.£. = 127. 


Discussion 


The data have been presented in a chrono- 
logical manner in order to draw attention to the 
similarities and differences between the two 
groups of patients. The pre-offence characteris- 
tics show that the two groups differ little from 
each other or from Special Hospital populations 
reported elsewhere (Tennent et al, 1974). 
Thus they are predominantly young adult males 
75 per cent of whom have been known to 
psychiatric agencies, The unfit to plead group 
however showed significantly less previous 
criminal behaviour, and for 33 per cent the 
index offence was the first recorded episode of 
law-breaking. 

Data relating to the time of the offence 
clearly separate the two groups: the unfit to 
plead patients were slightly older with a higher 
incidence of homicidal crimes and diagnoses of 
psychotic illness. These findings, however, 
warrant further comment. The psychiatrist in 
the Scottish Criminal Court is asked to say 
whether he considers the accused 'insane and 
unfit to plead’ or ‘sane and fit to plead’ (Gillies, 
1972). The latter phrase has been described by 
Sclare (1977) as an ‘omnibus term’ referring to 
the defendant’s general ability to comprehend 
the nature of the charge and instruct counsel on 
his behalf. However, in practice psychiatrists 
frequently apply too literal an interpretation to 
these phrases and couple their diagnosis of a 
psychotic disorder with an almost automatic 
recommendation of unfitness to plead. Mc- 
Garry (1965) has reported a similar practice 
in Boston. The retention of the word ‘insanity’ in 
the Scottish Mental Health Act, in this parti- 
cular context, is undoubtedly the single most 
important factor accounting for the high 
incidence of unfit to plead findings in Scotland. 

The significantly greater incidence of homi- 
cidal crimes in the unfit to plead group must be 
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considered with the knowledge that the death 
penalty was the. mandatory punishment for 
murder until its abolition in 1965. Until then a 
finding of insanity in bar of trial was one of the 
few ways a murderer might escape with his life. 
It is therefore surprising that, since abolition 
there has been no reduction in the incidence of 
insanity in bar of trial verdicts in Scotland. 
In England the situation has been different. The 
Homicide Act in 1957 introduced into English 
law the concept of diminished responsibility. 
This plea enabled the court to acknowledge that 
an abnormality of mind might exist which could 
substantially impair an accused's mental re- 
sponsibility for an act of killing. Although the 
Act did not alter the number of offenders in 
English courts escaping conviction for murder on 
the ground of mental disorder, it did drastically 
reduce the number of persons found either unfit 
to plead or not guilty by reason of insanity 
(Walker, 1968; Smith and Hogan, 1973). Such 
people instead entered a plea of diminished 
responsibility; this effectively gives the court a 
variety of disposal options, a feature upon which 
Lord Justice Ormrod (1975) has commented. 
The concept of diminished responsibility has 
been part of Scottish law for over a century, 
having been introduced in 1867, and it is 
perhaps ironic that Scottish courts now appear 
to be less liberal than English courts in their 
interpretation of this plea. It is difficult to 
better Walker's pertinent comment that ‘the 
adopted child has outgrown its twin'. 

Major differences between the two groups 
emerge in the post-offence data. Firstly, the 
diagnoses of psychotic illness, crucial deter- 
minants of fitness for trial in Scotland, were 
markedly less stable in the unfit to plead group 
than in the controls, The implication is that 
psychotic illness, in particular schizophrenia, 
was ‘over-diagnosed’ in the unfit to plead group, 
a finding which would support the view of 
Kloek (1968) that there is a tendency for 
examining psychiatrists to. label offenders as 
schizophrenic purely on the basis of ап in- 
comprehensible crime. 

Secondly, the unfit to plead patients had been 
detained on average for over 11 years, nearly 
double the average length of stay for the 
control patients. While this may reflect the 
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difficulties in treating patients with severe 
Gites, 


psychotic illness, it can also be inferred that the 
gravity of the crime is a major determinant of 
length of stay. It should be emphasized, how- 
ever, that the unfit to plead patients were 
untried individuals, and attempts to engage the 
confidence and cooperation of such people in a 
treatment contract are fraught with problems 


(McGarry and Bendt, 1969). There is also the. 


possibility that some of these patients, if returned 
to court for trial, might be liberated (McGarry, 
1971; R v. Adams, 1977). 


Conclusion 


A legal finding of insanity in bar of trial has 
major implications for the accused person. 
Perhaps psychiatrists should not be expected to 
advise the court on decisions of this magnitude 
on the basis of one or two interviews carried out 
at a penal institution. The situation could be 
eased by psychiatrists more frequently re- 
“commending the гетапа of the accused to a 
suitable hospital, where a fuller assessment 


gould be made. Some psychiatrists and lawyers 


in Scotland seem uncertain of the criteria for 
> fitness to plead and confuse the issue with 
responsibility. The tendency of the courts to 
accept psychiatric opinion as fact places an 
awesome responsibility on the examining psy- 
chiatrist calling for extra caution on his part. 
Finally it should be possible to return more of 
this group of people to trial when their mental 
state permits, particularly if.such an improve- 
ment occurs within a short time of admission. 


1 Criminal Procedure (Scotland) Act 1975, Sections 25 
and 330. 
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Abuse of Indigenous Psilocybin Mushrooms: A New Fashion 
and Some Psychiatric Complications 
By C. HYDE, G. GLANCY, P. OMEROD, D. HALL and G. S. TAYLOR 


SUMMARY The use for hallucinogenic purposes of an indigenous 
mushroom, Psilocybe semilanceaia indigenous to Britain is reported in 
three patients. Typical psychedelic, transient psychotic and more 
prolonged schizophrenia-like states were seen, with sympathomimetic 
signs noted in two cases, in one being prolonged. Enquiry about such 
mushroom abuse should be considered in individuals presenting to 
medical or psychiatric emergency clinics. 


Introduction 

Mushrooms have probably been used as 
. hallucinogenic agents for several centuries by 
the Indians of Mexico, Guatemala, and other 
parts of Central America although it was not 
until the 1950s that the species of fungi involved 
were identified and the chemical nature of the 
active substances determined (Hofmann et al, 
1958; Singer, 1958; and Wasson, 1971). No 
history of the use of fungi for hallucinogenic 
purposes is known for Britain and the rest of 
Europe. The presence of psilocybin, the princi- 
pal active substance of the hallucinogenic 
Mexican mushrooms (Psilocybe mexicana. Heim 
and related species), within samples of Psilocybe 
semilanceata (Secretan) Kummer and Panaeolina 
Joenisecii (Pers. ex Fr.) Maire, both indigenous to 
Britain, has, however, been reported (Hofmann 
et al, 1963; Mantle et al, 1969; Olah, 1969). 
Some recent cases have drawn our attention to 
the now apparently increasing use of Psilocybe 
semilanceata for hallucinogenic experiences. The 
following cases have presented during October 
1977. 


Case 1; Schizophrenta-like syndrome plus prolonged 
sympathomimetic signs 

The patient was a 20-year-old male with no 
previous psychiatic history, but with a previous 
history of drug use; he had, however, not used a 
hallucinogen for six months. He and a group of 
friends took locally picked psilocybin mush- 
rooms; they took 20 mushrooms each and 
experienced effects for 6-8 hours, with a pleasant 
‘buzz’ or euphoria. The patient continued to 
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take similar mushroom doses several times over 
the ensuing week, at the same time depriving 
himself of sleep and food for mystical effects. 
He took a final major dose of 50-60 mushrooms. 
Within 24 hours he was admitted via casualty, 
clouded and in a dreamy euphoric state. His 
speech was restricted and he showed motor 
stereotypies of saluting. Sympathomimetic signs 
were present, marked mydriasis, brisk hyper- 
reflexia, hypotonia, a tachycardia of 104 per 
minute and facial flushing. In another 24 hours 
he became fearful and aggressive ; with continuing 
sympathomimetic signs. Thioridazine 50 mgm 
t.d.s. was commenced. At 48 hours he showed 
spasmodic stupor and excitation, verbigerating, 
‘two fingers, two fingers, two fingers’; his 
physical signs, however, began rapidly to clear. 
At 72 hours he showed. cataleptic phenomena, 
including preservation of imposed posture and 
waxy flexibility, and following this he began to 
display episodes of agitation and fear in which 
conversation, for example would be: Q: ‘How 
are you’; A: ‘Very low, I’m so boring, boring 
boring, Гуе killed everyone, Oh no, no, no’, 
(he then commenced vigorously brushing his 
face with his hands). ‘Oh, why don’t they go 
away and leave me alone’. This was followed by 
a recovery phase lasting between 96 and 120 
hours, during which he had the experience that 
things and events were influenced and controlled 
by him and he knew this by ‘weird associations’. 
Over the next few days he became a pleasant 
and cheerful member of the. ward, with no 
psychiatric abnormalities; more especially, there 
were no schizophrenic symptoms. He left the 
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hospital ten days after admission, with a small 
supply of thioridazine. Follow-up in out- 
patients has continued, and no symptoms of à 
schizophrenic illness have been observed. 


Case 2: Acute delirious psychotic experience 

A 27-year-old waiter was seen in casualty. He 
was in a clouded state, markedly fearful, 
agitated and visually hallucinated. He described 
colours as being extremely vivid and he saw 
birds flying towards him with their beaks agape. 
General examination showed nothing abnormal, 
apart from moderate pupillary dilatation. By 
the following morning he was entirely rational, 
normal physically and psychologically. His 
story was that he had. been reading a book on 
miushrooms and had noted that the species 
Psilocybe contained hallucinogenic compounds 
and could be found wild in Britain. He had 
therefore searched the fields in his area and 
found. several. specimens. He took these home 


and boiled them up. He drank the liquid at 


about 1 am and by 3.30 am he presented him- 
self at hospital. He felt his experience had been 
‘a bad trip with feelings of being close to death’. 
“Не said he was not an habitual drug user, but 
had taken LSD several years ago. No medi- 
cation was given; he said he would not like to 
repeat his experience and was allowed to go. 


Case 3: Typical psychedelic experience 

A young student sought reassurance about 
possible long-term effects of Psilocybe mush- 
rooms. He described a night out with friends 
when he had taken 15 or 25 mushrooms and 
about an hour later had felt giggly, well dis- 
posed and talkative. This was followed by a 
feeling that а girl in the room hated and was 
threatening him. He began to ‘babble’ ‘I really 
hate you—you’re scary’. He felt great surges of 
panic and fear of being alone. Following this, 
time began to go wrong, he felt he was talking 
for ages and his wrist-watch fingers appeared 
not to move. Visual distortions occurred, ‘a 
shifting of colours all the time, things seemed to 
move in jerks’, a girl lying on a nearby bed 
‘appeared to flow under the headboard’, and a 
boy sitting in a chair, ‘became drawn, sallow, 
aged and wrinkled, turned yellow, cream, black 
and white and vaguely transparent’. People’s 
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hair appeared ‘flapping and flowing’, the dimly- 
lit room appeared at times to brighten. 

_A persistence of images occurred, he would 
look at one object then another, and one would 
be superimposed on another. 

He entered a state of doubting reality and felt 
he had to be with others to prove his own 
existence. Finally he dozed for a couple of 
hours and then walked home. He did, however, 
note that next day his mother kept asking what 
was wrong with his eyes. 


Discussion 

Enquiry amongst the hippy subculture in 
Manchester showed that the use of these 
mushrooms was’ well known. An effect is 
apparently obtained with only a few specimens, 
but about 30-40 specimens (equivalent to three 
to four grammes air-dried material) is the 
suggested dosage to obtain the complete range of 
hallucinogenic effects. Generally the users felt 
the mushroom produced a mild LSD type 
experience, with marked. visual distortions of 
colour, depth and form,. progressing to visual 
hallucinations, but. lacking the unpleasant 
mood effects of LSD and giving a mild euphoria. 

Specimens were collected by one of us in 
several localities in Manchester suggested by 
these users. The specimens were identified as 
Psilocybe semilanceata following macroscopic and 
microscopic examination. Sporophores (the 
mushroom-shaped fruiting bodies) of this fungus 
can be recognised by their sharply conical caps, 
10-15 mm. diameter and up to 18 mm high, 
which normally have a very distinct apical 
point (or nipple) and their tough, very slender 
and long (50-70 mm), often wavy stems. The 
cap rarely expands and is often fluted or 
puckered at the incurved margin. It is smooth 
and slimy when moist, pale buff or clay- 
coloured when dry but flushed darker, some- 
what greyish green, àt maturity and when 
moist. The gills on the underside of the cap 
become purplish brown as they mature. The 
stem is similarly coloured to the cap, but 
because of an oxidation reaction involving 
psilocybin turns noticeably greenish blue at the 
base, particularly the part below ground, within 
a few hours of being pulled up and the flesh 
consequently bruised. In case of uncertainty, 
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identification can be confirmed by observation 
and measurement of the spores and checking for 
the presence of characteristic sterile cells 
(cystidia) on the gill edge. Adequate descrip- 
tions are available in Lange and Hora (1963) 
and in Watling (1974). 


Psilocybe semilanceata is in fact a very common 
fungus in Britain in the autumn, growing 
amongst grass on lawns, in parks, fields, heaths 
and by the sides of roads. It is often found in 
large numbers (troops), and hence several 
specimens can be quickly collected by those 
seeking it. 

Patients presenting with acute toxic or 
schizophrenic-like states should be suspected of 
Psilocybe ingestion in the presence of sympatho- 
mimetic signs, particularly mydriasis. The 
possibility of misidentification and the un- 
witting consumption of more dangerous species 
should be kept in mind. 


Finally, we would point out that the abuse of 
psilocybin mushrooms has been reported in 
other parts of the country (Sunday Times, 1977) 
and that the chemical psilocybin is a Class A 
drug under the Misuse of Drugs Act 1971. 
Charges have been brought under this Act 
against individuals found to be in possession of 
Psilocybe semilanceata, although the Act does not 
mention the mushroom. This has resulted in 
differing judgements concerning such cases in 
lower courts, some resulting in convictions 
(Daily Telegraph, 1977) whilst in another the 
ruling was that the defendant be found not 
guilty, the judge saying that ‘Psilocybin is a 
chemical and mushrooms are mushrooms’, 
A further case is pending in a Manchester 
court, and final ruling as to the legal standing of 
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Psilocybe semilanceata under the 1971 Act may 
have to await an appeal to a higher court. 
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Necrophilia, Murder and High Intelligence: 


A Case Report 
By N. P. LANCASTER 


"On Tuesday 10 June 1975 G.M.B. was 
convicted at Bristol Crown Court of the murder 
of a young woman and sentenced to imprison- 
ment for life. 

This is now legal history, but before events 
get too distant it may be of interest to look at the 
^ data from the viewpoint of one of the psychia- 
tirsts involved. 

. "The defendant was 23 years of age and a 

student of music at a Teachers’ Training 

< College. The victim was 21 years of age, a bride 

of two months who lived with her husband, a 

staff nurse, at a local hospital. The defendant 

had. never met his victim before her murder, 
and although he had seen her husband on one 
occasion he had no personal contact with him. 

The prosecution’s case was that the defendant 
was a necrophile who on the day of the murder 
desired a dead body for sexual gratification and 
being unable to find a suitable corpse decided to 
provide one for himself. 

. In support of this case was the fact, admitted 
by defendant himself and amply supported by 
evidence, that he had broken into à mortuary on 
two occasions previously to the murder and had 





— had sexual intercourse with female corpses. Also 


е victim's body, when found, was in a position 
for sexual exploitation with the legs widely open 
and the buttocks supported on a pile of clothing. 
(There was no conclusive evidence of sexual 
assault: though semen was found in the vagina, 
the victim had had intercourse with her 
husband on the previous evening.) 

This was the case accepted by the jury and 
supported by two psychiatrists for the pro- 
secution, both of whom. believed that the 
defendant knew what he was doing and knew it 


хо be wrong. The psychiatrists for the defence 


- had to look at the case from other angles. 
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Uncontested Facts 
The following were given in the hearing: 


1. The defendant was extremely conscien- 
tious. Although he had only been playing the 
piano for three years he was in the habit of 
practising for many hours.each day in order to 
improve his performance. 


2. Apart from" the murder and the two 
mortuary incidents, he was not sexually 
perverted. This was supported by his girlfriend 
and others. ; 

3. He disliked dead bodies and whilst 
nursing was stated to have tried to get others to 
lay out the dead; He had eventually left nursing 
because of his dislike of nursing old people. 

4. He had a very high 1Q. He had taken five 
‘O’ levels. without tuition. He was very precise 
with words and had passed the Mensa entrance 
test with an IQ of 153. 


5. When he was examined in prison after the 
murder no evidence of psychiatric illness was 
found by any of the psychiatrists who examined 
him. | 

6. The defendant. had. been drinking very 
large amounts of alcohol for over eight years. 
When aged 15 he drank eight pints of beer in an 
evening, and later he had often drunk up to 
fifteen double. Bacardi and Cokes in one 
session. 


7. Alcohol, even in very large amounts, did 
not cause any slurring of speech or any obvious 
incordination of movement. 


8. He was often in contact with women. He 
enjoyed their femininity rather than their 
intellectual powers. He was attractive enough for 
girls to have. sexual intercourse with him 
without much persuasion. Apart from the 
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occasional social and sexual experimentation 
when he had sex with a prostitute or club girl, 
most of his relationships had been with respect- 
able well-educated girls. 


9. The defendant could form deep emotional 
relationships. He was engaged to a music 
teacher and had a very normal relationship with 
her. 


10. He abhorred violence. He had never been 
known to carry knives or offensive weapons and 
stated ‘I carry music, not implements of 
destruction’. He likened carrying knives to the 
carrying of bicycle chains by Teddy Boys. 

11. He never took drugs such as ampheta- 
mine, LSD or narcotics. He had, however, 
occasionally taken his mother's or landlady's 
diazepam or chlorpromazine tablets to slow 
himself down, so that he ‘did not get frustrated 
when people in conversation or lecturing took 
too long to get to the point’. 


12. He had been disqualified for drinking and 
driving on two occasions; for one year in 1970 
and for three years in 1972. 


The Events 


1. On 18 October 1974 the defendant went 
drinking. He went first on his own to a public 
house and had several alcoholic drinks. Then he 
had five double whiskies in the same public 
house with a friend. Then at a friend's house he 
had two bottles. of whisky of either quarter or 
half-bottle size. Later that night he broke into 
the mortuary at a local general hospital and had 
sexual intercourse with a corpse. 


2. On 2 November 1974 he again went 
drinking. The amount of alcohol consumed is 
unknown, but was not small. There is amnesia 
for most of this period. Later he broke into the 
same mortuary and again had sexual inter- 
course with a corpse. 


3. On 27 November 1974 he again went 
drinking. He had three pints of beer and one 
double whisky at the-college bar. He then went 
to the house of a friend, where he had three- 
quarters of a bottle of whisky. 

Between 3.00 am and 4.30 am he was seen 
in the kitchen of her house. by his landlady. He 
had a glazed look, stared silently and did not 
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accept a cup of tea offered. Later six clonidine 
tablets of 0.025 mg each were missing. The 
defendant did not recollect taking the tablets or 
even being in the kitchen. It was from this 
kitchen that he had previously taken the land- 
lady’s diazepam, and the clonidine was kept 
near it. 

He broke into a school at another hospital 
between 3.00 am and 7,00 am. At about 
7.00 am he entered a nearby house by opening a 
door in which the key had been left, and stabbed 
the victim while she lay in bed, using a knife 
from his landlady's kitchen. He then left her, 
went downstairs, returned to the bedroom and 
dragged the body from the doorway into the 
middle of the bedroom, leaving her legs widely 
open'and with a pile of clothing under her 
buttocks. 

He then stabbed the dog, threw the knife 
away just outside the house, got on his pedal 
cycle, fell off it, left the cycle in the road, 
walked home, and went to bed and to sleep. 


The Defence 


It was suggested that chemical agents 
(alcohol on 18 October and 2 November, and 
alcohol and clonidine on 27 November 1974) 
had brought about a temporary change in the 
defendant's personality with: 


1. development of a confusional state with 
impairment of consciousness, 

2. a change of personality of a Jekyll and 
Hyde type, whereby patterns of behaviour 
completely foreign to the defendant’s normal 
character manifested themselves. 

The defendant was an extremely consistent 
witness, and whenever independent witnesses 
elaborated on the history there was agreement, 
except for certain events for which he claimed 
amnesia. This amnesia was for vital events 
which would have substantially aided his 
defence. 


Evidence of confusion 


a. Patchy memoery—this was marked and 
appeared extremely geniune. The consistency of 
the defendant’s. story was incredible. He told 
each person asking for the history exactly the 
same facts and did not vary in the gaps. He 
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remembered stabbing the victim, but he did not 
remember taking the clonidine. 


b. Depersonalization—he described events as 


being like watching a film, with his actions 





. automatic and like those of a robot not depen- 
_ dent upon his reason. 

cc; Time disorder—he was completely unable 
to appreciate time during these events. There 
were long gaps of two or three hours during 
which he had no recollection, and much of the 
timing of the events had to be based on facts 
given by other witnesses. He showed total lack 
of time sense in all three episodes. 


d. Disorder of visual perception—when he was 
in the school the. corridors seemed like mazes, 
_ and doors were not square but distorted—wider 


| atthe top than the bottom and curved instead of 
is straight. 


е. Return to previous haunts—the defendant 


... could not explain his reasons for returning to 

the school at the hospital. He said at his trial 
that he realized a school did not have a mortuary 
апа he knew it was a school he broke into. (He 
had previously been in this particular school and 
ће return to previous haunts is common in 
confused patients.) 


f. Disturbance of sleep—there was some in- 
version of the sleep rhythm. 


Evidence of changed personality 

The stabbing was a frenzied attack with at 
least thirteen stabs or more. He said that he 
did not know the sex of the person in bed and 


(i; since it was dark this could have well been so. 


^s The previous incidents of sexual intercourse 
"with corpses completely disquieted him the 


. . following morning when he was his usual self, 


Necrophilia, which is not a crime, seemed to 
upset him almost as much as the murder itself. 


Legal Aspects 

Although diminished responsibility as de- 
fined in the Homicide Act 1957 is put forward at 
present by many defendants accused of murder, 
+: jt was felt in this case that the defence should be 


* based on the well established McNaughton 





rules, and the following points: 
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‘Defect of Reason’—best summed up by the 
defendant himself, who stated “This is where the 
question of purposes and decisions enters into it. 
I do not believe that purposes and decisions ever 
entered into what I am charged with’. 

‘Disease of the Mind'—this being the con- 
fusional state with the impairment of conscious- 
ness and change of personality caused by the 
chemical agents ingested by the defendant 
(alcohol and clonidine). | 

(There was no question of the defendant 
being insane when he was not under the 
influence of chemical agents, and this was 
accepted by both prosecution and defence.) 


‘Nature and Quality’—the defendant knew he 
was stabbing someone but as he summed it up 
‘I did not forsee that in the consequences of my 
actions it was highly probable that she would 
suffer death or grievous bodily harm’, 


Discussion 


There seems little doubt that in his normal 
state of mind the defendant would not entertain 
harming anyone, least of all a girl, since he loved 
and respected femininity. 

Public opinion at the time of the trial was 
such that no jury could have been completely 
unbiased, and once the defendant admitted to 
the stabbing there was little chance of his not 
being convicted of murder. 

The Court of Appeal dismissed an appeal 
based on the contention that the jury had been 
misled. It did comment that judges should 
avoid giving the ‘Hyam’ direction. (In the Hyam 
case it was laid down that a person who without 
intending to endanger life did an act which he 
knew was probably capable of causing serious 
bodily harm was guilty of murder if death 
resulted.) In April 1976 the House of Lords in 
the case of Majewski v. Director of Public 
Prosecutions ruled that self-induced intoxication 
was no defence to assault. Whether this is 
applicable to murder would appear to be in 
need of clarification. 

The defendant had been subjected to a great 
deal of stress for at least three days prior to the 
murder. He had not been to bed and had not 
slept at all for two of the three nights. Before 
this he had had a very tense weekend with his 
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girlfriend; he had sat a music examination and 
had spent a great deal of time practising. Was 
this severe stress of significance in producing his 
mental state? | 

An experimental] test on him with observation 
and personality testing after large amounts of 
alcohol had -been ingested would have been 
extremely instructive. This was not possible 
because he was in custody. 

The effect of clonidine taken with alcohol 
needs further investigation. Nocturnal restless- 
ness is described by the manufacturer as a side 
effect, and if the defendant took the six tablets 
at 3.30 am, as is suggested by the landlady’s 
evidence, this could explain his going out again 
later. Oe 

Again, anxiety symptoms were noted in the 
controlled trial of Shafer and Tallett (1972). If 
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alcohol and clonidine together cause very 
severe anxiety this might explain the defen- 
dant's taking the knife and making the frenzied 
attack. (He admitted to remembering feelings of 
fear.) 

The last I heard of the defendant was six 
months after the trial, when the prison staff told 
me that the verdict had made no difference to 
him or his story, which retained the same 
consistency in his description of events. 
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in continuation therapy of 
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concludes that once 
daily Orap was not only 
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but also associated with 
fewer unwanted effects. 
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The Career and Contributions of Sir Aubrey 
Lewis. By MicHAEL SHEPHERD. The Adolf 
Meyer Lecture of the American Psychiatric 
Association. 1976. Pp 28. 50p. 


Professor Shepherd's account of Sir Aubrey Lewis's 
career resembles one of his subject's essays in its 
intellectual grasp, clarity, grace and flicker of wit. He 
does eloquent justice to Lewis's development of the 
Maudsley as a pre-eminent institution for teaching 
and research, which was his, greatest contribution to 
British psychiatry. There Lewis gave invaluable 
leadership in applying basic sciences to the problems 
of mental illness, and by his rigorous standards, 
scholarship, ‘creative scepticism’ and Socratic teach- 
ing stimulated and moulded many outstanding 
pupils. His formidable intelligence, the quality of the 
widely informed and balanced judgement which he 
brought to the work of national committees and the 
distinction of his writings made him very influential, 
and he raised the status of psychiatry in the intellec- 
tual life of this country. 

Professor Shepherd stands too close to hus subject to 
be impartial: he admits to hardly any limitations in 
his subject's abilities or qualifications about his 
achievements. À more balanced judgement will come 
later on the scales of history. His tribute is a dis- 
tinguished contribution to that judgement. 


I. К. C. BATCHELOR, Professor of Psychiatry, 
Unwersity of Dundee 


Renewal in Psychiatry: A Critical Rational 
Perspective. Edited by THEO MANscHRECK and 
ARTHUR M. Kuizmman. Chichester: John Wiley. 
1977. Pp 326. £17.65. 


At first glance there is nothing very remarkable 
about this book. Its basic assumptions are' hardly 
revolutionary—that psychiatry is a science in its 
early childhood if not its infancy, that academic and 
clinical concerns are best viewed in relation to those 
fields, such as physical medicine, sociology' and 
psychology, with which ıt shares much common 
terrain, that many psychiatrists, in America at 
least, regard the diagnostic process as an onerous 
chore, that the tenets of psychotherapy are taught 
and accepted most uncritically. The contents of its 
chapters are hardly unfamiliar either, ranging over 
well-trodden territory’ including psychiatric classi- 


fication, the concept of disease, illness behaviour, 
conceptual models of drug dependence, temporal lobe 
epilepsy and childhood deprivation. Leon Eisen- 
berg's foreword, too, is just what one might expect 
from a departmental head whose bright young 
radicals, far from regurgitating chunks of Thomas 
Szasz, negotiating psychotic journeys å la Laing or 
shattering Harvard’s tranquil groves with primal 
screams, are shaking their heads іп contemplative 
puzzlement over the state of the field which they have 
inherited from their esteemed ' mentor. Indeed, 
Eisenberg's foreword threatens to burst with pride, 
though it never does but meanders quietly to un- 
exceptionable conclusions, apart from one rather odd 
aside. One of the reasons, he argues, that the critics of 
psychiatry are so vehement is because psychiatrists, 
far from being unsuccessful therapists, are too 
successful. Critics may smirk with disdain at findings 
such as those of Bruce Sloan and his colleagues 
showing a lack of superiority of one form of psychiatric 
treatment over another; the point they miss is that 
psychiatric treatments do work in over 80 per cent of 
patients. What Eisenberg omits to mention is that in 
many of these same studies over 50 per cent of 
patients recover without any treatment at all: 

It is a surprising omission in the light of the book's 
one implicit claim to fame, namely the fact that its 
authors identify as the central failure of psychiatry 
(and in this book this largely: means American 
psychiatry) its reluctance to combine criticism with 
rationality, rigour with self-discipline and humility 
with energy. It is true that the rest of the book does 
not live up to the promise of its iconoclastic intro- 
duction, and indeed here and there one or two of the 
authors in this compendium illustrate some of the 
very shortcomings highlighted by the two editors. 
There is, sadly, a complete failure to grasp the nettle 
of psychoanalysis and much evasion concerning the 
crucial issue of psychiatry’s relationship to the rest 
of medicine. These are serious deficiencies and reduce 
what could have been a fairly good book to being a 
not bad one. Nonetheless, its appearance must be 
seen as a sign of the times and, it should be added, one 
of the better ones. Doubtless there will be more. It is 
to be hoped that they will be just that bit more 
couragcous and just that little bit less expensive. 


ANTHONY W. CLARE, Sentor Lecturer, 
Institute of Psychiatry 
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The Borderline Patient. Ву Roy К. GRINKER and 
BEATRICE WzeRBLE. New York: Jason Aronson. 
1977. Pp 226. $12.50. 

It is ten years since Grinker and Werble, then 
associated with Robert Drye, published The Borderline 
Syndrome, of which this book is an expansion and 
elaboration. They seek to define more exactly the so- 
called borderline patients who have been variously 
described as borderline schizophrenics or as in a state 
of transition between neurotic and psychotic. They 
conclude that there is a fairly specific syndrome, based 
on arrested development of ego-functions and 
characterized by anger as the main or only affect, 
defect in affectional relationships, absence of in- 
dicators of self-identity, and depressive loneliness. 
These patients apparently do not progress, into 
psychotic breakdown, but they remain permanently 
vulnerable to stress and given to very persistent 
malfunction, without much likelihood of long-term 
improvement or deterioration, a state of affairs which 
is paradoxically described as ‘stable instability’. 

The thesis is supported by very full case histories, 
including detailed psychological, social and family 
studies, with particular reference to the differential 
diagnosis. There is, however, no indication of any 
major therapeutic advance, and the follow-up 
studies reported serve more to confirm the concept of 
‘stable instability’ than to suggest any new lines of 
treatment or management. : 

Although there is a review of previous published 
work and a (predominantly American) bibliography, 
the book is dominated by the very extensive case 


reports, leaving only 8} pages for the final drawing ` 


together of the material reported. This book will be 
of only limited interest to the general psychiatric 
reader, for whom its cost is out of proportion to its 


usefulness. 


H. E. S. MARSBALL, Consultant Psychiatrist, 
Netherne Hospital, Surrey 


Personality Characteristics of Violent Offen- 
ders and Suicidal Individuals. By LnsA 
Jarvinen. Helsinki: The Finnish Academy of 
Science and Letters. 1977. Pp 183. No price 
stated. У . 

This study by a Finnish psychologist is unfortu- 
nately presented in an unattractive format, its pages 
being replete with irritating typographical errata and 
with evidence of awkward translation into English. 
The material in fact merits a more appealing pre- 
sentation and contains some interesting theoretical 
and practical commentary on a difficult area within 
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forensic psychology. The conceptual debate about 
human aggression in the earlier section of the book is 
rather lengthy and has a psychodynamic orientation. 

A psychological investigation of 68 men convicted 
of violent offences was carried out in Helsinki Central 
Prison. of this number 38 had been found guilty of 
capital offences. A similar study of 42 female para- 
suicides—inaccurately referred to as suicides—was 
carried out in the Diurnal Clinic of the Helsinki 
University Central Hospital. АП subjects were 
interviewed in detail and were given the Rorschach 
Test, Thematic Apperception Test, Ego Resiliency 
Scale and Beck Depression Inventory. 

Both the violent offenders and parasuicides showed 
a high prevalence of narcissistic personality disorder 
with paranoid features and fusion of the actual 
self-concept and ideal self-concept. The parasuicides, 
however, tended to manifest greater impulsiveness 
and emotional responsiveness than the violent 
offenders. Notwithstanding these personality traits, 
the author cautiously advises that the management 
of the individuals studied may not lie wholly within 
the domain of psychology or psychiatry. 

The book is a useful addition to the sparse litera: 
ture on psychological assessment of ‘psychopathic 
offenders. 


A. BALFour ScLanz, Consultant Psychiatrist, 
Duke Street Hospital, Glasgow | 


Bombers and Fire Setters. By Joun M. Mac- 
..Dowarr». Springfield, Illinois, U.S.A.: Charles 
C. Thomas. 1977. Pp 252. $13.50. 


A book on this subject in an age where violent 
behaviour is used to obtain political and personal 
ends cannot fail to be topical. The author, a pro- 
fessor of psychiatry, brings together a wealth of 
information from many sources. He also gives a 
personal account of exposure to the troubles in 
Northern Ireland. Most of the volume is on the 
subject of bombing, and the rest on fire raising. It is 
intended for a wide audience including police 
investigators, bomb disposal experts and psychiatrists. 
To cover the subject 1n a satisfactory manner in such 
a wide range of topics is impossible, since details of 
the types of explosive and triggering mechanisms are 
of little interest to some and are probably available to 
others in technical manuals. For the psychiatrist, how 
to assess whether the individual patient will carry out 
a further bombing or arson attack is crucial, but 
receives scant attention here. 

This is unfortunately not the fault of the author but 
a reflection of the dearth of research in the field. 
Nevertheless, the book at a reasonable present-day 
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price, provides material: not- readily available 
elsewhere, including an extensive, if not complete, 
bibliography. 


D. F. Scorr, Consultant in Charge, 
EEG Depariment, The London Hospital 


Parasuicide. Edited by NORMAN  KREITMAN. 
Chichester: John Wiley. 1977. Pp 193. £9.95. 


This collection of related papers emanating from 
the MRC Unit for Epidemiological Studies in 
Edinburgh presents the results of a series of empirical 
researches, mainly based on the Edinburgh Regional 
Poisoning Treatment Centre. Individual authorship 
is not credited, but detailed reports of studies of the 
ecology of parasuicide in Edinburgh, description of 
patient variables, sociocultural aspects, and planning 
of services for primary prevention and treatment of 
parasuicides are presented with clarity and a 
profusion of relevant tables. There is little discussion 

of the broader issues, and most of the book is con- 
` cerned with the exposition of data drawn from ten 
years of observation and research; but there is 
consideration of the interpretation of parasuicide as 
an interpersonal signal, of the role of the Samaritans 
and other preventive services, and a tantalizing 
examination of msk-taking as a characteristic of 
parasuicides. 

The editor describes his book as ‘a hybrid between 
a research treatise and a textbook', but the final 
effect favours the former: despite limited sections of 
discussion, the chief function of this monograph will be 
to provide the factual basis for further thought about 
a complex and poorly-understood behaviour. 


Davin К. Hirst, Senior Registrar, 
Academie Department of Psychiatry, 
Middlesex Hospital Medical School, London 


Psychoanalysis and Contemporary Science. 
Volume 5. Edited by THEODORE SHAPIRO. New 
York: International Universities Press. 
Pp 630. $20.00. 

This is the latest and last in this interesting series of 
psychoanalytic publications from the eastern United 
States. The papers seem to be the product of a group 
centering on New York University and much in- 
fluenced by the work of Margaret Mahler. 

As in most collections of this type, the standard of 
the papers varies considerably. There are some 
interesting and high-level papers struggling with 
psychoanalytic metapsychology, but they are prob- 
ably only for the initiated. Notably, R. R. Holt 
provides an interesting critique of primary process 
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theory and its relationship to secondary process 
thinking, and there is a worthwhile attempt by 
Wachtel to integrate psychoanalytic theories of 
development with some aspects of learning theory. 

There are several papers on the methodology of 
child developmental studies from the Mahler group 
and a welcome report on the use of transitional 
objects. For the reader with a wider scientific interest 
there is a forceful critique of Ricoeur’s 'ontotheo- 
logical' reformulation of Freud by a philosopher, 
B. B. Barratt, in which he argues the importance of 
the links between psychoanalysis and human under- 
standing. The hermeneutic position is also argued by 
Spence, who would like to see analysts giving up 
interpretations too closely linked to theory. There is 
also a striking study by Stephen Marcus of Dora, in 
which he analyses Freud's case report in the terms of 
literature. 

On the negative side one must mention a very poor 
paper by Goldberger, et al on therapeutic outcomes 
which completely ignores the work of key authors in 
the field such as Malan and Sloane. However, a most 
delightful piece of cod metapsychology by Swanson 
goes some way to balance the failing of this paper. 

It is good news that the editors intend to transform 
the series into a quarterly under the name of Psycho- 
analysis and Contemporary Thought. 'The interest of the 
series has always been the attempts of the editors to 
link psychoanalysis, hermeneutics, and epistemology 
and it is to be hoped that a strong editorial policy 
will produce papers of real quality in a field which is 
increasingly important for practitioners of psycho- 
therapy. 


H. P. HiLDEBRAND, Clinical Psychologist and 
Psychoanalyst, Tavistock Clinic, London 


The Art and Technique of Analytic Group 
Therapy. By Martin Свотјанм. New York: 
Jason Aronson. 1977. Pp 270. $20.00. 


This book tells us as much about the author as his 
techniques. A therapist to therapists, to beautiful and 
famous people, he prescribes himself in a group with 
consummate skill. Against cults and gimmickery, he 
sees groups not only as therapeutic but as a way of 
life, a kind of raison d'étre of unlimited potential. 
‘A time will come when all adolescents will go 
through a psychoanalytic group experience whether 
they are considered to be patients or not'. Saints 
preserve us. 

Much of his matenal concerns sophisticated, 
intelligent and well-heeled neurotics living in 
California; and as a majority had prior psycho- | 
analysis, extrapolations to less-favoured populations 
are difficult. I liked his style, his candour and wit 
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but most of all-the nuggets of wisdom he dispenses, 
which make uncommon good sense. I disliked his 
poetic extravagance on the qualities he sees as 
desirable in a good group therapist; most.of. them 
must be pretty ordinary people. 


Therapists with group experjence will surely enjoy. 


and be stimulated by this book. Parts will infuriate, 
but where better to fight an old; -friend than.in a 


group? 


Joun A. BRRAINGTON; Consuliant Psychiatrist and — 
Medical Director, Uffculme ud Birmingham 
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Abortion. By Marcorw Роттв, Peter Diooonv and 
-Joun PEEL. London: Cambridge „University 


Press. 1977. Pp 575. £17.50, £5195 (paperback). Е 


The title of’this well-researched and documented 
book reflects. the unemotional. approach of its 
authors: a gynaecologist, a sociologist and a physio- 
logist, working in birth control: administration. 

` Spontaneous abortion is covered adequately, and the 


remainder of:the book is devoted to aspects of. 
induced abortion, technical, epidemiological; demo- ' 


graphic, legal and historical, їп which ,a massive 
amount of data is presented in, on the "whole, a 
readable way. I enjoyed the, chapters on the nine- 
teenth century and the illegal abortionist parti- 
cularly.. 2 
` The: psychological sequelae ‘of Бена аге 
' covered in 34 pages, and there is a short section on the 
unwanted child; and' whilst I agree that psychiatric 


_ morbidity is notable by its absence, I would have, 
welcomed a review of the literature in the same depth ' 


as that dealing with the epidemiological data: 

The demographic data are fascinating to read, and 
they convincingly support .the hypothesis that 
liberalization of the abortion law transfers abortions 
from the illegal sector. to'the legal sector with cori- 
sequent reduction in morbidity'and mortality, and 
opportupity to improve contraceptive use. The 


2 ; Rumanian experience shows this clearly and, is a. 


chilling indictment of the way society is controlled by 
men in a way.which disregards women, or merely 
sees them as pawns in an economic or political power 
struggle. 
This book should be acquired ‘by all medical and 
‚ pubhc libraries, and many doctors will wish to buy it 
for themselves to spend time absorbing some of the 
` more complex arguments, such as the relationship 
between contraception and abortion. 


` Wenpy D. SAVAGE, Senior Lecturer, 
Obstetrics and Gynaecology, The London Hospital (Mile End) 
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The Premenstrual Syndrome and Progesterone 
Therapy. By КАТНАВІЧА DALTON. London: 
William Heinemann Medical. Books Limited. 
Pp 169. £5.50. 

Those who suffer from the distressing symptoms of 
the premenstrual syndrome owe Dr Katharina 
Dalton a debt of gratitude for the research and 
writing through which she has informed those 
inside and outside the medical profession of’ this 
condition and the need for treatment. This concise, 


well- -arranged book contains a comprehensive account 


of the syndrome based on the author’s experience 
over 25 years. Readers will find the descriptions of 
the symptomatology of the syndrome, its effect on 
society, the family and, other diseases of particular 
interest. There is a need for a much wider recognition 
of. the effects of -cyclical hormone changes and 
disturbances, but equally for caution that too much is 
not attributed to.them. 
- "The book also describes progestérone therapy and 
other conditions for which the author considers it 
She advocates its use in recurrent 
abortion and toxaemia of pregnancy, although there 
is no valid scientific evidence to justify this and it 
encourages patients їо seek or expect treatment at a 
time when physicians are. rightly cautious about 
giving any therapy in the interests of foetal safety. A 
number of other topics are covered, some inade- 
quately including adjustment of ланы 
dysmenorrhoea and the menopause. a? 

The book is of value for the description of ‘the 
syndrome and its relation. to behaviour and disease 
but.the inadequate presentation of therapy, much of 
it controversial, is unhelpful particularly as the book 
is intended for laymen and women whose, expectations 


_may be raised unjustifiably. 


Sruart STEELE; Consultant Gynaecologist, % 
Middlesex Hospital Medical School, London 


\ 


. Cocaine: Chemical, Biological, Clinical, Social 


and Treatment Aspects. Edited by S. J. 
Міле. Oxford: Blackwell Scientific Publications 
for C.R.C. Press. 1976. Pp 267. £46 .00. 


‚ Cocaine is a powerful cerebral stimulant which 
gives rise to little physical dependence. It_has been 
used since time immemorial to combat fatigue (the 
messengers of the Inca Empire are alleged to have: 
depended upon coca leaf for endurance) and to 
arouse euphoric cerebral activity (the late Mr 
Sherlock Holmes is alleged to have resorted to it on 
occasion.) ‘In its pharmacologic action, cocaine’, to 
quote the authors of one of the. sixteen chapters by 
28 contributors which comprise this book, ‘reinforces 
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and boosts what we recognize as the highest aspira- 
tions of American initiative . . .'. The abuse of 
cocaine is now epidemic in North America; illegal 
sources from South America are organized, and 
emphasis on research into drug misuse is moving from 
heroin or cannabis to cocaine. There is uneasiness in 
this country lest we travel the same road. This 
excellent book covers the history, chemistry, pharma- 
cology, clinical and sociological aspects of the 
subject and provides a basis of ascertained fact 
regarding cocaine. It 1з highly commended for all 
medical and scientific libraries which cater for 
psychiatrists and others who need to know about the 
misuse of drugs. 


J. D. P. GRAHAM, Professor and Consultant Toxtcologist, 
Department of Pharmacology, Welsh National School of 
Medicine 


Behavior Therapy in Clinical Practice: Decision 
Making, Procedure and Outcome. By 
Ernest С. Poser. Springfield, Illinois: Charles 
C. Thomas. 1977. Pp 171. $13.50. 

'The current trend in the behaviour therapy litera- 
ture is towards clinical manuals and away from 
theoretical textbooks. This reflects a growing belief 
that this treatment approach is more likely to extend 
its range of applicability through increasing its level 
of clinical sohphistication rather than by producing 
still more laboratory-tested techniques. By presenting 
detailed reports of individualized treatment pro- 
grammes, Poser has attempted to provide some 


practical guidelines for those interested in practising, 


behaviour therapy with patients who are not 
obviously amenable to psychological modes of 
intervention. The case reports of the mongol, drug 
addict, and chronic schizophrenic in particular 
should help to convince those who are sceptical 
about the value of the behavioural approach when 
applied to a general psychiatric population. 

The outstanding feature of the book is the clarity 
with which the material is presented. Unnecessary 
learning theory jargon has been omitted, and the 
descriptions of the methods used could be easily 
understood by the intelligent layman. Furthermore, 
by dividing up each case report into sections such as 
‘treatment goals’ and ‘therapeutic -strategy’, the 
author has succeeded in highlighting the distinctive 
features of the behavioural approach. 

The major weakness of the book is that decisions 
about treatment methods appear to rest on the 
author’s hunches rather than on precisely formulated 
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hypotheses which have been tested out systematically 
It is the ability to analyse carefully the interactions 
between environmental factors and problem be- 
haviours, and to use this information when designing 


. programmes which distinguishes the skilled clinician 


from the technician. For this reason, the book’s main 
value 1s as an introduction to behaviour therapy for 
those who are more interested in learning about the 
approach than in applying it. 


Doucar Mackay, Principal Psychologist, 
St Mary's Hospital, London 


Psychodynamics of Drug Dependence. Edited by 
Jack D. Bram and Demerrios A. Jurus. 
Rockville, Maryland: U.S. Department of 
Health Education and Welfare, N.I.D.A. 1977 
Pp 178. No price stated. 


This research monograph contains a selection of 
papers given at two workshops held under the 
auspices of the American N.I.D.A. in 1976 and 1977 
They concentrate on the personality structure of 
drug abusers relative to the aetiology of drug abuse, 
and to its continuation. The contributors are pri- 
marily psychoanalytically orientated. The theoretical 
concepts outlined are of interest; but the relevance in 
practice of the psychological assessments and psycho- 
analytically orientated treatment suggested would 
seem small to most hard-pressed psychiatrists working 
in this field. 

Most of the papers refer only to opiaté (mainly 
heroin) users. Frosch and Milkman present an 
interesting comparison of heroin and amphetamine 
users, discussing the idea of specific drug choice 
relating to personality needs. The multi-drug user, 
emerging as the major problem group in Britain 1s 
given scant mention. Davidson, in an excellent 
chapter, interpets staff difficulties in counter- 
transference, and clarifies the need for a clearly 
recognized clinic identity and philosophy. ^ 

Finally, Woody summarizes suggestions for future 
research, but rightly stresses the inherent problems 
both of the study population and in assessment of the 
psychotherapeutic approach. Overall a gallant 
attempt to focus interest back on the personality 
underlying a stereotyped problem. The context, 
however, is within the American drug scene and 
could not be extrapolated to the different type of 
patients and clinical facilities in Britain. 


Dorotuy BLACK, Lecturer in Psychiatry, : 
University of Sheffield 
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Books Received 





PSYCHIATRY 


Psychiatric Examination in Clinical Practice. By 
Juran P. Lerr and A. D. Isaacs, Blackwell Scientific 
Publications, £4.25. 

Psychiatric Medicine. Proceedings of the Annual 
Meeting of the American College of Psy- 
chiatrists, February 1977. Edited by GENE UsprN. 
Brunner| Mazel. $20.90. 

Ethological Psychiatry: Psychopathology in the 
Context of Evolutionary Biology. Edited by 
MicuaEL T. McGuire and Lynn A. FAIRBANKS. 
Grune & Stratton. £10.65. i 

Psychiatric Diagnosis. Edited by Vivian M. RAKOFF, 
Harvey C. Srancer and Henry B. KEepwarp. 
Macmillan Press. £10.00. 

Current Perspectives in Cultural Psychiatry. 
Edited by Epwarp Е, Fourks, RoNALb M. WiNTROB, 
JossPH WzsrERMEYER and ARMANDO К. FAVAZZA. 
John Wiley. £14.00. 

New Trends, of Psychiatry | in the Community. 
Edited by СкокоЕ Sersan. John Wiley. £10 50. 

Psychiatry for Students. 5th Edition. By Davm 
STAFFORD-CLARK and ANDREW C. SMITH. ‚ George 
Allen & Ununn. £6.50. 

Behavior Patterns, Stress and Coronary Disease. 
By Davin С, Grass. John Wiley, £10 50. 

To be a Therapist: The Teaching and Learning. By 
Jerry M. Lewis. Brunner] Mazel. $10 00. 

Annual Review of Behavior Therapy: Theory and 
Practice. Vol. 5. Edited by Суви M. Franxs and 
С. TERENCE WiLsoN. Brunner| Mazel. $27.50. 

Interpersonal Approach to Psychoanalysis: Con- 
temporary View of Harry Stack Sullivan. John 
Wiley. £12 70. 

Biological Bases of Psychiatric Disorders. Edited by 
ALAN Frazer and ANDREW WiNoKUn. SP Medical & 
Sctentific Books. £10.50. 

The Experience of Depression. By Dorotuy Rowe. 
John Wiley. £10.75. 

In the Wake of Reich. Edited by Davip BOADELLA. 
Coventure. £5 75. 


GERIATRICS 

Counselling Older Persons: Careers, Retirement, 
Dying. Ву Рамкі Sinicx. Human Sciences Press. $6.95. 

Long-Term Care of Older People: A Practical Guide. 
By Evaine M. Bropy. Human Sciences Press. $17.95. 

Cognitive and Emotional Disturbance in the 
Elderly: Clinical Issues. Edited by CARL ErspoRFER 
and Ковевт O, FREÆDEL. Year Book Medical Pub- 
lishers. £13 00. 

Studies in Geriatric Psychiatry. Edited by A. D. 
Isaacs and Е. Post. John Wiley. £10.50. 


614 


DRUGS AND ALCOHOL 


Methadone Treatment in Narcotic Addiction. By 
Rosert С. NEWMAN. Academic Press £13.85. 

Rehabilitation Aspects of Drug Dependence. Edited 
by ARNOLD SCHECTER. Blackwell Scientific. Publications. 
£41.40. 

Not Quite Like Home: Small Hostels for Alcoholics 
and Others. By Suirtey Отто and Jim Onronp. 
John Wiley. £7.95. 

WHO Expert Committee on Drug Dependence: 
Twenty First Report. WHO, Geneva. Sw. fr. 6. 
U.S. 82.70. 

The Alfawap Journal for the Study of the Effects of 
Alcohol. Vol. 1. No. 1, 1978. <All Fauh's World 
Alcohol Project, Subscription £5 00. U.S. $10 00 Tee 
annum. 


e. SOCIAL 

A Directory of Voluntary Counselling and Allied 
Services. Edited by Joun Humpureys. British 
Association for Counselling. £1.75. 

The Personal and the Political: Social Work and 
Political Action. By Paur НАІмоз. Hutchison. £5 95, 
£2.95 (paperback), 

Constraints in Mental Health Services Develop- 
ment. Report on a Working Group. Cork, 28 
June-I July 1977. WHO. 

Discovering Suicide: Studies in the Social Organi- 
zation of Sudden Death. By J. MAxwELL ATKINSON, 
Macmillan Press. £8.95. 

Dying and Death: A Clinical Guide for Caregivers. 
Edited by рлу Barton. Williams & Wilkins, $14.95. 


Й 


PHILOSOPHY 

Mental Health: Philosophical Perspectives. Philo- 
sophy and Medicine. Vol 4. Edited by Н. TRISTRAM 
ENGELHARDT, JR. and Stuart Е. SPickER, D. Redel. 
$19 95. 

Mysticism and Philosophical Analysis: Studies in 
Philosophy and Religion. Edited by Sreven T. 
Karz. Sheldon Press. £8.95. 


PSYCHOLOGY 


The New Psychology of Dreaming. By Ricard M. 
Jones. Penguin. £1 00. 

Implicit Psychology: An Introduction to Social 
Cognition. By DaneL M. WEGNER and Rosin В. 
VALLACHER. Oxford University Press £4 75. 

Fighting Spirit: Psychological Factors in War. By 
Е. M. Киснаврѕом. Leo Cooper. £7.50. 


Index to Volume 132 


PART I—SUBJECTS 
(C) after an entry denotes Correspondence ` 


Addiction: distribution of drug-related problems 
among 8 London casualty departments. A. H. 














PAGE 


Ghodse and N. S. B. Rawson — . 467 
———, drugs and delinquency. A. M. Gordon 21 
———, extraverting effect of treatment in a thera- 

peutic community for. S. Wilson and D. 

Kennard 296 

—, pathological correlates of long-term heavy 

cannabis users. S. S. Mendhiratta et al 482 
———, to opioid drugs, effects of methadone main- 

tenance with. R. Paxton et al 473 
—— see also Alcohol, etc. 

Adolescent school ‘phobia, evaluation of hospital 
Fielding treatment in. Ian Berg and ‘Dorothy 
482 

et al 300 
Adoptees, inheritance of alcoholism i in. R. Cadoret 

and Ann Gath  .. 232 
Affectional ties in the epidemiology of neurosis. 

Scott Henderson et al 463 
Асап» (Zambians), acute prychotic reactions in " 

1 
Alcohol dependence, evaluation of a questionnaire 
measuring se severity of. Margaret Hilton and V. d 
Lokare ` 
Alcoholic dementia and Korsakov's syndrome, 

relationship between. J. Cu 240 
—— individuals, platelet and p amine oxi- 

dase activity in [and incidence of alcoholism in 

Mim in relation to]. L. F. Март and D. L. 

Murp Е . 548 
АМ and depression (С) i 110 
———, inheritance of, in adoptees. R. Cadoret and 

AnnGath . 252 
Amine oxidase activity, latelet and plasma. L. F. 

Major and D. L. Murphy 548 
Androgyny score, used in investi ating relation of 

body build to mental illness. A. hese et al 12 
Antidepressants, knowledge of side effects and 

perserverance with (C) .. 526 

, nortriptyline plasma levels and subjective 
side effects. V. E. Ziegler et al ; 55 
, tricyclic, plasma levels (C) 108 
—, , risks of (C) 107 
Anxiety states, catechol-o-methyl | in transferase 

ie К. Shulman 138 
A aborigines (Pintupi), lexical categories 

in relation to psychiatric diagnosis. R. Morice .. 87 
Behaviour therapy in the treatment of frigidity: 

comparative study of group and individual 

desensitization. Ethna C. o 'Gorman . 980 
— — —, nurses in (C) 79205, 528 
Bereavement: early parent death. and the clinical 

scale of the MMPI. J. Birtchnell . ‘if 574 


Body build; “relation of, to mental illness. A. 


Verghese et al 
Broadmoor patients, contingent negative vari- 
ation in. G. W. Fenton et al 


Cancer, depression and suicide. F. A. Whitlock 

Cannabis users, long-term heavy, pathological 
correlates of. S. S. Mendhiratta et al . 

Capgras syndrome, ап unusual case of ће. М. J. 
Fialkov Sad A, Robins 

Carstairs State Hospital, ‘ insanity . in bar of trial’ 
patients at. D. Chiswick .. 

Catechol-o-methyl transferase activity in 
patients with depresive illness and anxiety 
states. R. Shulman stal .. 

Cerebral hemisphere functioni ‘and depression: 
changes associated with unilateral ECT. Z. 
Kronfol et al 

any handicapped, parental reaction to birth ofa 
(С 


ch- 
ean 


—— observation and assessment "Centres: 
iatrists! and social workers’ difficulties. 
Harris 

Childhood conduct "disorder in. ‘adoptees with 
alcoholic inheritance. R. Cadoret and Ann Gath 

—, oe drugs in (papers read at 
ERU) s 
re-school, controlled trial of the thera- 

Umit се of a prychiatriç Өзу centre 

т билап. Woollacott el al 





Hazel Baker and Ursula Wills x 

Clomipramine, epileptic fit after (С) .. 

Cloxe procedure іп assessi predictability of 
speech in schizophrenic patients. D. R. Rutter 
ei al 

Community, chronic schizophrenic patientsin the. 
А. J. Cheadle et al . 

йш. бус р. Bennett 
erapeutic, for drug 
effect of treatment in a 


abusers, extraverting 
Wilson and D. Ken- 


Contingent negative variation in antisocial behavi- 
our: pilot study of Broadmoor patients. G. W. 
Fenton et al 

Contraceptive, oral, incidence ‘of depressive 
symptoms in users of the. O. Fleming and C. P. 
Seager И 

Crime, contingent negative variation in antisocial 
behaviour. G. W. Fenton et al E s 

—, drugs and delinquency. A. M. Gordon 25 

—, insanity in bar of trial in Scotland, a State 
Hospital study. D. Chiswick 

—, necrophilia, murder and high intelligence: 
a case report. N. P. Lancaster 


BT tric aspects of epilepsy in relation to. 
D. cott . 
— — see also Social deviance 


PAGE 


12 


616 


Demented elderly patients, management of, in the 
community. K. Bergmann et al i 

Denmark, psychiatric out-patients in a geo- 
graphically delimited area of. Marianne pop 

Depression and alcoholism (C) RS 

and hemisphere functioning: changes asso- 

ciated with unilateral ECT. Z. Kronfol et al 

; cancer and suicide. Е. A. Whitlock 

——, decreased urinary output of tyramine and 
its metabolites in. Susan Bonham Carter et al 

‚ inside and outside ng hospital setting. 

I. Pilowsky and N. D. Spen 

scale, Zung self-rating, validity of, J. `T. Biggs 

——, treatment of, nortriptyline plasma levels and 
subjective side effects. EA Ziegler et al F 

——, with mianserin (C) 

——, unipolar, glucose A d J H. "Wright 

et al 

Depressive illness, catechol-o-methyl transferase 
activity in. К. Shulman et al 

symptoms, incidence of, in users of the oral 
contraceptive. D. Fleming and С.Р. Seager... 

Diagnosis of chiatric illness, international 
variations in (e. 

Dichotic pl in psychotic patients. “Ww. А. 
Lishman et al 5 

Drug abuse—see also Addiction 

abusers, extraverting effect of treatment in a 
therapeutic community for. S. Wilson and D. 
Kennard .. 

—— compliance, knowledge of side effects and (С) 
—— -induced extrapyramidal symptoms, preya- 
lence and treatment of. D. A. W. Johnson . 
—— (opioid) takers, effects of methadone main- 
tenance with. R. Paxton et al . $ 
—— -related problems, distribution of, among 

London casualty Сез А.Н. Ghodse and 
N. S. В. Rawson .. 
Drugs and delinquency: a four-year follow-up. of 
ig patents, А. M. Gordon a 
chotropic in pregnancy, infancy ünd 























ood (papers read at meeting) . 
—— —see tidepressants, clomipramine, flu- 
penthixol, fluphenazine, lithium, methadone, 


mianserin, nortriptyline, pimozide, piracetam, 
L-tryptophan 
Dyskinesia, drug-induced (C) ... 
drug-induced, prevalence and treatment of. 
D. A. W. Johnson . А 
Dyslexia, апа] nature of. J. C. DeFries st al 
Dysmorphophobia: a long-term sdy, F. H. 
Connolly and М. Gipson .. Ж 





Electroencephalography, resting levels of alpha 
and the Eyrenck Personality. Inventory. C. V. 
Kondo et al. . 

Electroconvulsive therapy, ‘unilateral, changes in in 
hemusphere function in depression associated 
with. Z. Kronfol et al i Р ФУ 

——— treatment and the deaf (C) .. 

——, R.C.Psych. memorandum on (C) : 

Emotional disturbance in newly registered general 
‘practice patients. C. M. Corser and A. E. Philip 

Eavironment, the, and mental health. H. Free- 





Epilepsy, psychiatric aspects of, D. F. Scott 


INDEX 
PAGE 
Epileptic homicide: a case report. J. Gunn 
441 fit after clomipramine (C) 
Exhibitionism, victims of indecent exposure. 
259 N. L. Gittleson et al T 
10 Extrapyramidal symptoms, drug-induced, pre- 
valence and treatment of. D. A. W. Johnson .. 
560 Eysenck Personality Inventory and d-resting levels 
269 of alpha. C. V. Kondo «t al 
125 Flupenthixol and fluphenazine, extrapyramidal 
symptorns induced by, prevalence and treatment 
265 of. D. A. W. Johnson e . 
381 ‘Forty years of wanderin s’: the. Medico- 
Psychological Association, 1855-1894. A. Walk. . 
55 Foulds and Bedford hierarchy model, applicability 
318 to mania and hypomania. V. E. Bagshaw and 
F. M. McPherson . 
386  Frigidity, treatment of: comparative study of 
group and individual desensitization. Ethna C. 
133 O'Gorman Р we iA к А 
431 Gamma-aminobutyric acid in the CSF of schizo- | 
319 phrenic patients. D. Lichtstein et al 
General health questionnaire as measure ‘of 
333 emotional disturbance. C. M. Corser and A. E. 
Philip 
——— practice, emotional disturbance in | newly 
registered patients. C. M. Corser and A. E. 
296 Philip nm 
596 Genetic studies: familial nature of reading dis- 
ability, J. C. DeFries 
27 —— ——> inheritance of alcoholism in adoptees. 
i R. Cadoret and Ann Gath : 
478 —— : relatives of alcoholics in relation to 
MAO activity. L. F. Major and D. L. Murphy . 
Glucose metabolism in unipolar depression. 
467 J. H. Wright A nm 
К Grief, morbid, nineteen cases of, S. ‘Lieberman 
21 Group homes, an alternative to. E. H, Anstee 
200 Hallucinogenic N-methylated indolealkylamines 
in the CSF of psychiatric and control popula- 
tions. L. Corbett et al б 
substances in indigenous psilocybin mush- 
rooms, abuse of. C. Hyde stal — .. 
ПІ Hierarchy model, Foulds and Bedford, ` applic- 
ability to mania and hypomanaa. V. E. Bagshaw 
27 апа Е. М. McPherson  .. 
961  Histocompatibility antigens and schizophrenia, 
E McGuffin etal .. 
568 ET s chorea, plasma ammo acid levels in. 
Watt and W. L. Cunningham .. 
Hypochondriais in relation to early parent 
th. J. Birtchnell А фу 
‘Hysteria in relation to epilepsy. D. Е. Scott ar 
378 , operationally defined, Ы soe ay of. 
P. E. Almgren et al f 
560 Immunoglobulins and viral antibodies in psy- 
317 chiatric patients. E. Fuller Torrey etal .. 
315 Indecent exposure, victims of. С. №. Gittleson et al 
India, north-west, chronicity of schizophrenia ın. 
172 P. Kuchara and N. N. Wig Р 
Indolealkylamines, N-methylated, hallucino- 
113 genic, in cerebrospinal fluid of поса ше ара 
417 -control population. L. Corbett et al . А 














PAGE 
510 
525 

61 
27 


378 


27 
530 


293 




















INDEX 
PAGE PAGE 
Insanity in bar of trial in Scotland: a State Old age, organization of psychogeriatric services. 
Hospital study. D. Chiswick 43 » .. 998 D. J. Jolley and T. Arie .. e A 3 1 
Ireland (Dublin), temporal constancy of under- —— psychogeriatric services for (report of a 
reporting of suicide in. T. Brugha and D. Walsh 177 meeting) D" . 200 
— Republic of, different incidence of suicide іп, ; 
and in England and Wales. B. М. Barraclough . . 36 B А 
Irritability, a clinical scale for the assessment of. em natural expression of (C) : M . 109 
R. P. Snaith etal zt І _` 192 aranoia in relation to early parent death. 
А J. Birtchnell Ss DAMES " .. 574 
Korsakov’s syndrome and alcoholic dementia Parent deity Eon and the clinical scales of the 574 
relationship between. J. Cutting .. .. 240 Parki .J.Birtehnell —| .. D ue 
arkinsonism, drug-induced. D..A. W. Johnson 27 
В А А nai Phobia of imagi conspicuous physical defect 
Levine-Pilowsky (LPD) questionnaire in assess- ginary р paya 
ment of depression. I. Pilowsky and N. D. Spence 265 dysmorphophobia). F. H. Connolly and M. 568 
Lithium, saliva, problems associated with the Peo ie adolat Sco f hospital 
analysis and interpretation of. A. Sims et al 152 RR ool, adolescent, evaluation of hospita 
Lodgings, supported, as alternative to group in-patient treatment in. Ian Berg and Dorothy 
homes.B.H.Anste ~. O Р NEC NEA 
, , classification and treatment. Hazel 
ui Baker and Ursula Wills .. Ms M .. 482 
Маша ы буша азы pla arts re , Pimoside in treatment of schizophrenia (С) — .. 111 
and F. M. McPherson a 995  Pintupi aborigines, psychiatric diagnosis and the 
а : 2s : SCA importance of lexical categories. R. Morice  .. 87 
каре e NEP Ж e A 555 Piracetam, trial of, in chronic schizophrenia (C) 205 
Manic-depressive patients, dichotic listening in. Platelet and plasma amine oxidase activity, L. F. 
pic depressive patients, dichotic listening U^ egg, MajorandD.L. Murphy.. ss dae e 
Maudsley Lecture, the Fifty-first: Society and Pregnancy, psychotropic drugs in (papers read at 200 
the Рау Шаша Kathleen Jones... +. S21. pA o t ad Tor used for sibling 
Medical students, psychiatric decision-making by. . Prenatal hormones and 10: need for sibling 
R. Mayou a) coe ТЕ sonals (O) СТОР ee ae 
Medico-Psychological Association, 1855-1894, , s aid group, the patient's. Scott Henderson et à 
‘forty years of wanderings’. A. Walk .. .. 980 И, + 2 A S E 
Mental deficiency, residential needs in hospital | Proreecarone raaa ва оа 2000 
and the community for mentally handicapped ocybin mushrooms, abuse of indigenous: a 
people. M. Craft and R. Wilkins . 2:1. 450 new fashion and some psychiatric complications. 
—— health and the environment. Н. Freeman  . 113 C. Hyde et al uh ER NOH v. ge 609 
Methadone maintenance with opioid takers, Psychiatric interview, the patient and the first, 
effects of. R. Paxtonetal . s veru a” 478 Ruth Michaels апі М.А. Sevitt 9... 288 
3-Methoxy-4-hydroxy phenylethylene glycol, ina D Be comprehensive, comrnunity psychiatry 209 
studies relating to the clinical significance of ina. D, Bennett .. TP a 
urinary. D. R. Howlett and F. A. Jenner 49 Psychiatry for students of medicine (C) 1б 
Mianserin hydrochloride (C) — . — .. .. 318 : science and meaning (C) — ool 1б 
MMPI, clinical scales tla relation to cary —. Psychogeriatric, services for the elderly (report of 
parent death. J. Birtchnel + oo ores LAM _ Ameeting).. nization of D. J. Jolley and T. 209 
Monoamine oxidase, platelet and plasma TELA services, organization of. D. J. Jolley and T. 
in alcoholic individuals. L. F. Major and D. L. UU MNA UM ОИК, ЕА Е l 
Murphy .. = x ‚. Т .. 548 Psychopathic behaviour: social deviance in a day 
Mushrooms, psilocybin, indigenous, abuse of: hospital. F. N. Watts and D. H. Bennett. . st 455 
a new fashion and some psychiatric complica- =т= patencun Broadmoor: contingent negative 
tions, C. Hyde et al i Е 602 vanation іп. G. W. Fenton etal .. F .. 868 
7 ae d Psychotherapies, the, a common language for? 
A.Ryle  .. vs $^ oe or .. 985 
Necrophilia, murder and high intelligence: a case Psychotherapy, how should we measure outcome 
report. ЇЧ. P. Lancaster .. 39 . .. 605 of?M.Adams  .. “л A .. 595 
Neurosis, social bonds in the epidemiology of. , teaching in mental hospitals. S. Lieberman 
Scott Henderson et al е vs д .. 463 et al “3 2o . .. 998 
Noradrenaline turnover, assessed from urinary 
MOPEG. D. R. Howlett and F. A. Jenner ee 49 i i amili a 
NE plasma leeis and subjective sıde dices Б уар n ial acd a Jem Бе 361 
effects. У. Е. Ziegler et es ; s 55 Rhino i j 
тс plasty, іп relauon to dysmorphophobia. 
Nurses, specialist, in behavioural psychotherapy F.H. Connolly and M.Gipson .. ME .. 568 
(0). St 3 $ = 205, 528 Royal Medico Psychological Association—see 
` Medico-Psychological g 
Obsessive-compulsive neurosis, phenomenology 
of. R. S. Sten and J. P. Cobb Е a i 233 Saudi Arabia, schizophrenia in, usefulness of 
Old age, management of demented elderly patients . first-rank symptoms in the diagnosis of. El-Tayeb 
in the community. K. Bergmann et al e ‘441 A. Zarrouk. . S 5. Фе ET .. 97 



































618 ea INDEX: 
PAGE | PAGE 
Schizophrenia, chronic, trial of Piracetam in (C) , 205 - Students, Oxford University, suicide and-attemp-. г 
, „hallucinogenic N-methylated andolealky!- Y ^. дей suicide among. K. Hawton et al к » 506 
amines in CSF of. L. Corbettetal . 139 Suicidal, accidental and undetermined pisoning 
p pistocompanbility PARERE in. P. McGuffin deaths. В. М, Barraclough and Susan White. ... .279 
etal : x 149 Suicide and attempted suicide among Oxford d. 
in fiction (С), В | 525 University students. K.Hawtonetal — .. 506 
in North West India, chrohicity of, a follow-up ' ' r and undetermined deaths, monthly variation Vo pe 
study. P. Kulhara апі. N. Wig ` ' 186 * compared. B. M. Barraclough and Susan White 275 
-like states caused by abuse ‘of ‘psilocybin , attempted, by selfpomsoning, attitudes of D 
mushrooms. C. Hyde et al. , 602 psychiatric patients to. K. Hawton etal . : 31 
———, paranoid and non-paranoid, in ‘relation’ to ——, :what’sinaname(C) .. . 206 
body build. A. Verghese etal‘. > "12 attempts 1970-75; updating a United States 
—— preceded. Ьу ` dysmorphophabia. `F. H. study and comparisons with international trends; . 
Connolly апа М. Gipson ` 568 ‘L.Wexleretal .. 180 
——, the right мау to treat, (use of pimozide, self © —— and other violent deaths, reliability of certi- ч 
medication) (С) .. 111 * fication of, in one coroner's district. -B., M. г 
——, usefulness of first-rank - symptoms in ' the Barraclough г . -39 
' diagnosis of, in Saudi. Arabia. El- ауы ^. ; =, cancer and depression. Е.А. Whitlock |o. 269 
Zarrouk . 7 9871 ——, different al depres of, in Eire and in England 
Schizop heenie ‘cents, chronic, in „the, com- А апа Wales. В. М. Barraclough . 36 
iuis A.J. qe dleetal : . 221 o PE ‘and present: the temporal constancy “of 
—— —, dichotic listening in. W. A. iiid etal 833 under-reporting. T. Brugha and D. Walsh e. 177 
—— — —, gamma-aminobutyric acid, i in the CSF : 3 reporting: information or entertainment? ў 
of. Р. Lichtstein etal . 145 — Daphne Shepherd and B. M. Barraclough 283 
— —-, immurioglobulins апа viral antibodies : DOS 
in CSF of. F. Fuller Torrey tal... ``. 342 ` Transcultural E Жары: їп Soldi 
in’ Broadmoor, contingent negative | Arabia. El-Tayeb A. Zarrouk . 571 
variation іп. С. W. Fenton etal .. ‚368 setting, psychiatric ‘diagnosis in a (Pintupi "i 
s predictability of eeek ip, D. к. Rutter. ^ aborigines), importance * o отон categorie; — ' 
etal 228 “R. Morice 87 
Schizophrenics, Seduced © “extrapyramidal ET Transsexuals, assessment of, for sex reassigninent, ` 
symptoms in. D.'A. W. Johnson .. 27 ^ factors in. J. Walinder et al -16 
Schizophreniform paychasi of epilepsy. D: F., ryptophan in mania, controlled trial of, С.А. і 
Scott R 2r r>a 427 ‘Chambers and G. J. Naylor 555 
School phobia, adolescent, evaluation of hospital, ' ! EID у коно, Su po pd ў а 
in-patient treatment іп. Tan Berg and. Dorothy" aa зеш ео usan m ‚195 ү 
Fielding .. 2 .' 800 EE n ' ; 
— classification and treatment, “Hazel { 
Baker and Ursula Wills .. и Walés, resideritial nceds of mentally Handicapped | 
Seasonal distribution of births of paythotic; patients 5 people in. M. Craft and R. Wilkins e . 490 
in England and Wales. Е.Н. Наге'- . 155 Walk, Dr Alexander, fifty years as an editor , 4. , 529 
Self-poisoning, deliberate, attitudes' of psychiatri А Ward rounds, an open letter on (C). 111, 526 
` patients to. К. Hawton et al 2x 31 D 
—— —, isa a prychiatri assessment есенагу? j Zambia, acute psychotic теасноп in natives of © 106 
(С). 317 Zung self-rating ee ка RUN of s 
—— , monthl ‘variation of deaths. В. м. 2 J: 1: Biggs at al si ~ 881 
Barraclough and Susan White ' 279 ' 
Senior cig шу. second year followrup. E $ 
P. Brook 96 PART H—AUTHORS 
Sex reassignment, assesment of male trånissexuals , 
for, factors in. J. WAlinder et al 16 Adams, Malcolm. How should we measure out- 
Sexual disharmony: comparative. study of group comé in'psychotherapy? .. Җ. .. 995 
апа individual desensitization in treatment of Adcock, Sylvia.—see enderson, Scott ` 
frigidity. Ethna C. O'Gorman 580 Allen, P. J-—see Wells, Р.С. 
Social bonds in the epidemiology of neurosis. Scott Almgren, P. E., Nordgren, І. and Skantze, Н. · 
Hendersonetal .. 463° . A retrospective study of operationally defined `. 
—— deviance in a day hospital. Е; №. Watts and. s hysterics. 67 
D. H. Bennett n 455  Amitee, B. Н: An alternative to group homes 356 
—— interaction: the patient's primary group.’ А ‘Arie, Tom —ses Jolley, D. Ј. 
Scott Henderson et al . 74 
—— psychiatry, reading about. Julian Le v 516 ва shaw; V. E. and McPherson, F. M. The 
Society looks at the psychiatrist! (Fifty-first, applicability of the Foulds and Bedford hier- . 
Maudsley Lecture). Kathleen Jones >.. e ‚3°! + archy model to mania and hypomania .. 293 
Somatotyping—see Body build De 'Baker, Hazel and Wills, Ursula. School phobia: : 
Speech in A E patients, predictability о of. . . _ classification and treatment . А e 
D. К. Rutter etal . б 2228 Bancroft, John—ses Hawton, Keith 

















PN 


Barraclough, B. M. The different incidence of 
suicide in Eire and in England and Wales 

—3et Shepherd, Daphne р 

Rehability of violent death certification іп 

one coroner’s district я »» A - 

and White, Susan J. Monthly variation of 

suicide and undetermined death compared $4 

monthly variation of suicidal, accidental 
and undetermined poisoning deaths 

Bean, J. A.—see Kondo, C. Y. 

Beattie, Jack—see Paxton, Roger 

Bell, К. A.—see Wright, J. Н. 

Belmaker, R. H.—see Lichtstein, P. 

Benington, F.—see Corbett, L. 

Bennett, D. H.—see Watts, Fraser N. . 

Bennett, Douglas. Community psychiatry 3 

Beng, Ian and Fielding, Dorothy. An evaluation 
of hospital in-patient treatment in adolescent 
school phobia M T - 2 v 

Bergmann, K., Foster, E. M., Justice, A. W. 
and Matthews, V. Management of the demen- 
ted elderly patient in the community 

Biederman, J.—ses Lichtstein, P. 

Biggs, John T.— ses Ziegler, Vincent E. 

Wylie, Laurence, T. and Ziegler, Vincent 

E. validity of the Zung self-rating depression 
scale m = e s m is 

Birtchnel, John. Early parent death and the 
clinical scales of the MMPI я а 7 

Bonham Carter, Susan, Sandler, M., Goodwin, 
B. L., Sepping, P. and Bridges, P. K. 
Decreased urinary output and its metabolites in 
depression .. ws Е Vs P А 

Brannon, William L.—se Torrey, E. Fuller 

Bridges, P. K.—see Bonham Carter, Susan 

Brook, Peter. The senior registrar survey: The 
second year follow-up — .. i3 А s 

Brugha, Traolac and Walsh, Dermot. Suicide 
past and present: the temporal constancy of 
under-reporting .. Е T $^ s 

Byrne, D. G.—see Henderson, Scott 

Button, Mary—see Rutter, D. R. 




















Cadoret, Remi J. and Gath, Ann. Inheritance of 
alcoholism in adoptees .. m "a 25 

Carpenter, William T.—see Torrey, E. Fuller 

Cheadle, A. J., Freeman, H. L. and Korer, ЈК. 
Chronic s phrenic patients in the community 

Chambers, C. A. and Naylor, G. J. A controlled 
trial of L-tryptopħan in mama .. a ice 

Chiswick, Der Insanity in bar of trial in 
Scotland: a State Hospital study ine em 

Chiu, Edmond—see Verghese, Abraham 

Christian, S. T.—ses Corbett, L. 

Cobb, J. P.—s¢e Stem, R. S. 

Colbourn, C. J.—see Lishman, W. A. 

Connolly, Francis Hugh and Gipson, Michael. 
Dysmorphophobia—a long-term study .. 

Constantopoulos, A. A.—see Snaith, R. P. 

Corbett, L., Christian, S. T., Morin, R. Di, 
Benington, F. and Smythies, J. R. Hallucino- 
genic n-methylated indolealkylamines in the 


cerebrospinal fluid of psychiatric and control 


populations 2 Ыл i б m 
Corser, Charles, M. and Philip, Alistair, Е. 
Emotional disturbance in newly registered 
general practice patients . i 2s es 


INDEX 


PAGE 
36 
39 


275 
279 


209 
500 


44] 


381 
574 


125 


96 


177 
252 
221 


555 
598 


568 


139 


172 


Craft, Michael and Wilkins, Rodney. Resi- 
dential needs in hospital and the community for 
mentally handicapped people sa x 

Crisp, A. H.—:«c Lieberman, 8. 

Crowle, Judith—ses Hawton, Keith . 

Cunningham, W. L.—:e Watt, J. А. G. 

Cutting, Jobn. The relationship between 
Korsakoy’s syndrome and ‘alcoholic dementia’. . 


DeFries, J. C., Singer, S. M., Foch, T. T. and 
Lewitter, F. I. Familial nature of reading dis- 
ability e vá ET 7 y 

Diewold, Patricia—see Shulman, Ralph 

Digre, Kathleen—see Kronfol, Liad | 

Dobkin, J.—see Lichtstein, D. 

Duncan-Jones, Paul—see Henderson, Scott 

Duncan-Jones, P.—see Henderson, Scatt 


Eacott, S. E.— see Gittleson, N. L. 
Ebstein, R. P.—see Lichtstein, P. 


Farmer, Anne E,—see McGuffin, Peter 

Fenton, G. W., Fenwick, P. B. C., Ferguson, W. 
and Lam, C. T. The contingent negative vari- 
ation in antisocial behaviour—a pilot study of 
Broadmoor patients n i ws S 

Fenwick, P. B. C.—ses Fenton, G. W. 

Ferguson, W.— see Fenton, С. W. 

Fialkov, M. J. and Robins, Ashley, H. An 
unusual case of the Caparas syndrome $5 

Fielding, Dorothy—see Berg, Ian 

Fleming, O. and Seager, C. P. Incidence of 
depressive symptoms in users of the oral contra- 
ceptive — .. өз ʻi T is 2a 

Foch, T, T.—:* DeFries, J. C. 

Foster, E. M.—see Bergmann, K. 

Freeman, H. L.—:e« Cheadle, A. J. 

Freeman, Hugh. Mental health and the environ- 


Garvey, C.—see Sims, Andrew 
Gath, Ann—ses Cadoret, Remi J. 
Ghodse, A. Hamid and Rawson, Nigel, S. B. 


Distribution of drug-related problems among: 


London casualty departments .. “i js 
Gipson, Michael—ses Connolly, Francis Hugh 
Gittleson, N. L., Eacott, S. E. and Mehta, B. M. 

Victims ofindecentexposure — .. ом 
Goodwin, В. L.—see Bonham Carter, Susan 
Gordon, Alistair, M. Drugs and delinquency: 

a four-year follow-up of drug clinic patients 
Graham, Philip—see Woollacott, Susan 
Griffiths, John—ses Schulman, Ralph 
Gunn, John. Epileptic homicide: a case report 


Hafner, К. J.—sse Lieberman, S. 

Hamsher, К. de S.—see Kronfol, Ziad - 

Hare, E. H. Variations in the seasonal distribution 
of births of psychotic patients in England and 
Wales rs is vs jus - i: 

Harris, Jean. Child observation and assessment 
centres: psychiatrists’ and social workers’ diffi- 
culties ET s , i zu vs 

Hawton, Keith, Bancroft, John and Simkin, 
Susan. Attutides of psychiatric patients to 
deliberate self-poisoning .. oe a m 


619 


PAGE 


450 


240 


361 


368 
403 


431 


113 


467 
61 
21 


510 


7155 
195 


31 


620 


Henderson, Scott, Duncan-Jones, Paul, 
McAuley, Helen and Ritchie, Karen. The 


patient's prima group .. a js s 
Hawton, Keith, Crowle, Judith, Simkin, Susan 


and Bancroft, John. Attempted suicide and : 


suicıde among Oxford University students з 
Henderson, Scott, Byrne, D. G., Duncan-Jones, 
P., Adcock, Sylvia, Scott, Ruth and Steele, 
G. P. Social bonds in the epidemiology of 
neurosis: a preliminary communication ВЕ 
Hilton, Margaret, R. and Lokare, V. G. The 
evaluation of a questionnaire measuring severity, 
of alcohol dependence : - : 
Howlett, E. R. and Jenner, F. A. Studies relating 


to the clinical significance of urinary 3-methoxy- · 


4-hydroxyphenylethylene glycol . . 


acisin, J. J.—see Wright, J. Н. 
ardin, M. Y.—see Snaith, R. P. 
enner, F. A.—see Howlett, E. R. 
ohnson, D. A. W. Prevalence and treatment of 
drug-induced extrapyramidal symptoms 
Jolley, D. J. and Arie, Tom. Organization of 
psychogeriatricservices .. on Я с 
Jones, Kathleen. Society looks at the psychiatrist 
Jones, R. M.—see Wells, P. G. 
Justice, A. W.—see Bergmann, K. 


Kasl, Stanislav, V.see Wexler, Lawrence 

Kastrup, аа Psychiatric out-patients іп 
geographically delimited area . б у 

Kennard; David—see Wilson, Stephen 

Knott, J. R.—see Kondo, C. Y. 

Kondo, C. Y., Bean, J. A., Tiravis, T. A. and 
Knott, J. R. Resting levels of alpha and the 
Eysenck personality inventory .. MA 

Kopytynska, Hanka—see Rutter, D. В. 

Korer, J. R.—see Cheadle, A. J. 

Kronfol, Ziad, Hamsher, K. de S. Digre, 
Kathleen and Wazim, Rafiq. Depression and 
hemispheric functions: changes associated with 
unilateral ECT .. s E T va 

Kulhara, P. and Wig, N. N. The chronicity of 
schizophrema in north-west India: results of a 
follow-up study .. s ys S is 


Lam, C. T.—see Fenton, G. W. 

Large, Pamela—ses Verghese, Abraham 

Геб julian. Reading about... social psychiatry 

Lewitter, F. I.—see DeFries, J.C. 

Lichtstein, D., Dobkin, J., Ebstein, R. P., 
Biederman, J., Rimon, R. and Belmaker, 
R. H. Gamma-amınobutyrıc acid (GABA) in the 
CSF of schizophrenic patients before and after 
neuroleptic treatment га "T is 

Lieberman, Stuart. Nineteen cases of morbid grief 

Lieberman, S., Hafner, R. J. and Crisp, A. H. 
Teaching psychotherapy in mental hospitals .. 

Lishman, W. A., Toone, B. K., Colbourn, C. J., 
McMeekan, E. R. L. and Mance, R. M. 
Dichotic listening ш psychotic patents... ate 

Lokare, V. G.— see Hilton, Margaret R. 

Lundström, Bengt—see Walinder, Jon 

Major, Leslie F. and Murphy, Dennis L. 
Platelet and plasma amine oxidase actvity in 
alcoholic individuals 2s T e 26 


INDEX 


PAGE 
74 


506 


463 
42 


49 


27 


1 
321 


259 


378 


560 
186 
516 


159 
398 


Mandelbrote, Bertram—see Wilson, Stephen 

Matthews, V.—see Bergmann, K. 

McAuley, Helen—see Henderson, Scott 

McGuffin, Peter, Farrer, Anne E. and Rajah, 
S. M. Histocompatability antigens and schizo- 
phrenia .. to E Ма А y 

McGuffin, P.—see Snaith, R. P. 

McMeekin, Е. К. L.—see Lishman, М. A. 

McPherson, Е. M.—see Baghaw, V. E. 

Mance, R. M.—see Lishman, W. A. 

Mayou, Richard. Psychiatric decision making by 
medical students . Е d з k 

Mehta, B. М.— ее Gittleson, N. L. 

Mendhiratta, Sarakjit Singh, Wig, N. N. and 
Verma, S. K. Some psychological correlates of 
long-term heavy cannabis users . d се 

Michaels, Ruth M. and Sevitt, Michael A. The 
patient and the first psychiatric interview 3 

Morice, Rodney. Psychiatric diagnosis in a trans- 
cultural setting: the importance of lexical 
categories Р ba 2 Е : 

Morin, R. D.—see Corbett, L. 

Morris, A.—see Wells, P. G. 

Mullen, Patrick—see Paxton, Roger 

Murphy, Dennis L.—see Major, Leslie F. 


Naylor, G. J.—see Chambers, C. A. 
Nordgren, L.—see Almgren, P. E. 


O'Gorman, Ethna C. The treatment of frigidity: ` 


a comparative study of group and individual 
desensitization Я vs i 
Paxton, Roger, Mullen, Patrick and Beattie, 
Jack. The effects of methadone maintenance 
with opioid takers: a review and some findings 
from one British city. $ i : : 
Peterson, Michael | S Torrey, E. Fuller 
Philip, Alistair E.—see Corser, Charles M. 
Pilowsky, I. and Spence, N. D. Depression: 
inside and outside the hospital setting .. : 
Post, Robert M.—see Torrey, E. Fuller 


Radin, №. S.—see Wright, J. Н. 

Rajah, S. M.—ses McGufiin, Peter 

Rawson, Nigel S. B.—see Ghodse, A. Hamid 

Rimen, R.—ses Lichtstein, D. 

Ritchie, Karen—see Henderson, Scott 

Robin, Ashley H.— see Fialkov, M. J. 

Rutter, D. R, Wishner, J» Kopytynska, 
Hanka and Button, Mary. The predictability 
of speech ın schizophrenic patients Я ; 

Ryle, Anthony. A common language for the 
psychotherapies ? 2 у L ; 


Sandler, M.—see Bonham Carter, Susan 

Seager, C. P.—see Fleming, O. 

Sepping, P.—see Bonham Carter, Susan 

Scott, D. F. Psychiatric aspects of epilepsy. . 

Scott, Ruth—see Henderson, Scott 

Sevitt, Michael A.—see Michaels, Ruth M. 

Shepherd, Daphne and Barraclough, B. M. 
Suicide reporting: information or entertainment 

Shulman, Ralph, Griffiths, John and Diewold, 
Patricia. Catechol-o-methyl transferase activity 
in patients with depressive illness and anxiety 
states re es sex "s n Nus 


PAGE 


149 


191 


482 


580 


478 


265 


228 
585 


417 


283 


133 


Simkin, Susan—see Hawton, Keith ' 

Sims, Andrew, White, A. C. and Garvey, C. 
Problems associated with the analysis and 
interpretation of saliva lithium T 

Singer, S. M.—ses DeFries, J. С. 

Skantze, H.—ses Almgren, P. E. 

Smythies, J. R.—see Corbett, L. 

Snaith, R. P., Constantopoulos, A. A., Jardine, 
M. Y. and "McGuffin, P. A clinical scale for the 
self-assessment of irritability. 

Spence, №. P.—see Pilowsky, I. 

Steele, С. P.— see Henderson, Scott 

Stem, R. S. and Cobb, J. P. Phenomenology of 
obsessive-compulsive neurosis . 

Stevenson, Jim—see Woollacott, Susan 


Taylor, John R.—see Ziegler, Vincent E. 

Thuwe, Inga—see Wálinder, dat. 

Toone, B. K.—see Lishman, W 

Torrey, E. Fuller, т Michael R., 
Brannon, William L., Carpenter, William 
T., Post, Robert, M. and.Van Kammen, 
Daniel P. Immunoglobulins and viral antibodies 
in psychiatric patients .. х ES 

Travis, T. A.—see Kondo, C. Y. 


Verghese, Abraham, Large, Parela aed Chiu, 


Edmond. Relationship between body build 
and mental illness . 
Van Kammen, Daniel P. — see Torrey, Е, Fuller 
Verma, S. K.—see Mendhiratta, Sarabjit Singh 


Wålinder, Jan, Lundström, Bengt and Thuwe, 
Inga. Prognostic factors in the assessment of male 


transsexuals for sex eran, ipai 
Walk, Alexander. ‘Forty of Wanderings’- — 


Fon Medico-Psychological Association, 1855- 
Walsh, Dermot—see Brugha, Traolac Ж 
Watt, J. A. G. and Cunningham, W. L. Plasma . 


amino acid levels in Huntington’s chorea 

Watts, Fraser N. and Bennett, D. H. Social 
deviance in a day hospital : 

Waxim, Rafiq—see Kronfol, Ziad 

Weissman, Myrna M.—ses Wexler, Lawrence 

Wells, P. G., Morris, A., Jones, R. M. and 
Allen, D. 7. Ап adolescent unit assessed: a 
consumer survey . $5 

Wetzel, Richard D.—ses Ziegler, Vincent E. 

Wexler, Lawrence, Weissman, Myrna, M. and 
Kasl, Stanislav, V. Suicide attempts 1970-75: 
updating a United States study and comparisons 
with international trends . 

White, A. C.—see Sims, Andrew | 

White, Susan J.—ses Barraclough, B. M. 

Whitlock, Е. A. Suicide, cancer and depression .. 

Wig, N. N.—see Kulhara, P. 

Wig, №. N.—see Mendhiratta, Sarabjit Singh 

Wilkins, Rodney—see Craft, Micha 

Wills, Ursula—see Baker, Hazel 

Wilson, Stephen and Kennard, David. The 
extraverting effect of treatment in a therapeutic 
community for drug abusers 

Wilson, Stephen and Mandelbrote, Bertram. 
The relationship between duration of treatment 
ш a therapeutic community for d abusers and 
subsequent criminality E 


INDEX 


PAGE 


152 


* 238 


342 


455 


300 


269 


296 ` 


- 487 


Wishner, J:-—see Rutter, D. R. 

Woollacott; Susan, 
Stevenson, Jim. A controlled evaluation of the 
therapeutic effectiveness of a psychiatric day 
centre for pre-school children — .. 

Wright, J. H., Jacisin, J. J. Radin, N. 8. апа 
Bell, R. A. Glucose metabolism in аре 
depression .. 

Wylie, Lawrence T.—see Biggs, John T. 


Zarrouk, El-Tayeb A. The usefulness of first-rank 
symptoms in the diagnosis of schizophrenia in a 
Saudi Arabian po tion 

Ziegler, Vincent Taylor, John R., Wetzel, 
Richard D. and Biggs, John T. Nortriptyline 
plasma levels and subjective side effects . 

Ziegler, Vincent E.—ses Biggs, John T. 


PART IIIL—REVIEWS 


Bagg, Charles. Handbook of Psychiatry for Social 
Workers and Health Visitors n 
Baldessanni, Ross J. Chemotherapy in Psychiatry 
Bannister, D. (Ed.).— sve үер Ras 
Construct Theory .. Ss 
Bannister, Don (Ed.).—sse | Fransella, Fay 
Bates, Louise—ste Gesell, Arnold 
Berke, Joseph H. Butterfly Man . 
Birtchnell, John and Gray, 8 Sheila Hafter. 
A Bibliography in Dynamic, Familial and Social 


Psychiatry . 

Blain, Jack р. апа Julius, Demetrios А. (Eds.). 
Psychodynamics of Drug Dependence 

Bloch, Sidney and R daway, Peter. Russia’s 
Political Hospitals. . 

Blum, Harold P. Female Psychology: Contem- 
porary Psychoanalyne Views : 

Burrows, Graham D . Handbook of Studies o on 
Depression e 

Burt, Sir Cyril. The Subnormal Mind 


Chessick, Richard D. Intensive Psychotherapy . 


of the Borderline Patient .. 
Clark, T. J. H. and Godfrey, 8. (Eds.). Asthma 


Dalton, Katharina. The Premenstrual Syndrome 


and esterone Therapy 
Diggory, Peter—see Potts, Malcolm 
Dornbush, Rhea—ses Stefanis, Costas 


Edwards, G. and Grant, Marcus (Eds.). 
Alcoholism. New Knowledge and New Responses 

Edwards, G., Gross M. M., Keller, M., Moser, 
J. and Room, R. (Eds.). Alcohol-Related 
Disabilities 

Enelow, Allen. Elements of Psychotherapy 

Eysenck, H. J. and Eysenck, S. B. G. Rona 
Structure and Measurement sa 


- Eysenck, S. B. G.—ses Eysenck, H. J. 


Fann, William E., Kavacan, Ismet, Pokorny, 
Alex D. and Williams, Robert L. (Eds.). 
Phenomenology and Treatment of Depression .. 

Fink, Max—see Stefanis, Costas 

Fransella, Fay and Bannister, Don (Eds.). 
A Manual for Repertory Grid Technique 


Graham, Philip and 


571 


55 


411 
100 


412 


408 


310 


622 


Fransella, Fay and Frost, Kay: On Being. a a 
Woman ; 

Егеча, Sigmund ' Introductory. Lectures on 
Psychoanalysis — .. з 

Frost, Kay—-see Fransella, "Fay 

Furneaux, Barbara and Roberts, Brian (Eds. ), 
Autistic Children А 


Gesell, Arnold, Пе, Frances and Bates, "one 


The Child from Five to Ten 

Gibbens, T. C. N., Soothill, K. L. and Pope, 
P. J. Medical Remandsi in the Criminal Court .. 

Godfrey, S.—see Clark, T. J. Н. 

Goldsmith, William. Psychiatric Drugs for the 
Non- Medical Mental Health Worker  . 

Grant, Marcus—see Edwards, Griffith й 

Gregory, Ian and Smeltzer, Donald J. Psych- 
iatry, Essentials of Clinical Practice ГА 

Grinker, Коу К. and Werble, Beatrice. The 
Borderline Patient. . + 

Gross, M. М.— е Edwards, G. 

Grotjahn, Martin. The Art and Technrque of 
Analytic Group Therapy .. “з 


Hartocollis, Peter (Ed.). Borderline MIN 
Disorders. The Concept, the Syndrome, the 
Patient s: 

Hatcher, Chris and Himelstein, Philip. (Eds. ). 
The Handbook of Gestalt Therapy i 

Hiebert, W. J. (Ed.)—see Stahmann, В. F. 

Himelstein, Philip (Ed.)—see Hatcher; Chris 

Horowitz, Mardi J. Hysterical Personality 


lg, Frances—see Gesell, Arnold 


Jarvinen, Lusa. Personality Characteristics of 
Violent Offenders and Suicidal Individ 


Jarvis, Jennifer. M. and Gibson, John. 
Psycholo, ogy for Nurses .. iá 
ohnson, Virginia E.—ses Masters, W. H. 


ulius, Demetrios A. (Ed.)—ses Blain, Jack D. 


Karacan, Ismet—see Fann, William E. 

Keller, M.—see Edwards, G. 

King, John—see Radzinowicz, Sir Leon 

Kleinman, Arthur M. (Ed.).—see Manschreck, 
Theo 

Kolodny, R. C.—see Masters, W. H. 

Kreitman, Norman (Ed.). Parasuicide pt 


Lewis, Ioan. Symbols and Sentiments 
Liss, Jerome. Free to Feel. Finding your way 
through the New Therapies › 


MacDonald, John М. Bombers and Fire Setters . . 
Manschreck, Theo and Kleinman, Arthur M. 
ds.). Renewal in Psychiatry: A Cruücal 
tonal Perspective А 
Mansell, Pattison, Е., Sobell, "Mark B. and 
Sobell, Linda C. Emerging Concepts of Alcohol 
Dependence 
Masters, W. H., Johnson, У. Е. and Kolodny, 
R. C. (Eds.). Éthical Issues in Sex Therapy and 
Research 
Masterson, James F. Psychotherapy of the 
Borderline Adult. A Developmental Approach . 
McAuley, Roger and McAuley, Patricia. Child 
Behaviour Problems: An Empirical Approach ta to 
Management 
McAuley, Patricia— see McAuley, Roger 


INDEX 


PAGE 
313 
518 


412 


314 


519 


610 
522 


4M 


Mittler, Peter (Ed.). 
Mental Retardation. 
Intervention 

Morris, Desmond. Manwatching, "A Field Guide 
to Human Behaviour Р 

Moser, J.—see Edwards, С. 

Mule, S. J. (Ed.). Cocaine: Chemical, Biological, 
Clinical, Social and Treatment Aspects . 


Peel, John—see Potts, Malcolm 

Perry, C. W.—see Sheehan, P. W. 

Pokorny, Alex D.—see Fann, William E. 

Pope, P. J.—see Gibbens, T. C. N. 

Poser, Ernest G. Behaviour Therapy in Clinical 
Practice: Decision Making, Procedure and 
Outcome .. 

Potts, Malcolm, Diggory, Peter and Peel, 
John. Abortion .. 


Radzinowicz, Sir Leon and King, Joan. The 
Growth of Crime .. 
"m Nicholas M. People Not Cases. A Philoso- 

cal Approach to Social Work . 
Réddaway. Peter—see Bloch, Sidney 
Rasman, John M. A History of Chimical туею: 
о 
Roberts, Brian—ses Furnenux, Barbara 
Room, R.—see Edwards, G. 


Shapiro, Theodore (Ed.). 

Piden Science, Vol.5 . 

Sh W. and Perry, C. W. Methodologies 
o Hom Hypnosis: A Critical Appraisal of Contem- 
pory Paradigms of Hypnosis ja 

Shepherd, Michael. The Career and Contribu- 
tions of Sir Aubrey Lewis . 


Research to Practice in 
Volume I. Care and 


Psychoanalysis and 


- Slater, Patrick. Dimensions of Intrapersonal 


Space А 
Smeltzer, D. J.—see Gregory, Ian 
Sobell, Linda C.—sse Mansell Pattison, Е. 
Sobell, Mark B.—see Mansell Pattison, E. 
Soothill, K. L.—see Gibbens, T. C. N. 
Stahmann, R. F. and Heibert, W. J. (Eds.). 
Klemer’s Counselling in Mental and Sexual 
Problems. A Clinician's Handbook 
repr Costas, Dornbush, Rhea and Fink, 
Max (Eds.). Hashish. Studies of Long-Term Use 
Stierlin, Helm. Psychoanalysis and per 
Therapy . 
Stone, F. H. Psychiatry and the Paediatrician 
Swinscow, T. D. V. Statistics at Square One 


Van Praag, H. M. Depression and Schizophrenia: 
A Contribution on their Chemica! Pathologies .. 


Weeks, Jeffrey. Coming out: Homosexual Pohtics 
in Britain, from the Nineteenth Century to the 
Present 

Weiner, Melvin: і. The Cognitive Unconscious 
A Piagetian Approach to Psychotherapy. . 

Werble, Beatrice—see Grinker, Roy R. 

Whitty, C. W. M. апа Zangwill, O, L. (Eds.). 
Amnesia .. EN 

Williams, Robert Le — see Fann, William E. 

Wittenborn, J. R. (Ed.). Modern Problems of 
Pharmacopsychiatry. Vol. 12. Behaviour and 
Pharmacology .. pae 

Wolf, Charlotte. Bisexuality. A Study 


Zangwill, O. L.—ses Whitty, C. W. M. 


PAGE 


203 
313 


612 


613 
612 


411 
309 


202 


611 


518 
609 
518 


519 


THE BRITISH JOURNAL 
OF PSYCHIATRY 


The Journal of Mental Science — 


Y 


= in 





Published by authority of 
The Royal College of Psychiatrists 


VOL. 132 


Ashford, Kent | 
HEADLEY BROTHERS LTD 


1978 


PRINTED IN 
GREAT BRITAIN BY 
HEADLEY BROTHERS LTD 
109 KINGSWAY LONDON WC2B 6PA 
AND ASHFORD KENT TN24 BHH 


BRITISH JOURNAL OF PSYCHIATRY, JUNE 1978 





THE BRITISH JOURNAL OF PSYCHIATRY 
Published monthly by HEADLEY BROTHERS LTD, Ashford, Kent TN24 8HH 


£6.00 per copy, including postage 


1978 Annual subscription rates if ordered directly from the printers: 
Inland: Institutions £55.00; Individuals £45.00 
Overseas Institutions £65.00 ($150.00) ; Individuals £55.00 ($120.00) 


Communications on general editorial matters, including MSS for publication, printed matter, 
and books for review, should be sent to the Editor, The British Journal of Psychiatry, 
17 Belgrave Square, London SW1X 8PG 


Communications and inquiries regarding sales from Vol 130-131 (1977) onwards and orders 

for offprints, to HEADLEY BROTHERS LTD. Inquiries for individual reprints should be 

addressed to the authors concerned. Claims for missing copies should be made within six 

months, Back numbers of the Journal obtainable from WILLIAM DAWSON & SONS LTD, 
Cannon House, Folkestone, Kent 


All correspondence relating to advertisements should be addressed to 


PTM PROFESSIONAL PUBLICATIONS LTD, 295 Balham High Road, 
London 51717 7BA. Telephone o1-672 7408 





Index to Advertisers 


Pharmaceutical Squibb, E. R. & Sons Ltd vii and facing p 545 
Warner, William R. & Co. Ltd . facing 6 

Bayer UK Ltd À E * Wellcome Medical Division е ы b о 

Bencard . G . facing p 592 Wyeth Laboratories P : é А К iv 

CIBA Laboratories . . . facing p 601 

Crookes Laboratories Ltd . А i : xii 

Geigy Pharmaceuticals Ltd Я А j : v Booksellers and Publishers 

Hoechst Pharmaceuticals Ltd . facing p 560 Academic Press Inc (London) Ltd . Я К viii 


Associated Book Publishers Ltd . А x vi 


. facing p 608 : 
Juan p Macmillan Press. loose insert 


loose insert 


Janssen Pharmaceuticals Ltd 
Lederle Laboratories 


Lundbeck Ltd vi and facing p 593 

Norgine Ltd . . . . . ` iii Clinics, Hospitals, Nursing Homes 

Organon Laboratories Ltd А . А А iX Bowden House Clinic . . я ; iy 

Pfizer Ltd . И . . . : : i Nestor Nursing Homes . i Ў . Я iv 

Smith Kline & French Laboratories Ltd The Retreat . Р ; Я . > ; ii 
facing pp 544, 561, 577 and Goo 51 Andrew’s Hospital i г s й 2 ii 








THE BRITISH JOURNAL OF PSYCHIATRY 












The Bulletin is now distributed free with every copy of the Journal. 


Printed in Great Britain by Headley Brothers Ltd тоо Kingsway London сав. 6PX and Ashford Kent 


VOLUME 132 JUNE 1978 
Dr. Alexander Walk -_ 
Fifty Years as an Editor . ; к БЕ Я ; QU c. Ex 529 
‘Forty Years of Wanderings’ —The ORO babii are Anociation, 1855-1894; by ' 
Alexander Walk . . . 530 
Papers : 
Platelet and Plasma Amibe Oxidase dii in Alcoholic Individuals; id Leslie F. Mai and па 
Dennis L. Мирћу . Р г 548 
А Controlled Trial of L-Tryptophan i in Mania; i^ С. A. Chambers and С. F. Nos 555 
Depression. and Hemispheric Functions: Changes Associated with Unilateral ECT; by : 
Ziad тув, Е. des. Hamster, Kathleen Digre and Rafig Waziri . 560 
/ ong-Term Study; by Francis Hugh Connolly and Michael Gipson . 568 
a k Symptoms in the Diagnosis of асова ina as | 
um : lation; by El-Tayeb A. Zarrouk . . Р . 571 
dye Parent Death and the Clinical Scales of the MMPI; by John Birtcinel. . | 574. 
ent of Fi igidity: A Comparative Study of Group and Individual Расай; т 
: by Ethna C. O'Gorman. ; : 580 
d | А Common Language for the Psychotherapies? by Anthony Ryle . : 585. 
л How Should We Measure Outcome in Psychotherapy? by Malcolm Adams. . 595 
E Insanity i in Bar of Trial in Scotland: A State Hospital Study; by Derek Chiswick 598 
. Abuse of Indigenous Psilocybin Mushrooms: A New Fashion and Some Psychiatric 
Complications; by C. Hyde, G. Glancy, P. Omerod, D. Hall and G. S. Taylor . 602 
a 6 Necrophilia, Murder and High Intelligence: A Case Report; by М.Р. Lancaster 605 
... Book Reviews А А К . . . Я . Я # "EN 609 
Index to Volume 132 (January-June 1978) b "ae. 0k codd Anat RD da 615 





ISSN 0007-1250 


Vol 133 | JULY 1978 








THE BRITISH JOURNAL ^ 
_ ОЕ PSYCHIATRY 





Published by auton ы a. 
The Royal E of Psychiatrists 





BRITISH JOURNAL OF PSYCHIATRY, JULY 1978 





NOTICE TO CONTRIBUTORS 
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References should be listed alphabetically at the end of the paper, the titles of journals being given in full. 
For the reference list, authors should follow the style of the Journal and study the illustrations set out below. 
Titles of books and of journals will be printed in italics and should therefore be underlined in the typescript. 
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Some antidepressants # 
enable your patients . 


to take life 


more easily 





In depression the risk of suicide is increased. 
Many antidepressant drugs increase this risk considerably. 
Fluanxol is effective, non-sedating and quick-acting in the 
treatment of depression. In addition clinical reports 
show that in overdosage it lacks the acute toxicity of 
other antidepressants ~ up to 3 months’ 
supply of tablets have 


Fluanxol 5 
controls the depression and reduces the risk of fatality. 


Lundbeck Limited, Lundbeck House, Hastings Street, Luton LUI SBE, Telephone Luton 411482 Telex 825325 Jede 





Ativan 


(lorazepam, Wyeth) 
stands outin the treatment of anxiety 







Unlike most other benzodiazepines, ativan has a 
direct one-step metabolism and is converted 
almost entirely to one inactive metabolite. arivan 
thus ensures a more rapid and predictable 
anxiolytic response from your patients with fewer 
unwanted effects. 









Ativan — rapid and predictable anxiolytic response 






Wyeth Anvan is presented as yellow tablets containing 2.5 mg lorazepam. (A blue oblong tablet and an injectable 
i { í form are aiso avaiable) Further information is available on request to the Company 
E Wyeth Laboratories John Wyeth & Brother Lid. Taplow, Maidenhead, Berks. "trade marks 
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Years ahead . 
withclinicalexperience 
and controlled research studies 


Modecate 


(fluphenazine decanoate) 


internationally accepted as the standard depot treatment for schizophrenia 


Full prescribing information is available from: (Ш) 
"Technical Department, Е.В. Squibb & Sons Ltd., Regal House, Twickenham. TWI 3QT. SQUIBB 
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NEW ZEALAND 


BAY OF PLENTY HOSPITAL BOARD 


WHOLE-TIME SPECIALIST PSYCHIATRIST, WHAKATANE HOSPITAL 
NEW ZEALAND 


Applications are invited from registered medical practitioners possessing a recognized specialist quali- 
fication in psychiatry for the above position. Whakatane is an extremely popular area. It is situated on 
the coast and has one of the country’s best climates, as well as excellent recreational and educational 
facilities. 

The Psychiatric Unit accepts all referrals from the Eastern Bay of Plenty (population 46,000) and has 
inpatient, daypatient and outpatient facilities, It caters for acute, short-stay patients, and runs as far as 
possible as a therapeutic community. There are at present 14 acute admitting beds. Long stay and 
psychogeriatric patients are assessed locally, but admitted to more appropriate hospital units elsewhere. 
A new psychiatric unit is being planned with 20 beds and full inpatient and daypatient facilities, with an 
integrated outpatient consultation area. Planning for this unit is well advanced, 

The post requires wide psychiatric experience, and a wish to work with patients of all ages, i.e., children 
and adolescents to the psychogeriatric age group. The accent is on individual, marital and family 
counselling and group therapy. Rehabilitation and support for patients to remain in the community is 
emphasized and a psychiatric domiciliary nurse is occupied full-time in this sphere. 

Present staff includes a specialist psychiatrist (whole-time), an assistant medical officer (part-time 9/10), 
a clinical psychologist, a psychiatric social worker, occupational therapist and appropriate nursing staff. 
There is a vacancy for a senior psychologist (at present being advertised). All staff are involved in the 
planning and running of the unit on team lines. Fuller details of the post, with further information on 
the proposed new psychiatric unit, can be supplied on request. 

Salary will be within the scale $N.Z. 17,060/$N.Z. 22,161 plus 3.5 per cent special interim allowance, 
plus $N.Z. 365 cost-of-living allowance, commencing rate depending on qualifications and experience. 


Applications should be air mailed urgently to: 


The Chief Executive, Bay of Plenty Hospital Board, 
P.O. Box 241, Whakatane, New Zealand. 


NELSON NEW ZEALAND 
NELSON HOSPITAL BOARD 
WHOLE-TIME SPECIALIST PSYCHIATRIST 


Applications are invited from suitably qualified medical practitioners who are eligible for full 
registration in New Zealand (i.e. whose basic qualification was obtained in New Zealand, the 
United Kingdom, Canada, South Africa, Australia or Ireland), for the position of whole-time 
Specialist Psychiatrist to the general and psychiatric hospitals of Nelson Hospital Board. 

The appointee will share with two other whole-time psychiatrists the care of inpatients, day 
patients and outpatients of Ngawhatu Psychiatric Hospital, of referred inpatients of Nelson 
Hospital, and of the outpatients attending the Board's Adult Psychiatric Clinic at Nelson 
Hospital. Opportunity is also offered for involvement in the work of an Alcoholism Treatment 
Unit. The psychiatric staff includes fully qualified clinical psychologists and social workers as 
well as additional medical officers. 

Salary will be within the scale N.Z. $17,060 to N.Z. $22,161 per annum, plus interim allow- 
ance of 3.5 per cent, and cost of living allowance of N.Z. $365. There is also provision for 
payment for overtime worked, by means of an additional duties supplement of up to 10 per 
cent. The commencing rate is determined by the Director General of Health in accordance 
with the appointee's qualifications and experience. 


Application forms, together with Conditions of Appointment, are available from ;— 


The Secretary, Nelson Hospital Board, 
P.O. Box 132, Nelson, New Zealand 


with whom applications close on 31 July 1978. 
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Sparine.... 


senile patients to grow old 
without growing troublesome 


difficult to manage as they grow older. They 

often become unco-operative and aggressive 
towards those who wish to carefor them and 

place a considerable extra burden оп nursing staff. 
sparine (promazine hydrochloride В.В.) reduces 
agitation without causing over-sedation and helps 
to make them more co-operative, alert and active, 


Sparine calms and controls 
elderly, agitated patients 


Full prescribing information is available on request Wroth 
Wyeth Laboratories, Taplow, Maidenhead, Berks. 44 


“irade marks Sp. 37. 
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THE EXPERIENCE OF 


DEPRESSION 


by Dorothy Rowe, | 
Principal Psychologist, Lincolnshire Area 
Health Authority. 


The depressed person's own perceptions, the 
feelings of despair and isolation — from these 
personal accounts, and from her experience as a 
clinical psychologist, Dorothy Rowe offers a new 
interpretation of depression, as individual prisons of 
isolation and mental pain which depressed people 
create through their own language and personal 
structuring of their. worlds. This sympathetic, 
‘personal constructs’ view of depression has 
important implications for therapy and personal 
change. 
March 1978 
0471 99554 1 


A paper edition is in preparation, 


292 pages 
$22.75/£10.75 


VIOLENCE AND THE FAMILY 


edited by J.P. Martin, Department of 
Sociology & Social Administration, 
University of Southampton. 


This specially commissioned volume of contributions 
gives a comprehensive review of family violence. It 
examines the reality of family violence in personal, 
psychological and sociological terms; it describes 
policies and practices which may help prevent or 
mitigate the sufferings of the victims and it suggests 
certain broad implications for social development, 
public policy and social work education as related to 
family violence, All the contributors to this volume 
have a common concern with the understanding and 
alleviation of family violence and the suffering it 
involves and this book is offered as a contribution to 
the long term process of educating social workers, 
administrators, policy makers and the concerned 
public about the extent, nature and requirements of 
this problem. 
April 1978 


378 pages 
0471 99576 2 


$26.00/£11.95 


Available fram ail good beoksellers or 
from Wiley. if you wish to use American 
Express, Diners Club, Barclaycard or 
Access, please quote your card and 
number. 





John Wiley & Sons Limited 


Baffins Lane - Chichester - Sussex - England 
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ST. ANDREW'S HOSPITAL, NORTHAMPTON 
PRIVATE PSYCHIATRIC CARE—A COMPREHENSIVE FACILITY 


St. Andrew's aims to provide the best in psychiatric care in a comfortable and relaxed 
environment, Staffed by eight full-time Consultant Psychiatrists, three Clinical Psychologists and 
with a full complement of skilled nursing and rehabilitation staff, the hospital offers a broad range 
of psychiatric treatments. Care is provided on a short, medium and long term basis and the 


following specific units are available: 


SHORT TERM ACUTE TREATMENT 
ALCOHOL TREATMENT 
BEHAVIOUR MODIFICATION 

DAY HOSPITAL 


PSYCHOGERIATRIC 

BRAIN DAMAGE AND EPILEPSY INVESTIGATION 
PSYCHOTHERAPY 

MENTAL HANDICAP 


Out-patient facilities are available at the hospital, at 148 and 152 Harley Street, London W.1 E 


Oxford and Bedford. 


St. Andrew's is an Independent Hospital and subscribers to the main Private Contributory 
Schemes may claim benefits within the terms of these schemes. 


Further details and brochures may be obtained from the Medical Director, 


St. Andrew's Hospital, Northampton. 
Telephone 0604 21311. 


E= Ф 
Ticehurst House 


First-class medical and nursing care are 
available at Ticehurst House E the 
treatment of both short stay and longer 
| term psychiatric patients. 

| ALCOHOLISM 

Comprehensive resources also exist to 
help those with alcohol-related disorders 
in the Newington Unit at Ticehurst 
under a new Director, 


Further information is 
available from the Matron. 
Telephone; 0580 200391 








rS рганы 


Wadhurst, Sussex TN5 7JA 





BOWDEN HOUSE CLINIC 


Harrow-on-the- Hill, Middlesex 
Tel: 01-864 0221 
Only 20-25 Mins. from London 
via Westway Extension 


Founded in 1911 by Dr. H. Crichton- Miller 


A non-profit making Charity outside the National 
Health Service 


A private clinic (all patients having single rooms) for 
the treatment. of patients suffering from neuroses, 
early psychoses, psychosomatic disorders, drug 
addiction and alcoholism. 
Treatment is supervised by experienced psychiatrists 
whose services are inclusive in the patients’ fees, 
A full physical examination and pathological investi- 
gations are made in the first week, 
Facilities are also available to Consultants wishing to 
treat their own patients independently. 


Apply for details: Administrative Secretary 
Applications for admission to the Matron 
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A Manual for Repertory Grid Technique 


-Fay Fransella and D. Bannister Ud 
1977, xiv + 194pp., £3.80/$7.50 (paperbound) 0.12.265456.0 
£7.50/$14.65 (cloth) 01.12.265450.1 S 


In the last twenty years, repertory grid technique has been found so useful by people in a variety 
of disciplines, that many different forms, and a multiplicity of measures have been developed. 
This manual describes a variety of commonly used grid formats and measures derived from them. 
The authors focus on the many difficulties involved in grid design and administration and the 
assumptions underlying grid method that must be observed if meaningful results are to be 
obtained. In so doing they dwell at some length on the notions of reliability and validity since the 
questions one is asking in the context of a repertory grid differ from those asked when using 
traditional psychological "tests". 


New Perspectives in Personal 
Construct Theory 


edited by D. Bannister 
1977, xiv + 356pp., £10.80/$21.15 0.12.077940.4 


This book is the successor to a collection of essays, published in 1970, under the title 
‘Perspectives in Personal Construct Theory’. A varied range of psychologists contribute very lively 
essays on topics of their personal choice, treating them in the light of personal construct theory. 
The volume contains an hitherto unpublished essay by George Kelly “The Psychology of the. 
Unknown", It comprises thirteen other contributions, ranging across subject areas such as child- 
mother interaction, the use of grids with children, construct theory views of self, a study of 
religious hippie community in construct theory terms, uses for the theory in personal life, Kelly's 
ideas about "emotion", the practical implications of the theory for psychotherapy, a grid study of 
adolescents in a detention centre and the implications of the theory for participatory democracy. 


Personal Construct Psychology 1977 


edited by Fay Fransella 
June/July 1978, x + 274pp., £7.80/$16.15 0.12.265460.9 


Presented here are some of the papers given at the Second International Congress on Personal 
Construct Theory held in Oxford in July 1977. The selected papers illustrate the imaginative ways 
in which the personal construct psychological approach has been used in a variety of settings. 
The range of topics is wide, some emphasising theory, some applications and others develop- 
ment in grid technique. Papers selected for presentation reflect the following criteria: that readers 
would not have easy access to related work of the authors, topic areas should be as varied as 
possible, there should be an emphasis on research work. Abstracts of all other contributions to 
the Congress are included to indicate the wide range of interests of personal construct 
psychologists. 


Academic Press London NewYork San Francisco 
A Subsidiary of Harcourt Brace Jovanovich, Publishers (2 
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Kindling as a Model for Alcohol Withdrawal Syndromes 


By JAMES C. BALLENGER and ROBERT M. POST 


SUMMARY Periodic brain stimulation, particularly in the limbic 
system, at stimulus intensities initially too low to produce any beha- 
vioural or EEG effects, progressively produces EEG changes, motor 
automatisms, and eventually convulsions, an effect called kindling. 
Data are presented and reviewed that suggest that the severity of 
alcohol withdrawal symptoms progressively increases over years of 
alcohol abuse in a stepwise fashion similar to the kindling process. 
The model is presented that the limbic system hyperirritability which 
accompanies each alcohol withdrawal serves over time to kindle 
increasingly widespread subcortical structures. These long-term 
changes in neuronal excitability might relate to the progression of 
alcohol withdrawal symptoms from tremor to seizures and delirium 
tremens, as well as the alcoholic personality changes between episodes 


of withdrawal. 


‘If the patient be in the prime of life 
and from drinking he has trembling hands, 
it may be well to announce beforehand 
either delirium or convulsion.’ 

Hippocrates 


Introduction 


Periodic electrical stimulation of various 
brain sites, particularly in the limbic system, 
at stimulus intensities initially too low to 
produce any behavioural or electroencephalo- 
graphic effects, eventually produces behavioural 
convulsions, an effect which has been called 
kindling (Goddard et al, 1969). With repeated 
stimulation, the after-discharge (AD) threshold 
is reduced to a point where subsequent stimula- 


tions at previously subthreshold levels do - 


reliably elicit an AD. With continued stimula- 
tions, mild motor automatisms appear which 
gradually increase in severity with each suc- 
cessive stimulation until motor seizures are 
elicited. The optimal inter-stimulation interval 
is approximately 24 hours, and, in fact, massed 
stimulations may actually retard kindling 
(Goddard et al, 1969). 


There is a concomitant progression of in- 
creasing duration, amplitude, and anatomical 
spread of the AD. With time the AD includes 
epileptiform spikes, which increase in fre- 
quency, and eventually stimulation results in 
sustained epileptic discharges (Racine, 1972). 
During this kindling process, interictal epileptic 
spikes appear between stimulations and become 
increasingly frequent (Wada and Osawa, 1976). 
In several animal species, behavioural and 
electroencephalographic changes develop in a 
stepwise fashion, include the same sequence of 
stages, and progress with only transient re- 
gressions in the direction of increasing com- 
plexity and severity. The electrophysiological 
changes which develop during kindling are 
enduring, if not permanent, changes in brain 
function (Goddard et al, 1969; Goddard and 
and Douglas, 1975; Wada and Sato, 1974). 

A similar kindling process occurs with 
periodic administration of metrazol (Mason 
and Cooper, 1972), fluorothyl (Pritchard et al, 
1969), cocaine (Post et al, 1976), lidocaine 
(Post et al, 1975), and carbachol (Vosu and 
Wise, 1975). 


2 KINDLING AS A MODEL FOR ALCOHOL WITHDRAWAL SYNDROMES 


Several authors have suggested that the effect 
of alcohol on the central nervous system is 
primarily mediated through bioelectrical 
changes in subcortical structures (Begleiter 
et al, 1974; Kalant, 1961; Himwich et al, 1966). 
Alcohol is a central nervous system (CNS) 
depressant, and it has been shown that hyper- 
irritability of the CNS occurs during with- 
drawal from chronic alcohol use. This has been 
demonstrated by the exaggeration of evoked 
responses during withdrawal (MacDonell et al, 
1971; Begleiter et al, 1973; Victor and Brausch, 
1967), and by the lowering of the electroshock 
startle threshold (Edmonds and Bellin, 1976) 
and the threshold for either spontaneous seizures 
(Kalant, 1961; Mendelson, 1972) or seizures 
induced by various techniques, e.g. chemical 
(Hunt, 1973; Ratcliff, 1972), auditory stimula- 
tion (Freund and Walker, 1971), and electro- 
convulsive shock (McQuarrie and  Fingl, 
1958). 

Most studies in man employing cortical EEG 
tracings have shown minor dysrhythmias during 
alcohol intoxication and withdrawal (Isbell et al, 
1955; Wikler et al, 1956; Begleiter and Platz, 
1972; Marinacci, 1963; Arentsen and Sindrum, 
1963; Kotani, 1967), including decreases in the 
alpha rhythm, random spike-like events, and 
waves of rhythmic paroxysmal discharges. It 
has been postulated that these abnormalities 
reflect а more widespread subcortical abnor- 
mality (Begleiter and Platz, 1972). 

Recent investigators have directly measured 
the EEG in subcortical and limbic structures 
in animals during withdrawal and have 
demonstrated gross EEG abnormalities. A 
similar pattern of EEG disturbances during 
alcohol withdrawal has been demonstrated in 
the cat (Guerrero-Figueroa et al, 1970), mouse 
(Walker and Zornetzer, 1974), and rat (Hunter 
et al, 1973). Initial slowing is replaced by 
isolated epileptiform spikes which increase in 
frequency and severity until they are organized 
into paroxysmal bursts and, ultimately, sus- 
tained seizure discharges occur. As withdrawal 
proceeds, sustained epileptic discharges are 
observed from recordings not only from the 
hippocampus and amygdala, but also the 
thalamus, septal nucleus and frontal cortex. 
These EEG abnormalities occur temporally 


either before, or concurrently with, the onset 
of the behavioural signs of withdrawal. 

These subcortical EEG abnormalities in 
withdrawal are similar in type, location, and 
anatomical spread to the described EEG 
manifestations of the kindling process. Addi- 
tionally, in experimental animals these electro- 
encephalographic abnormalities are cumulative, 
becoming progressively more severe with re- 
peated episodes of withdrawal (Walker and 
Zornetzer, 1974; Hunter et al, 1973) and in 
particular are more severe even from the onset 
of the later withdrawal episodes. These and 
other similarities between the alcohol with- 
drawal syndrome and the kindling process 
suggested to us the potential value of utilizing 
the kindling paradigm to conceptualize the 
alcohol withdrawal syndrome. 

We will present evidence from alcoholics we 
have studied suggesting that the progressive 
severity of the alcohol withdrawal syndrome 
relates to duration of heavy drinking (and pre- 
sumably to the number of episodes of with- 
drawal). Other factors, such as amount of 
alcohol consumed and duration of a given 
drinking episode were not assessed in this 
study but may also be important variables in 
the apparently complex aetiology of the with- 
drawal syndrome. We review the literature 
pertinent to the proposed conceptual model 
of alcohol withdrawal as a kindling process. 
This model may help organize a variety of 
clinical and laboratory data in a coherent and 
testable framework. 


Methods 

We examined the records of alcoholic in- 
patients treated at the Alcohol Rehabilitation 
Unit at the National Naval Medical Center in 
Bethesda, Maryland, from the years 1974-1976, 
to obtain data from the last 200 men admitted 
who met the study criteria. The subjects chosen 
(1) were diagnosed as alcoholics by the treating 
psychiatrist according to Diagnostic and Statis- 
tical Manual П (DSM П) criteria for the 
diagnoses of Habitual Excessive Drinking or 
Alcohol Addiction and by using research 
diagnostic criteria (RDC) for Alcoholism esta- 
blished by Spitzer et al (1975) at the time of the 
retrospective review; (2) had been drinking 
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more than 7 ounces of absolute alcohol daily, 
e.g. greater than 10 beers or approximately one 
pint of whisky, for at least the six months pre- 
ceding admission, and (3) had sufficient data 
present in the record to rate the intensity of their 
current and past withdrawal symptomatology. 

There were no age limits but patients with 
evidence of brain damage of any nature were 
eliminated. The median age was 31 years with 
a range of 18 to 59. Since many of the alcoholics 
studied were being seen early in the illness, we 
defined onset of alcohol abuse as either the 
beginning of heavy drinking, i.e. daily drinking 
greater than seven ounces of absolute alcohol, 
or when classic symptoms of alcoholism 
appeared, e.g. loss of control, blackouts, loss 
of job, divorce or arrest secondary to drinking. 

Records were reviewed for age, years of 
drinking, years of alcohol abuse, and with- 
drawal symptoms both by history and at the 
current hospital admission. Data on with- 
drawal symptoms were available from physi- 
cians’ and social workers’ histories and two 
self-report inventories of alcoholic history and 
symptoms. Although historical information on 
severity of drinking is notoriously unreliable, it 
was felt that the number of years of alcohol 
abuse could be reliably approximated and 
utilized as in the studies of Mello and Men- 
delson (1976) and other workers in the field 
(Mendelson and LaDou, 1966; Jellinek, 1952; 
Park, 1973). Withdrawal symptoms were glo- 
bally rated in a simplified schema of five stages: 
Stage 0—no withdrawal symptomatology ; Stage 
]—mild tremulousness; Stage 2—- gross tremors 
(‘shakes’), autonomic hyperactivity (fever, dia- 
phoresis); Stage 3—seizures or confusion or 
rarely, isolated hallucinations; Stage 4—deli- 
rium tremens (DTs). The diagnosis of DTs 
was made when delirium, increased autonomic 
activity, coarse tremor and visual hallucinations 
were present during alcohol withdrawal. 

Since in this initial search we found only four 
cases of delirium tremens which had been 
documented in our hospital, we also surveyed 
in a similar manner the records of patients 
with the discharge diagnosis of DTs from any 
medical service of the National Naval Medical 
Center during the same years and located an 
additional 15 patients with the diagnosis of DTs. 


Results 


As is seen in Table I, 91 per cent of the alco- 
holics observed during the index admission 
who had been drinking less than three years 
had no withdrawal symptoms and none ex- 
perienced more than a mild tremor (Stage 1). 
However, in the four- to five-year range, 36 per 
cent had symptoms of Stage | severity and 
22 per cent had histories of Stage 2 or greater 
symptomatology. In the group which had 
abused alcohol ten years and greater, two-thirds 
of these patients had withdrawal symptoms 
rated Stage 2 or greater. There were no serious 
withdrawal reactions (Stage 3 or 4) until after 
six years of abuse, with increasing incidence 
thereafter. This finding that more serious with- 
drawal symptomatology was associated with 
longer duration of alcohol abuse was statisti- 
cally significant by both Chi square analysis 
(xt = 160.89, P < 0.001) and Kendall’s tau 
(tau == .55, Р < 0.001). 

In the larger sample of patients obtained 
with a discharge diagnosis of delirium tremens, 
the onset of DTs usually does not occur until 
after many years of alcohol abuse, with 80% 
occurring after at least ten years. Nearly half of 
these patients reported that their first episode 
of DTs occurred only after more than 15 years of 
heavy drinking. 

While age and severity of withdrawal were 
also highly correlated (tau = .27, P < .001), 
this appeared to be secondary to the natural 
relationship between age and years of alcohol 
abuse. In order to dissect out the possible 
specific contribution of age, the relationship of 
severity of alcohol withdrawal to years of abuse 
was compared in those patients above and below 
the median age of 31. In both populations, the 
severity of alcohol withdrawal increased at the 
same rate in relation to number of years of 
alcohol abuse, indicating that age itself was not 
a principal determinant in these data. 


Discussion 
Our data demonstrate that the alcohol with- 
drawal syndrome becomes progressively more 
severe with increasing years of heavy daily 
alcohol abuse irrespective of age. Other poten- 
tially important factors, such as amount con- 
sumed, pattern of drinking, duration and severity 


4 KINDLING AS A MODEL FOR ALCOHOL WITHDRAWAL SYNDROMES 


Taste I 
Duration of alcohol abuse and withdrawal symptomatology (index admission) 








Severity of withdrawal 
Years of 0 | 2 3 4 
alcohol abuse “Shakes” 
None Mild tremor automatic Seizures DTs 
hyperactivity confusion 
4-3 (N 95) 87 (91%) 8 (9%) 0 0 0 
3-5 (N 36) 15 (42%) 13 (36%) 8 (22%) 0 0 
5-10 (N 48) 15 (31% 12 (25%) 17 (3595) 3 (6%) 1 (3% 
10-15 (N 15) 3 (2095) 2 (1495) 6 (40%) 3 (2095) 1 (6%) 
15-20 (N 4) 1 (25%) 0 (0%) 1 (25%) 0 2 (50%) 
> 20 (N 2) 0 1 (50%) 1 (50%) 0 0 


of an individual drinking episode, and health 
were not systematically assessed in this study and 
would require a different methodology. None- 
theless, the absence of withdrawal symptoms 
early in the course of these chronic alcoholics 
and the progressive nature of their withdrawal 
syndromes over time are consistent with many 
reports in the literature discussed below and 
with a kindling model of alcohol withdrawal. 


Kindling model 


We propose that repeated episodes of with- 
drawal in chronic alcoholics serve as stimuli for 
kindling of subcortical structures, primarily 
limbic, hypothalamic, and thalamic nuclei. 
As the kindling focus is progressively established 
and spreads, withdrawal symptoms become 
progressively more severe. We hypothesize that 
the spectrum of withdrawal symptoms from mild 
withdrawal with tremor and autonomic symp- 
toms to the more severe withdrawal symptoms of 
hallucinations, psychic symptoms, epileptic 
seizures, and delirium tremens are secondary to 
cumulative physiological changes which accom- 
pany a kindling-like process. These progressive 
functional changes in subcortical and cortical 
structures which would accompany the spread 
of a kindled focus also might be related to 
personality changes and other symptoms of 
chronic alcoholism not primarily related to 
withdrawal. Figure | is a schematic representa- 
tion of this model. 


Since there is currently no direct evidence 
with implanted depth electrodes in primates 
bearing on this hypothesis, we will present 
what pertinent indirect data are known and 
use predictions from the kindling model to 
organize the available clinical and laboratory 
data. 


Predictions from the kindling model 


(1) The kindling stimulus (i.e. withdrawal 
from ethanol) would be repeated many times, 
at spaced intervals, and symptoms should be 
related to the recurrence of this kindling 
stimulus. 


(2) Over time and with repeated episodes 
of withdrawal, withdrawal symptoms in 
alcoholics should become progressively more 
severe. 


(3) Withdrawal symptoms should be grouped 
into serially progressive and organized stages 
similar to the stages in the development of 
kindling, and this progression should be 
cumulative and, in general, unidirectional. 


(4) Symptoms should be related to subcortical 
kindling-like changes in neuronal excitability, 
alterations in after-discharge thresholds and 
durations, and ultimately even in seizures. 
These changes would lead to increasing symp- 
toms by interfering with the normal functioning 
of these areas. 
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DURATION OF ALCOHOL ABUSE 
Fic 1.—Kindling model for symptomatology of chronic alcoholism. 


(5) After many ‘stimulations’, i.e. episodes of 
withdrawal, spread of discharges might be 
extensive enough to involve cortical areas and 
therefore result in generalized motor seizures. 

(6) As the kindling progresses, there should 
be evidence of an altered central nervous 
system between episodes of withdrawal. Sequen- 
tial changes in personality and emotional 
function should develop and increase during 
the interval between alcohol withdrawals, 
perhaps parallel to the increase in interictal 
discharges during kindling. 

(7) There should be an interaction between 
alcohol withdrawal and its attendant symptoms 
and those medications or manoeuvres which 
are known to promote or retard kindling. 


Discussion of predictions 

(1) Alcohol withdrawal as the kindling stimulus. 
Evidence supporting the first two predictions 
is both self-evident and supported by experi- 


mental studies. Despite early disagreement over 
the aetiology of the varied symptoms of the 
withdrawal syndrome, e.g. tremor, diaphoresis, 
fever, hallucinations, seizures, D'Ts, there is 
now clear experimental (Isbell et a/, 1955; 
Wikler et al, 1956; Mendelson and LaDou, 1964; 
Mello, 1972) and clinical evidence (Victor and 
Adams, 1953) that it is the withdrawal from 
alcohol itself which is responsible for the 
syndrome. In drinking alcoholics, withdrawal 
from alcohol occurs not only at the termination 
of each prolonged episode of drinking, but also 
approximately every 24 hours as the alcoholic 
goes to sleep; the 24-hour interval is optimal 
for kindling in animals. We are assuming that 
years of alcohol abuse would correlate closely 
to number of episodes of withdrawal, either as 
periods of prolonged abstinence or the relative 
withdrawal which occurs daily with sleep. 
Those who drink heavily but only sporadically 
do not develop severe withdrawal symptoms 
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(Feuerlein, 1967), and chronic drinking on a 
heavy and regular if not daily basis seems 
necessary for development of the full-blown 
alcohol withdrawal syndrome. What is an 
adequate stimulus for the development of 
significant withdrawal symptoms seems to 
depend on a complex interaction between years 
of chronic and probably daily drinking, amount 
consumed, and recent heavy exposure (Isbell 
et al, 1955; Johnson, 1961; Cutshall, 1965; 
Victor, 1970; Mendelson and LaDou, 1964; 
Mello and Mendelson, 1976). There is evidence 
in animals that both a critical dose (Ellis and 
Pick, 1970) and daily (Goldstein and Arnold, 
1976; Majchrowicz and Hunt, 1976) exposure 
for at least several days are required for deve- 
lopment of withdrawal symptoms. In man, 
recent evidence suggests that the two most 
critical determinants of withdrawal are duration 
of heavy drinking and dose (Mello and Mendel- 
son, 1976). 

McQuarrie and Fingl (1958) have demon- 
strated that the severity and duration of the 
drop in seizure threshold during alcohol with- 
drawal is directly related to duration of alcohol 
exposure. It is our hypothesis that brain elec- 
trical hyperirritability which accompanies this 
reduction in the seizure threshold serves as a 
stimulus for kindling. The link between duration 
of drinking and reduction in seizure threshold 
demonstrated by McQuarrie and Fingl might 
reconcile some of the complexity of the pre- 
sumed multifactorial aetiology of alcohol with- 
drawal. That is, the principal variables of 
duration of drinking, amount consumed, daily 
drinking, and heavy recent exposure might 
be seen to operate via a common mechanism 
of a reduction in seizure threshold, which in 
turn would produce kindling. However, contri- 
butions of multiple factors in the development 
of dependence would also be compatible with 
the kindling process as a major but not sole 
component of withdrawal. 


(2) Progression in severity of withdrawal syndrome 
over time. Our findings that withdrawal becomes 
progressively more severe as duration of alcohol 
abuse increases are in substantial agreement 
with the extensive and varied evidence from 
other investigators. Although in some alcoholics 


withdrawal symptoms begin early in the course 
of their alcoholism, many investigators and 
clinicians have presented clinical evidence that 
the withdrawal syndrome is a cumulative 
syndrome requiring many years of alcohol abuse 
for development of significant withdrawal 
symptoms (Johnson, 1961; Lundquist, 1961; 
Nielsen, 1965; Mendelson et al, 1966; Gross 
et al, 1972; Wolfe and Victor, 1971; Segal et al, 
1970). Certain of the more severe components 
of the syndrome, hallucinations and DTs 
(Victor and Adams, 1953), seizures (Gross et al, 
1972; Victor and Brausch, 1967), clouding of 
consciousness (Gross ef al, 1972), and alcoholic 
psychoses (Singer and Wong, 1973), only occur 
in chronic alcohol abusers. An extensive body of 
research based on questionnaire responses from 
large numbers of alcoholics in several cultures 
also uniformly documents that physical symp- 
toms of withdrawal appear only after 10 to 20 
years of heavy alcohol abuse (Jellinek, 1952; 
Trice and Wahl, 1958; Horn and Wanberg, 
1969; Park, 1973). Some investigators have 
found no correlation of DTs with duration of 
abuse (Whitwell, 1975; Feuerlein, 1974), but 
rather with ‘seriousness’ (Whitwell, 1975), with 
the pattern of drinking (Feuerlein, 1974; Mello, 
1972), or an interaction between duration and 
pattern (Mello and Mendelson, 1976). 

In animals the severity of the withdrawal 
syndrome is related to duration of exposure and 
dose (Walker and Zornetzer, 1974; Ellis and 
Pick, 1970; Freund, 1969; Goldstein, 1972a, 
1972b), and in the studies of Branchey et al 
(1971), Walker and Zornetzer (1974), Gold- 
stein (1974), and Hunter et al (1973), is more 
severe in animals which were previously 
addicted to alcohol. As predicted by the model, 
both the behavioural symptoms and EEG 
abnormalities in mice (Walker and Zornetzer, 
1974) and rats (Hunter et al, 1973; Branchey 
et al, 1971; Goldstein, 1974) become pro- 
gressively more severe with repeated episodes 
of withdrawal. In the studies by Branchey et al 
(1971) and Goldstein (1974) this cumulative 
effect was shown to be dependent on an optimal 
interval between episodes of dependence, a 
phenomenon reminiscent of kindling. The 
difference in the length of this interval observed 
in these two studies may be related to differences 
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in duration and dosage of initial periods of 
intoxication. Also directly consistent with the 
model, chronic alcoholics experimentally 
administered alcohol develop withdrawal symp- 
toms after less alcohol exposure than do 
abstinent morphine addicts (Isbell et al, 1955) 
or normals (Mendelson et al, 1966; Mello, 
1973; Gross et al, 1974), perhaps reflecting long- 
lasting brain changes from previous alcohol 
exposure. 


(3) Stepwise progression of withdrawal stages. As 
predicted, the alcohol withdrawal syndrome is 
generally organized into serially progressive 
stages in which one stage is incorporated into 
the next in an unidirectional manner, so that once 
a particular level of severity is attained, subse- 
quent episodes of withdrawal usually, although 
not invariably, again reach that level of severity 
(Mellow and Mendelson, 1976). In monkeys 
(Ellis and Pick, 1970), mice (Walker and 
Zornetzer, 1974; Freund, 1969), dogs (Essig 
and Lam, 1971), rats (Hunter et al, 1973; 
Branchey et al, 1971), and humans (Isbell et al, 
1955; Mendelson and LaDou, 1964; Victor 
and Adams, 1953; Gross et al, 1971), there is a 
similar sequence of severity of withdrawal 
symptoms which begins with tremor, and 
progresses to more severe tremor, autonomic 
hyperactivity, seizures, hallucinatory-like ex- 
periences, and in humans in its most extreme 
but rare form, to delirium tremens. 

That the alcohol withdrawal syndrome is 
organized. into stages akin to the stepwise 
kindling process is also suggested by the all-or- 
none quality of some of the alcohol withdrawal 
symptom clusters or stages. Although as many 
as a third of the cases of DTs begin with with- 
drawal seizures, once DTs begin, almost 
invariably the seizures remit and do not recur 
(Victor and Brausch, 1967; Wolfe and Victor, 
1971; Victor, 1973). The progression of the 
withdrawal syndrome prior to full-blown DTs 
often includes a lucid period just prior to the 
onset of delirium (Whitwell, 1975). This is 
similar to the reorganization of the behavioural 
and EEG responses in the kindling process 
which occurs just prior to the onset of seizures 
(Pinel and Van Oot, 1975). With the onset of 
DTs there is also evidence of a change in evoked 


potentials (Victor and Brausch, 1967). DTs is a 
rare syndrome and although there is controversy 
about whether this most severe manifestation 
of the withdrawal syndrome is recurrent 
(Feuerlein, 1967), there is evidence that this is 
in fact the case (Gross et al, 1974). 

An observable end point of the kindling 
process is seizures, either evoked, or in some 
rare cases, spontaneous. An apparent incon- 
sistency of the kindling model of the alcohol 
withdrawal syndrome is that the progression in 
severity of symptoms extends beyond seizures to 
delirium tremens. However, alcohol and alcohol 
withdrawal have wide-ranging biochemical 
effects and the precise symptom picture achieved 
by recurrent discharge of many areas of the 
brain activated by alcohol withdrawal cannot 
directly be compared with discrete electrical 
stimulation of one brain region in the usual 
kindling paradigm. When kindling-like pro- 
gressive effects on seizures have been induced 
with other pharmacological agents such as 
lidocaine (Post et al, 1975) or cocaine (Post et al, 
1976), progressive effects on a wide range of 
behaviours have also been noted. Thus, we are 
suggesting a kindling mechanism to help under- 
stand the temporal sequences of alcohol with- 
drawal phenomena, although a more specific 
comparison of symptom picture would require 
chronic studies in primates. 


(4) Bioelectrical changes during withdrawal. Wada 
and Sato (1974) have elegantly described the 
kindling process in cats in which a focus kindled 
by stimulation of the amygdala spreads first to 
the ipsilateral basal ganglia, then to contra- 
lateral amygdala and basal ganglia, then to 
ipsilateral midbrain reticular formation, dorso- 
medial thalamus and the frontoparietal cortices. 
The progressive development of alcohol with- 
drawal symptoms may similarly be related to a 
particular sequence of spreading electrical 
discharges which involve widely distributed 
areas of brain. 

In the experimental work relating most 
directly to our hypothesis, subcortical areas were 
directly measured with depth electrodes in the 
rat (Hunter et al, 1973) and mouse (Walker 
and Zornetzer, 1974) and a consistent pro- 
gression of behavioural and EEG abnormalities 
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during withdrawal was observed. Beha- 
viourally, the animals demonstrated graded 
stages of increasingly severe hyperactivity, 
tremor, tail arching, dorsiflexion of the spine, 
and ultimately convulsions. The EEG abnor- 
malities follow a progression from high ampli- 
tude slow waves to isolated, and then grouped 
epileptiform spikes, and culminate in sustained 
epileptic seizure discharges. Thus, both the 
behavioural and electroencephalographic find- 
ings in animals withdrawing from alcohol are 
similar to those in animals which are being 
electrically kindled. 

Gross et al (1974) and Rosenblatt et al (1972) 
have suggested that part or all of the withdrawal 
syndrome in humans is related to dysfunction in 
the limbic system, especially those limbic 
structures functionally involved in the central 
autonomic nervous system (Naitoh, 1972). This 
is consistent with a kindling hypothesis, since 
limbic sites have low seizure thresholds and are 
most easily kindled (Goddard et al, 1969), and 
it has been demonstrated that amygdala kind- 
ling exacerbates alcohol withdrawal in animals 
(Pinel and Van Oot, 1975; Pinel et al, 1975). 
Segal et al (1970) noted that the alcohol with- 
drawal syndrome in man is almost identical 
to the clinical picture seen in patients with 
diencephalic lesions. In withdrawing alcoholics 
and those patients with post-infectious damage 
to the thalamic, hypothalamic, and other 
limbic areas, he finds the ‘same sleep disorder, 
vasovegetative paroxysms, disorders of cardio- 
vascular and temperature regulations, changes 
in water, carbohydrate and ionic balance, 
damage to the endocrine functions, trophic 
and allergic symptoms, asthenia, anxiety, and 
characteristic emotional disturbance’. 


(5) Seizures. The generalized motor seizures 
which often are a central feature of severe 
alcohol withdrawal are perhaps the most 
obvious similarity between the manifestations 
of kindling and alcohol withdrawal and occur 
in each situation only after repeated exposure to 
the proper stimuli, i.e. electrical stimulation or 
alcohol withdrawal stimulation. 


(6) Kindling changes between episodes of with- 
drawal. Electrical kindling in animals is asso- 


ciated with the development of spike discharges 
in the interval period between stimulation. 
In addition, kindling in animals has been 
shown to alter conditioned-emotional responses 
(MacIntyre, 1977) and patterns of aggressivity 
(Adamec, 1975; Pinel et al, 1977). We suggest 
that the personality changes which are observed 
in chronic alcoholics might be related to these 
progressive brain changes. The personality 
difficulties would also be sequential, but of a 
more or less continuous nature and not confined 
to the withdrawal period. 

Investigators have reported severe psychiatric 
difficulties not only during intoxication (Men- 
delson, 1964) but that some symptoms, parti- 
cularly psychological changes (Segal et al, 
1970; Feuerlein, 1974), which begin during the 
withdrawal period continue on into the absti- 
nence period. Segal e? al (1970) report that 
many of the diencephalic abnormalities continue 
into abstinence and present MMPI evidence 
that compulsivity, antisocial tendencies, irfitabi- 
lity, sensitivity, tendency to overappreciation of 
a conflict, and hostility are all stable charac- 
teristics of the alcoholic both in withdrawal and 
later in abstinence. Also, it is the chronic alco- 
holic who after detoxification is most often 
transferred to a psychiatric hospital for further 
treatment of concomitant behavioural problems 
(Gross et al, 1972). 

Large scale statistical studies of alcoholic 
drinking histories tend to support the findings 
that these symptoms can clearly develop outside 
of the withdrawal period. After Jellinek's (1946, 
1952) initial findings, other investigators (Trice 
and Wahl, 1958; Park, 1973; Glatt, 1961) have 
documented the same serially ordered pheno- 
mena associated with chronic alcoholism in 
thousands of alcoholics from different cultures. 
The sequence of symptoms begins after 5 to 10 
years of alcohol abuse to include major psycho- 
logical difficulties of grandiose, aggressive 
behaviour, persistent remorse, and unreasonable 
resentments (Jellinek, 1952). With continued 
abuse, many of these early behavioural diffi- 
culties become less prominent, but 'alcoholic 
jealousy', decreased sexual drive, deterioration 
in ethics and in the ability to think clearly, and 
alcoholic psychoses begin to appear. Glatt 
(1961) has documented that the asocial or anti- 
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social behaviour and suicidal attempts which 
often appear after 5-10 years of alcohol abuse 
are persistent difficulties which disappear only 
after prolonged sobriety, i.e. longer than six 
months. Other investigators document an in- 
crease in ‘emotionality’ and anxiety with chronic 
abuse (McNamee et al, 1968; Tamerin and 
Mendelson, 1969). Most studies agree that the 
end stage alcoholic after 15 to 20 years of 
alcohol abuse normally has lost the earlier 
difficulties with aggressive destructive behaviour 
but has developed a striking syndrome of 
religiosity, indefinable fears, compulsive beha- 
viour, psychomotor inhibition, loss of craving 
for alcohol and severe physical symptoms 
(Jellinek, 1952; Gross et al, 1976). 

Symptoms like grandiosity, aggressive beha- 
viour, decreased sexual drive, ethical deteriora- 
tion, psychoses, sudden religiosity, and in- 
definable fears which accompany chronic 
alcoholism may be comprehensible as the 
behavioural manifestations of kindling in critical 
subcortical, especially limbic, and cortical 
areas after many years of alcohol abuse and 
hundreds of episodes of withdrawal. The effect 
of chronic epileptic spikes and seizure dis- 
charges in limbic and related cortical areas in 
man is unknown except by analogy to the 
clinical syndrome of chronic temporal lobe 
epilepsy. All types of psychiatric difficulties 
have been associated with repeated psychomotor 
seizures (Gibbs, 1951; Hill, 1953; Flor-Henry, 
1969), but in particular, an interictal behaviour 
disorder has been described which is similar in 
many respects to the syndrome of chronic 
alcoholism outlined above. Several of the 
features—religiosity (Bear and Fedio, 1977; 
Dewhurst and Beard, 1970), decreased sexual 
interest (Blumer, 1970), obsessionalism, guilt 
(‘Litany of Faults’), a humourless overgenera- 
lized serious concern (Bear and Fedio, 1977; 
Geschwind, 1973), апа emotionality—overlap 
directly with those personality features seen 
with chronic alcohol abuse. Other personality 
features associated with chronic temporal lobe 
epilepsy such as denial, dependency (‘At the 
hands of fate’) (Blumer, 1974), an increase in 
philosophical concerns, sadness (Dewhurst and 
Beard, 1970) paranoid ideation (Flor-Henry, 
1969), and difficulties with aggression (Bear 


and Fedio, 1977; Serafetinides, 1965) are 
features commonly associated with chronic 
alcoholism. While the specificity of these 
changes may be argued (Stevens, 1975), it is 
noteworthy that these personality changes with 
temporal lobe epilepsy also develop pro- 
gressively and only after many years (Blumer, 
1974; Slater and Moran, 1969). It is also of 
interest that the type and frequency of halluci- 
nations are identical in alcohol withdrawal and 
temporal lobe epilepsy; visual > auditory > 
tactile > olfactory > gustatory (Lennox, 1941). 

The progressive appearance and then dis- 
appearance of the various components of the 
psychological problems observed in chronic 
alcoholism may be related to a possible reci- 
procal relationship with the classic physical 
symptoms of withdrawal. For instance, it is 
those patients who have the severe withdrawal 
symptoms who do not have, or perhaps no 
longer have, the gross behavioural problems 
such as belligerent, assaultive, or suicidal 
behaviour between episodes of withdrawal 
(Gross et al, 1972). Others have documented 
that those alcoholics who develop DTs in with- 
drawal tend to have less suicidal behaviour 
overall (Feuerlein, 1972). As previously men- 
tioned, the frequency of interictal spikes during 
kindling increases until full seizures are reached 
and then falls (Wada and Sato, 1974). Whether 
there is a relationship between the decrease in 
certain alcoholic personality difficulties with 
the onset of severe withdrawal reactions and 
this fall in interictal spiking is unclear. These 
postulated relationships are schematically repre- 
sented in Figure 1. 

There is also some suggestion that kindling 
changes may be involved in the addictive 
process of alcoholism. There has long been 
clinical speculation that many alcoholics con- 
tinue to drink to avoid the onset of overt with- 
drawal symptoms ( Jellinek, 1952), but the long 
lasting physiological changes we are postulating 
might also facilitate alcohol addiction in a 
more complex manner. Previous alcohol addic- 
tion not only leads to increased alcohol con- 
sumption in animals (Deutsch and Koopmans, 
1973; Hunter et al, 1974), but rats which have 
been physically dependent on alcohol subse- 
quently become dependent again more rapidly 
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and with less exposure (Walker and Zornetzer, 
1974; Branchey et al, 1971; Kalant et al, 1971). 
Also, alcoholics have been shown to have 
increased susceptibility to readdiction for at least 
the first six months of abstinence ( Jellinek, 1952; 
Davies et al, 1956; Kissin and Charnoff, 1967). 
These data suggest that the addictive process 
involves a long lasting physiological change 
which participates in alcohol seeking behaviour 
and readdiction, a change which may prove to 
involve the type of kindling process we have 
described. 


(7) Interaction of alcohol and kindling. We would 
expect those procedures which promote or 
retard kindling to have similar effects on the 
alcohol withdrawal syndrome. A direct inter- 
action between kindling and alcohol with- 
drawal has been demonstrated in rats where 
previous kindling of the amygdala results in a 
marked increase in severity of subsequent 
alcohol withdrawal reactions (Pinel and Van 
Oot, 1975; Pinel et al, 1975). Severity of with- 
drawal is greatly increased not only with the 
full kindling procedure but also if the rat is 
stimulated at levels below the after-discharge 
threshold so that there are no observable EEG 
or behavioural effects from the stimulation. 
Thus, the presence of convulsive phenomena or 
even recordable after-discharges is not a pre- 
requisite for kindling (Racine, 1972) or the 
transfer of this change to the alcohol withdrawal 
syndrome. According to the model, cumulative 
physiological changes would occur in the alco- 
holic with each withdrawal episode both prior 
to and leading to the stage of full-blown with- 
drawal seizures. 

In addition to the direct interrelationship 
between kindling and the effects of alcohol, 
there are also pharmacological data which in- 
directly connect kindling and alcohol with- 
drawal symptoms. Although there is conflicting 
evidence (Cole and Ryback, 1976) concerning 
the relative efficacy of the various treatments 
currently employed in the alcohol withdrawal 
syndrome, it is clear that the anticonvulsants 
and cerebral depressants, both of which de- 
crease kindling, have been the primary treat- 
ment modalities. Diazepam, the agent which 
most clearly retards the development of kindling 


in animals (Racine et al, 1975; Wise and Chiner- 
man, 1974; Babington and Wedeking, 1973), 
has recently been shown to be effective in the 
treatment of DTs or alcoholic seizures, parti- 
cularly when given IV (Thompson et al, 1975). 
The anticonvulsant carbamazepine (Tegretol), 
thought to act preferentially on subcortical 
limbic structures and their thalamic projections 
(Hernandez-Peon, 1964) also inhibits kindling 
(Wada et al, 1976) and has recently been shown 
to be quite effective in the alcohol withdrawal 
syndrome (Brune, 1966; Brune and Busch, 
1971; Bjorkqvist et al, 1976). Conversely, 
diphenylhydantoin (Dilantin) is not particularly 
effective against either alcohol withdrawal 
seizures (Rothstein, 1973; Essig et al, 1969) or 
kindled seizures (Racine et al, 1975; Wada et al, 
1976). Phenothiazines, which lower the seizure 
threshold, have been shown to be less effective 
than the cerebral depressants or anticonvulsants 
(Thomas and Freedman, 1964; Kaim, 1971; 
Goldstein, 1972b) and in particular they were 
less able to prevent seizures or DTs (Chambers 
and Schultz, 1965). 

Although controversial, there is evidence that 
alcohol acutely and chronically changes CNS 
catecholamine and indoleamine metabolism 
(Rawat, 1974; Feldstein, 1971; Ballenger et al, 
1976). This effect of alcohol on amine meta- 
bolism may prove to be related to kindling 
since it is known that reduction of catechol- 
aminergic activity by reserpine or 6-hydroxy- 
dopamine can facilitate kindling (Arnold et al, 
1973). 

Comment 

If a kindling process is occurring in alcoholics 
and this process is related to withdrawal symp- 
tomatology and other symptoms of chronic 
alcoholism, there are several implications for 
the conceptualization of alcoholism and its 
treatments. Alcoholism would truly be a 
cumulative illness in which continued drinking 
'adds to' previous drinking and worsens the 
overall syndrome. As Alcoholics Anonymous 
has stressed for years, the alcoholic brain would 
not be normal until after many months, if not 
years, of sobriety. | 

If episodes of withdrawal lead to a kindled 
state, treatment of withdrawal and alcoholism 
itself might involve clinical strategies and use of 
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agents to retard establishment of kindling. 
Research is needed to see if treatment of each 
episode of withdrawal with benzodiazepines or 
anticonvulsants could modify future withdrawal 
reactions or other symptoms of alcoholism, e.g. 
the behavioural problems. Also direct treat- 
ment with benzodiazepines of alcohol-related 
depression, anxiety, and aggressiveness might 
modify the progressive course of these associated 
problems. 

While much of the clinical and laboratory 
research reviewed is consistent with the kindling 
hypothesis of the alcohol withdrawal syndrome, 
direct electrophysiological evidence in man will 
have to await new technical advances because 
of the ethical issues involved in recording from 
depth electrodes. Certainly animal research 
using current methodology can further examine 
the established interaction of kindling and 
alcohol withdrawal (Pinel and Van Oot, 1975; 
Pinel et al, 1975). 

Even if the kindling model is ultimately found 
to account for only a small part of the psycho- 
biological phenomenology of alcoholism, it may 
nonetheless be of heuristic value. The analogy 
to the kindling process emphasizes the develop- 
mental and progressive aspects of symptoms, 
the possible clinical correlates with neuro- 
anatomical substrates, new treatment and 
research approaches, and re-emphasizes the 
concept of chronic alcoholism as а medical- 
psychiatric illness with potentially definable 
biological and psychological substrates. 


The opinions or assertions contained herein are those 
of the author and are not to be construed as official or 
reflecting the views of the Navy Department or the Naval 
Service at large. 

Dr Ballenger conducted these studies, in part, while 
serving as a staff psychiatrist at the National Naval 
Medical Center, Bethesda, Maryland 20014. 
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Feigned Bereavement: Twelve Cases 


By JOHN SNOWDON, RICHARD SOLOMONS and HOWARD DRUCE 


SUMMARY Twelve patients who feigned bereavement are described. 
Most appeared depressed on admission, and in over half bereavement 
was erroneously believed by staff to be an important cause of their 
depression. This type of behaviour, leading to admission to hospital, 
may be regarded as abnormal illness behaviour, and reasons are given 
for considering most of the cases as variants of the Münchausen 
syndrome. Motivation for these deceptions is discussed, and reference 
is made to features which might arouse suspicion that bereavement is 


feigned. 


There is no surer way of obtaining sympathy 
than to be depressed after losing a close relative, 
and most people can empathize with this 
condition. However, situations and facts can be 
falsified in order to obtain sympathy, love, care, 
attention, and approval. Distortions of reality 
are common, and often unconsciously contrived. 

In this paper we are concerned with patients 
who report bereavements which in fact has not 
occurred—at least, not in the manner or on the 
occasions which the patients describe. We wish 
to draw attention to the frequency of such 
feigned bereavement, as well as to discuss its 
motivation. Six of the cases were referred to one 
of us (J.S.) from different surgical and medical 
wards within an 18-month period; other cases 
were admitted to our psychiatric ward from 
casualty or had been seen by colleagues in the 
hospital. 


Case Reports 


Details concerning 12 such in-patients at a 
London teaching hospital are summarized in 
Tables I and II. Six were admitted because of 
real or reported self-harm, one because of 
threatened suicide, and 5 for ostensibly non- 
psychiatric reasons. Brief reports of 3 cases are 
given; most cases fitted into the pattern illus- 
trated by Cases 1 and 2, whereas Cases 9 and 10 
were least typical of the group. 


Case 1 

A 41-year-old man was admitted to a surgical 
ward, reporting a ten-minute loss of conscious- 
ness after a fall. He appeared depressed and 
stated that his wife and two children had died 
two years earlier in a road accident. After 
transfer to the psychiatric ward discrepancies in 
his story were noticed. His doctor in Scotland 
informed us that the patient had never been 
married; some years previously he had had a 
series of admissions for physical complaints and 
was considered to be an example of the Mun- 
chausen syndrome. The patient discharged 
himself suddenly. 


Case 2 

A 28-year-old man presented to casualty 
giving a history of an aspirin overdose, but his 
serum salicylate level was found to be low. He 
said he had felt severely depressed since wit- 
nessing the violent accident in which his mother 
had died three weeks previously. She had fallen 
down steps and was impaled through the neck 
on some railings. The man was angry and 
defiant but appeared genuinely depressed; he 
seemed to want help to work through his grief. 
Next day he attacked a female patient and then 
discharged himself. Enquiries to verify his story 
(which included an elaborate and grand 
personal history) proved negative. 
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TABLE I 





Twelve patients at Middlesex Hospital who feigned bereavement 





Munchausen’s 





Known to Known no. syndrome Sudden Reported 
Case no. Age/sex Marital use more of previous diagnosed or discharge recent 
status than one hospital suspected at least bereavement 
name admissions previously once 
1 41 M Single — Many Yes Yes Wife, 2 Sons 
{з= more 
than 7) 
2 28 M Single Yes 6 — Yes Mother 
3 34 M Separated Yes Many == Yes Wife, 
Daughter, 
Brother 
4 20 M Single Yes Many Yes Yes Parents, 
Sister 
5 34 M | Uncertain Yes Many Yes Yes Wife, 
2 Daughters 
Father 
6 62 M Single Yes Uncertain Yes == Fiancee, 
Father 
7 21 M Single == Мапу — Yes Wife, Father 
22 M Single Yes Many Yes Yes Wife, Son 
9 42 M Divorced — 4 == — Wife, 
Daughter 
10 40 M Uncertain Yes Many Yes Yes Wife 
11 27 M Single Yes Many — Yes Wife, 
2 Children 
12 50 Е Married Yes 4 == m Husband 





Two months later he was admitted to the 
Maudsley Hospital telling a similar story but 
using a different surname. Later it became clear 
that the same man had been in three mental 
hospitals in 1972, using other names, under 
similar circumstances. 


Case 9 

A 42-year-old man was admitted to a surgical 
ward for endoscopy, which showed distal 
oesophagitis. He appeared very agitated and 
stated that his wife and daughter had been killed 
five days previously. Three weeks later, after 
commencing treatment with antidepressants 
and ECT, he wrote out a ‘confession’? which 
admitted that his wife and daughter were still 
alive. He had had two wives and been divorced 
by both, and he admitted that he was now an 
alcoholic. 


His depression lessened, he took disulfiram 
and became a member of Alcoholics Anony- 
mous. But after six weeks he recommenced 
drinking and discharged himself. 


Note that 11 of these cases were men, average 
age 35, and only two over 42. At least 3 drank 
excessively; only one appeared of low intelli- 


gence (1.0.81). 


Discussion 

Clinical features 

These 12 patients were seen in a relatively 
short period. In over half the cases the supposed 
bereavement was thought by staff to be a major 
factor in their depression. What are the indi- 
cators that a story of bereavement may be false? 
One is lack of informants, or geographical 
difficulty in contacting them. Another is mode 
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Taste П: 
Behaviour and mood of the 12 patients 
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Bereavement 
0 Parasuicide thought by 
ps Ward where Reason before or Mood staff to be a Later 
2 Case no. first for during on major factor features 
pa admitted admission admission admission in causing 
depression 
1 Surgical Fall, with Depressed Yes 
reported 
loss of 
consciousness 
2 Medical ? Overdose ? Overdose Depressed/ Yes Admitted to 
angry Maudsley, 
same story 

3 Medical Overdose Overdose Depressed Yes Twice re- 
admitted, 

a denying 
previous 
admissions 

4 Psychiatric Wrist-cutting Wrist-cutting Depressed/ Е 

anxious 

5 Medical Asthmatic == Depressed Yes 

attack 

6 Psychiatric Depression (Claims he Depressed Yes 

tried to gas 
himself) 

7 Medical ` Fit Wrist-cutting Depressed Uncertain Histrionic ; 
pseudo- 
paraparesis 

8 Medical Overdose Overdose, Depressed Uncertain Described 

wrist-cutting hallucinations 
of little men 

9 Surgical Haematemesis — Depressed/ Yes Resumed heavy 

| agitated drinking 
10 Medical Pains — Normal — Imprisoned 
(various) 
11 Psychiatric ‘Depression Overdose, Depressed/ ЕЕ 
jump off anxious 
bridge 
12 Psychiatric Depression — Depressed/ Yes Returned home 
agitated to husband 











of referral, eg from medical and surgical wards 
where staff have been sympathetic to this type 
of story. Thirdly, the grief the patients describe 
(as well as what is observed) may seem un- 
usual; it may be delayed, inhibited, extended, 
intense—as in some atypical cases of genuine 
grief described by Parkes (1964). Fourthly, the 


_ (supposed death is dramatic, and the dead person 


i is usually a child or young adult. This type of 





bereavement is, particularly associated with 
atypical grief reactions (Parkes, 1972). Most of 
the patients described violent deaths of relatives, 
two gave details of suicides of relatives, and one 
said there was ‘blood everywhere’ when his 
wife died. Nursing staff sometimes became 
suspicious when patients who denied much 
previous medical contact seemed well aware of 
hospital routines. However, among all staff 
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there was also a notable reluctance to accuse 
bereaved people of falsehood; this could lead to 
controversy. 


There is at least an overlap between the 
presentation and progress of these patients and 
that of the Münchausen syndrome. Indeed six 
of them had previously been diagnosed as being 
examples of the syndrome. Most had used more 
than one name (Table I) ; the majority had been 
in-patients many times in spite of relative youth, 
and others may have been, but gave details that 
could not be checked; searching other hospitals’ 
records would not necessarily have been pro- 
ductive since they might have used different 
names. At least six had been seen independently 
at both the Middlesex and the Maudsley 
Hospitals. Nine of the 12 patients left hospital 
abruptly (though not every time) when details 
of their deceptions were becoming clearer. Much 
of the histories given by patients had a fantastic 
quality, so that the description 'pseudologia 
phantastica’ would seem apt. 


However, a notable feature distinguishing 11 
of our series from most previously described 
cases of the Münchausen syndrome was their 
observed depression. Asher (1951) did not refer 
to a psychiatric presentation of the Munchausen 
syndrome in his original description, but it 
seems appropriate to include in this category 
those cases in which persons repeatedly seek 
medical attention by simulating psychiatric 
symptoms. Persons who repeatedly crave hos- 
pital attention through overdoses or other self- 
harm are not usually considered to be feigning 
illness; but when this behaviour is associated 
with fabricated stories (eg Cases 2, 3, 4, and 8) 
there is justification for regarding it as a form of 
hospital addiction. A number of patients in our 
series simulated physical symptoms; some at 
least simulated mental symptoms; they all 
fabricated stories of bereavement, but this does 
not necessarily mean that all their observed 
symptoms (eg depression) were feigned. 


Pathogenesis and motivation 

This leads us to consider why the patients 
behaved in the way they did. Pilowsky (1969) 
describes a spectrum of motivation for such 
behaviour, from totally unconscious needs to 


allay guilt and become dependent, to entirely 
conscious searching for rewards, eg financially. 
A desire for financial gain appears to have been 
the prime motivation for the story of bereave- 
ment in Case 10. Social security officers have 
uncovered a number of cases where allowances 
have been fraudulently claimed for non- 
existent. families. In Case 1l the man was 
imprisoned for fraud, though not directly be- 
cause of his story of bereavement. 


Apart from Case 10, all patients appeared 
depressed and/or showed self-destructive be- 
haviour at some stage. In Case 1 the story was so 
convincing in detail and presentation that it 
seemed possible that the patient had at least 
partially convinced himself. In a number of 
cases there was obvious mental anguish even 
after gaining admission and attention, and it is 
probable that other losses or deprivations under- 
lay their reactions. In Case 9 the patient was so 
deeply depressed that ECT was considered 
appropriate. Genuine reactions accounted for by 
feigned bereavement might be regarded as 
pseudo-malingering (Schneck, 1970); false 
stories provided reasons, excuses, for behaving 
in a depressed way. 


It may be difficult to separate reality from 
fantasy, elaboration or invention, and conscious 
from unconscious motivation. Jaspers (1913-46) 
commented that ‘once the game of fancy has 
started, it frequently leads to self-deception’, 
and spoke of transformations from fantasy to 
hysterical realizations and pseudologia, the 
construction of delusion-like worlds, and ‘self- 
surrender to a fictitious existence, which has 
arisen from an urge to get away from reality’. 


In cases of the Münchausen syndrome Asher 
(1951) described an ‘intense desire to deceive 
everybody as much as possible. Many of the 
subjects’ falsehoods seem to have little point. 
They lie for the sake of lying.’ In our own series, 
the elaborateness of some of the patients’ 
fabrications suggests a similar predilection for 
falsehood, but varying in intensity, and maybe 
resulting in excitement but no recognizable 
pleasure. In some cases it seemed as though the 
patients were seeking a new life (with a new 
name) to get away from themselves and their 
problems. 
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Our patients sought sympathy. When in due 
course deceptions were revealed, the staff (if 
previously sympathetic) were often left witn a 


1974) on realizing that the foundation for the 


whole relationship was based on a deliberate —. s 


deceit; this applied particularly to nurses who 
тү Dr Craigie Macfie.for their help, and for allowing us to 






cared for those on medical and surgical wards. 


applied most obviously, perhaps, when the ii 


bereavement was most credible and тозе cases or commented on the script: Drs Chesser, Hallstrom, 


convincingly the cause of suffering (Case 1); 
and it applied with particular force to a 
member ‘of staff who had genuinely suffered 
bereavement similar to that ‘described by the 
patient. 


Management and implications — 
| Ла half. the cases, psychiatric treatment of 
‘their abnormal behaviour was prevented by 
sudden self- discharge. In others, attempts were 
made. to understand why the stories were being 
told, with the aim of helping patients to under- 
stand themselves and eventually to develop 
alternative ways of attaining. self-esteem. In 
most cases it was considered that medication 
would not be beneficial. 

Management of cases of feigned bereavement 
was helped by discussion among staff, parti- 
cularly of the feélings aroused. Reluctance to 














accuse can be replaced by determination to 


punish: staff should have opportunities to 


express their reactions, in order to develop 
sense-of betrayal, of being ‘taken in’ (Vaisrub, 


insight into their own responses. 
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The Münchausen Syndrome as a Psychiatric Condition 
By L. CHENG and L. HUMMEL 


SUMMARY In this presentation of two cases it is suggested that many 
Münchausen syndrome patients present with psychiatric symptoms. 
This syndrome, however, should be differentiated from other clinical 


psychiatric conditions. 


Introduction 


Since Asher (1951) first described the 
Münchausen syndrome as a medical condition, 
it has often been pointed out that the demands 
of the situation, as well as the patient's experi- 
ence, dictate the choice of complaint on a 
particular occasion. It would therefore be 
reasonable to expect that some of these patients 
would present with a psycho-social sympto- 
matology. 

In this paper, two cases are presented. They 
fit the major features of the syndrome as 
described by Bursten (1965) : 


(i) 
(ii) 


(ш) the wandering. 


the dramatic presentation of one or more 
complaints; 
the pseudologia fantastica ; and 


First Case 


This was a 27-year-old single man, who 
since the age of 16 has spent most of his time in 
one institution or another, in several provinces 
of Canada, including penal settings. He has 
totalled 25 known psychiatric hospital admis- 
sions, as well as numerous admissions to general 
hospitals. He often uses aliases, and his length of 
stay has varied between three days and over a 
year. 

He usually presents to hospitals simulating an 
acute psychotic state, consisting of rambling 
talk, suggesting loose associations, tangentiality, 
and circumstantiality. With other patients, 
however, he is ‘coherent and rational’. He has 
also reported hallucinatory experiences, and 
ideas of reference. He has made many ‘suicidal 
attempts’. His ‘symptoms’, however, never 
improve with antipsychotic medication, nor is 
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there ever any deterioration when medications 
are withdrawn. Most examiners consider him a 
‘pathological liar’. 

While in hospital he is surly, demanding, 
uncooperative and hostile. When he is con- 
fronted with his feigned symptoms he becomes 
extremely angry, and discharges himself. He 
then frequently presents himself to another 
hospital, sometimes within the hour, demanding 
admission. 

He claims that his father was an alcoholic, a 
cruel man, who eventually committed suicide. 
His own schooling was punctuated by behaviour 
problems, ending in training school at the age 
of 16. 


Second Case 


This 49-year-old man, has had 20 psychiatric 
hospital admissions and 40 known admissions to 
general hospitals. He has collected many 
surgical operations throughout the years. ‘To 
psychiatric hospitals he usually complains of 
being depressed, helpless and discouraged; but 
he has none of the vegetative symptoms of a 
depressive illness. Although he is frequently 
admitted for drying out, he has never had 
withdrawal symptoms, despite a 14-year history 
of alcohol abuse. In hospital he frequently 
becomes angry, sulky, demanding, and critical. 
When his demands are refused he becomes 
irritable, threatens staff, and many a time has 
discharged himself from hospital. He has never 
shown florid psychotic symptoms. 

His father died early, and his stepfather was 
cruel and mistreated the children. He hated 
School, and truanted. He once worked in a 
hospital as an attendant. He blames his alcohol 
abuse, his depression, and his endless hospital 
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admissions on the failure of his marriage. He 
has never worked since his divorce, but has 
drifted from city to city gaining admissions to 
hospitals. 


Discussion 


Like their medical counterparts, the Miin- 
chausen patients with psychiatric symptoms 
belong nowhere, have no roots, but are com- 
pelled to go from hospital. to. hospital and from 
city to city. It is, however, necessary to differ- 
entiate this syndrome from other psycho-social 
entities met clinically. Some of these are 
discussed below. 


(i) Hospital addiction. Although Barker 
(1962) uses the term hospital addiction to 
describe the Miinchausen syndrome, it is felt 
that this term fits another group of patients 
better, namely those who prefer hospital to the 
outside world; such patients seldom if ever 
discharge themselves. 

(ii) Malingering. Cramer et al (1971) con- 
sider that Miinchausen patients certainly mal- 
inger, but Spiro (1968) suggests that malingering 
should only be diagnosed in the absence of 
psychiatric illness and the presence of behaviour 
appropriately adapted to a clear cut long-term 
goal. Münchausen patients are renowned for the 
apparent senselessness of their behaviour. 

(iii) Hysteria. Any apparent ‘conversion’ 
symptoms reported by the Miinchausen patients 
disappear when they are confronted or when 
they decide to leave hospital, and are therefore 
not true conversion symptoms. This is not to say 
that these people do not show hysterical per- 
sonality traits. 


(iv) Drug addiction. The apparent wish for 
drugs in the Münchausen patients is usually 


considered to be secondary to their wish to be in 
hospital and they seldom, if ever, present with 


«withdrawal symptoms. This should differentiate 
them from the true drug dependence. 


(v) Multiple surgery. Chertok (1972) dis- 
tinguishes two general types of multi-operated 
patients; the neurotic and the psychopathic. 
He considers that only the psychopathic group, 
in whom behaviour disorders are the prominent 
feature, and the craving for surgery is said to 
take second place, belong to the Münchausen 
Syndrome. 

(vi) Acute Psychosocial Crises. In psychiatry 
there are patients who come to hospital with 
occasional factitious illness or minimal organic 
illness, and who use the supposed illness as an 
appeal for help in ап acute psycho-social 
crisis. This group are differentiated from 
patients with Miinchausen Syndrome who have 
adopted hospitalization as a way of life. 
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Physical Disorder Among Day Hospital Patients 


By AGGREY W. BURKE 


SUMMARY During a six-month period, physical disorder was found 
among 50 per cent of the 133 patients at a day hospital. Few of these 
cases (5) had organic brain syndromes. Among the remainder (62) 
physical disorder was not associated with sex, formal psychiatric 
diagnosis or time of referral to the hospital; of those 33 patients with 
a neurological disorder, one-third had previously been diagnosed to be 
hysterical. For this ‘hysterical’ group, however, associations with 
folate deficiency, organic brain disease, and depression were noted. 
The need is demonstrated for routine investigations among. day 
hospital patients with particular attention for those with atypical 


features. 


Introduction 

Despite the known association of physical 
illness with psychiatric disorder (Davies, 1965; 
Maguire and Granville-Grossman, 1968; East- 
wood et al, 1970; Burke, 1972; Koranyi, 1972) 
this subject has not been investigated among 
day hospital patients. It is widely believed that 
community services will reduce chronicity 
among psychiatric patients and that day- 
patients will have fewer management problems 
than in-patients. Moreover, where general 
practitioner and hospital services have clearly 
defined responsibilities, as is the case in Britain, 
the day hospital patient should have had 
complete medical care and may therefore have 
less physical disorder than in other settings. 
Alternatively, however, these patients may be 
insufficiently investigated—in part because of 
their psychiatric status, but also as a result of 
the ill-defined role of the day hospital and the 
fact that often it is attached to a mental hospital. 
Since little is known about this problem, the 
present study is concerned with the nature and 
extent of physical disorder in day-hospital 
patients. 

Method 

The study was carried out at the Hill End 
Day Hospital, situated in the grounds of that 

psychiatric hospital at St Albans. During the 


period 1 January to 30 June 1972, the 133 
patients (96 female, 37 male) receiving day care 
were studied and certain features of the setting, 
patient population and operation of the day- 
hospital have been described earlier (Burke, 
1977). The age-distribution was similar їп the 
two sexes, with few younger than 25 (8, 6 per 
cent) or older than 65 (22, 17 per cent) and most 
being 45-64 (71,53 per cent). Diagnostically, the 
sample included one alcoholic, one drug addict, 
five patients with. chronic brain syndromes and 
126 with ‘functional disorders’, made up of 34 
schizophrenic, 34 primary and 58 psycho- 
neurotic affective disorders. Unlike the primary 
cases, those of psychoneurotic affective disorder 
showed prominent neurotic symptoms in addi- 
tion to depression. 

All the 111 patients (83 per cent) experiencing 
an episode of psychiatric disorder during the 
study (21 schizophrenics, 26 cases of primary and 
57 of psychoneurotic affective disorder, five of 
chronic brain syndrome, one alcoholic and one 
drug addict) were investigated for physical 
disorder. Physical examination was followed by 
routine urine, haematological and biochemical 
investigations.. When necessary, special investi- 
gations were carried out and/or the patients 
referred to other specialists. Anaemia was diag- 
nosed at a haemaglobin level less than 12 gram 


AGGREY: М: BURKE. 


per cent, while for folic acid, low, borderline: 


and normal values were for serum (0-3.0, 
3.1-5.0, greater than 5.0 ug) and red cell 


(0-100, 101-130, greater than 130 ug) respec- `; 
- «tively. The criterion for folate deficiency was a 
low red cell folate, which was estimated for all: 


patients with a low serum folate. 


Results 


Physical disorder was found in 67 (50 per 
cent) of the 133 patients and was directly 
associated with age (25, 44, 49 and 73 per cent 
for age-groups 15-24, 25, 44, 45-64, 65 and over 
respectively), the difference between the oldest 
(65--) and younger (15-64) groups being 
significant ( x?==4.2511; P < 0.05). These cases 
with physical disorder included the five patients 
with chronic brain syndromes, who were: an 
. 81-year-old demented female with cervical 
spondylosis; a 72-year-old demented female 
with arteriosclerosis; a 63-year-old demented 
female who had suffered from a cerebrovascular 
accident: a 57-year-old male who had suffered 
from encephalitis and a 47-year-old male 
suffering from hepatic encephalopathy. No 
physical disorder was present in the two patients 
with problems of addiction. 

Among the functional disorders, physical 
disorder was not significantly associated with 
diagnosis, being present in 12 schizophrenic 
(57 per cent), 18 primary affective (69 per cent) 
and 32 psycho-neurotic (56 per cent) patients. 

. No association was found with sexual status or 
with the time of referral to the day-hospital 
(referred during study 32 of 54, 59 per cent 
cf 35 of 57, 61 per cent of others investigated). 

Table I shows the distribution of physical 
disorder among patients with ‘functional’ dis- 
orders. More than half of these patients (33 of 
62) were suffering from a neurological condition. 
The 14 miscellaneous neurological disorders 
were—brain trauma, cerebrovascular insuffi- 
ciency with epilepsy, cervical spondylosis (2), 
congenital nystagmus, epilepsy (2), essential 
tremor, myasthenia gravis, paraplegia and 
Parkinson's syndrome (4). Seven of the eight 
patients, with sensory system impairment were 
deaf, whereas one had glaucoma. 

The 11 patients of the hysterical sub-group 
were characterized by multiple admissions to 
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Taste I 
Vos Physical disorder distribution: sex and diagnosts* 
| Male Female Total 
` Neurological 
71. Miscellaneous 6 8 14 
2. Special senses 0 8 8 
5.9. ‘Hysterical 4 7 ll 
Anaemia 0 6 6 
Endocrine and metabolic 0 9 9 
Miscellaneous 6 8 14 
Total 16 46 62 





* For ‘Functional’ diagnosis only. 


hospitals and previous diagnosis of hysterical 
disorders. During the investigation, their illness 
episodes were accompanied by atypical signs 
(Table II). Seven of these patients were admit- 
ted to hospital for investigation and one died 
soon after. The association of physical disorder 
with psychiatric phenomena is well illustrated 
by a number of these cases; for example, 
although folate deficiency is given as the 
physical condition for the last female in the 
table, her physical and psychiatric complaints 
seemed to result from methyl dopa medication 
for a hypertensive illness. No cause was found 
for the reported signs in two patients, but it is 
of interest that the first, a woman aged 41, 
had previously been investigated for cervical 
spondylosis, whereas the second one had been 
considered to be suffering from epilepsy. In 
fact, both women with electroencephalographic 
abnormalities presented with symptoms of an 
organic brain syndrome, but were re-admitted 
to day-hospital care following in-patient treat- 
ment for their physical complaints. It is of 
further interest that although the first of these 
cases presented with clouding of consciousness 
only, the other one gave a 27-year history of a 
post-traumatic neurosis with hysterical sensory 
changes and had shown successive symptoms of 
depression, hysterical deafness, photophobia, 
Korsakov’s psychosis and a blackout in the 
day hospital. 

Among patients of the endocrine and meta- 
bolic group, only two—one with hypothyroi- 
dism, the other diabetes mellitus, had conditions 
previously diagnosed. Of the remaining seven, 
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Tase П 
Physical disorder : hysterical neurological conditions 








Physical Psychiatric Physical 
Case Sex Age condition diagnosis EEG diagnosis 

1 Е 36 Hemianaesthesia Depression Abnormal Folate deficiency 
Hemiplegia 

2 F 41 Hemianaesthesia Depression Normal None 
Blackouts 

3 F 42 Tremor Depression Normal Extra-pyramidal 

disorder 

4 F 47 Sensory change Depression Abnormal Folate deficiency 
Blackout 
Deafness 

5 F 48 Blackout Depression Normal Folate deficiency 
Deafness 

6 F 54 Hemianaesthesia Depression Normal Diabetes mellitus 
Ataxia 

7 F 65 Ataxia Depression Not done Folate deficiency 

8 M 43 Blackouts Depression Abnormal Minimal] brain damage 

9 M 44 ‘Turns’ with aura Schizophrenia Abnormal Minimal brain damage 

10 M 57 Blackouts Depression Normal None 
H M 6 Fugue Depression Not done Chronic renal failure 
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two with histories of several admissions to 
hospital presented with depression and weight 
gain and were found to be hypothyroid. One of 
these had a long history of bronchiectasis and 
at examination was shown to have superim- 
posed anaemia, bronchitis and right-sided 
cardiac failure. The other five conditions in this 
group were hyper-cholesterolaemia, vitamin 
B12 deficiency and folate deficiency (3). Folate 
deficiency was also diagnosed for four hysterical 
(Table IT) and one deaf patient. Thus, of 41 
patients (35 female, 6 male) for whom both 
serum and red cell folate levels were measured, 
this was low in eight (20 per cent). Anaemia was 
found among three cases with borderline folate 
levels, two otherwise normal cases and one in 
whom psychotropic medication may have had 
an iatrogenic effect. That all patients with 
folate deficiency and anaemia were female, but 
none previously diagnosed, is of interest. 

All the 14 patients with miscellaneous phy- 
sical disorders required investigation and active 
therapy during the study. Among these patients, 
the presenting physical conditions were: ortho- 
paedic (3), dermatological (3), hypertension 


and its complications (3), deep vein throm- 
bosis (1), coronary artery insufficiency (1), 
bronchitis (1), and genito-urinary problems 
following prolapse and infection in two female 
cases. Worthy of note is the fact that more than 
half (38 of 62 or 61 per cent) of the patients 
with functional disorders (Table II) had 
physical conditions not previously or insuffi- 
ciently diagnosed (11 hysterical neurological 
patients, seven metabolic and endocrine, six 
anaemic and the 14 miscellaneous conditions). 
As these conditions may have had some signi- 
ficance in the onset of psychiatric disorder, the 
findings indicate the importance of physical 
investigations among day-hospital patients. 


Discussion 

The present study confirms the close associa- 
tion of psychiatric disorder and physical illness 
among psychiatric patients. During a six-month 
period, physical disorder was detected among a 
half of the patients at a psychiatric day hospital, 
despite a referral system from general practi- 
tioners with availability of other community 
services and in-patient facilities (Burke, 1977). 


A 
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Indeed, note should be made of the fact that 
investigation for physical disorder followed new 
episodes of psychiatric disorder only. When 
found, this was unrelated to sex or to the recency 
of referral to the day-hospital; furthermore, 
three-fifths of these cases had been previously 
undiagnosed, thus suggesting a reservoir of 
physical disorder in day care facilities. 

It is of interest that rates of physical disorder 
(33.5 to 43 per cent) among in-patients 
(Maguire and Granville-Grossman, 1968; Burke, 
1972), and emergency clinic attenders (East- 
wood et al, 1970) are lower than the present 
finding (50 per cent) and that among out- 
patients in Canada (Koranyi, 1972) which is 
similar to ours. When patients with an organic 
brain syndrome are excluded from the Cana- 
dian study, however, only 43 per cent (38 of 89) 
had a physical disorder, in contrast to 59 per 
cent (62 or 106) of the patients investigated in 
the present study. As physical disorder was 
not associated with functional diagnosis and as 
the distribution of deaf cases (5 per cent) is 
similar to that from a large sample of in- 
patients (Houston and Royse, 1954), it is 
probable that the greater prevalence in the 
day-hospital is due in part to the preponderance 
of older patients (70 per cent aged over 45). 

The high morbidity among day patients may 
also result, however, from deficiencies in the 
psychiatric programme in the area. Although 
the first part of the present study showed that 
close contact was maintained between the day 
hospital, general practitioners and other com- 
munity services (Burke, 1977), three features of 
that system may have predisposed to the 
reservoir of physical disorder in day-care. 
Firstly, the fact that most admissions were not 
only recognized to be chronic psychiatric cases 
by referring therapists (whether these be fellow 
psychiatrists or other personnel) but in addition 
and perhaps as a result, these admissions had 
not been provided with adequate facilities for 
investigation, the day hospital having become 
the chronic area (Cross et al, 1972). Secondly, 
the tendency to regard the day-hospital as the 
legitimate ‘ward’ for cases with intractable 
conditions, our previous study showing that 
although most new admissions came directly 
from in-patient care, morbidity was no lower 
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- than that among older admissions who remained 


under the medical care of their general practi- 
tioners. As the day-hospital was sited in the 
ground of the mental hospital though not 
sharing nursing and medical staff, it was 
assumed by in-patient therapists that continuity 
of care should be provided by us, their role being 
to offer only an emergency bed without total 
care. If this tendency is widespread, the present 
findings would suggest that it should be reversed 
in an effort to reduce the prevalence of primary 
handicaps among the increasing population of 
day patients. The third factor concerns the 
confusion of role which respective general 
practitioners may have had whilst their patients 
were receiving day care. As this may possibly 
have led to some inadvertent neglect of a 
number of patients, special note should be made 
by day care staff to make adequate contact with 
their general practitioner colleagues in order 
to establish respective areas of responsibility. 

Prominence of psychopathology may often 
prevent adequate investigation for physical 
disorder and in the present study, the stigma 
of the mental hospital prevented easy access to 
the general hospital, three miles away. Often, 
our colleagues at the general hospital asked for 
clarification of a psychiatric state which might 
have resulted from the physical condition being 
investigated. At the mental hospital, the func- 
tional diagnosis meant that conventional 
methods of psychiatric therapy often followed 
relapse in the day-hospital in cases among whom 
a physical disorder may have been of aetiological 
significance. Moreover, the general practi- 
tioners often responded to the deterioration of 
their patient's condition by psychiatric referral. 
Inevitably, patients believed that all their 
problems resulted from their psychiatric condi- 
tion. They came to us for help, even when 
physical symptoms were prominent, while the 
stereotyped reaction to physical disorder among 
chronic psychiatric patients was characterized 
by lack of sympathy and the belief that these 
complaints were psychological and therefore 
not worthy of physical investigation. 

An atypical psychiatric presentation often 
masks physical disorder (Koranyi, 1972). This 
is well illustrated by those patients in the 
‘hysterical’ group of neurological disorders who 
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had been treated by multiple therapies without 
lasting effects. We have confirmed the associa- 
tion of hysterical disorder with organic brain 
syndrome and depression (Slater, 1965; Mc- 
Kegney, 1967) and must conclude that its 
psychogenesis remains doubtful. Moreover, as 
Gottesman (1962) could find no evidence of a 
genetic component, the present findings should 
indicate that patients with atypical symptoms 
should be carefully investigated. 

The association of folate deficiency with 
affective disorder (Carney, 1967; Reynolds 
et al, 1970) was also confirmed. Folate deficiency 
was noted, however, in bipolar states and 
hysterical conditions, thus suggesting the signi- 
ficance of other factors; e.g. in the patient with 
vitamin B12 deficiency, commencement of 
tricyclic anti-depressant therapy was followed 
by a drop in red cell folate (183-120 ug) 
without evidence of a change in intake. It is 
also of interest that one patient with folate 
deficiency was receiving methyl dopa medica- 
tion. Carney's (1967) suggestion that medica- 
tion may be important in this regard has not 
been confirmed (Gundersen, 1969). However, 
as anorexia (Gough et al, 1963), resulting from 
or leading to medication, often accompanies 
psychiatric disorder, this factor cannot be ruled 
out. Low serum folate levels were found in 
many of these patients, which supports the 
view that malnutrition is very important 
(Shulman, 1972). Furthermore, as folate defi- 
cient and normal patients could not be distin- 
guished by social and psychiatric indices, 
metabolic factors should also be considered. 

In view of the correlation of serum with red 
cell folate values (Reynolds et al, 1971) con- 
firmed here, it is recommended that psychiatric 
patients be routinely investigated for serum 
folate. If this is low (0-3.0 ug), red cell folate 
should. be done. Henderson et al (1966) have 
recommended routine vitamin B12 investiga- 
tions, but here only patients over 65, and 
anaemic and neurological patients below that 
age were investigated in this manner. It is thus 
clear that day-care should include routine 
physical examination if psychiatric manage- 
ment is to be successful. In our previous paper 
concerning the same 133 patients, it had been 
noted that drug therapies were often avoided 
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by attending to psychological and social 
problems which may have predisposed to day- 
hospital referral. As the present findings suggest 
that physical symptoms may contribute to a 
high incidence of illness episodes in the day- 
hospital, we may conclude that physical dis- 
order should be given equal status with the 
social and psychological causes and the effects 
of mental disorder. 
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Continuation Therapy with Amitriptyline in Depression 


By A. COPPEN, K. GHOSE, S. MONTGOMERY, 
V. A. RAMA RAO, J. BAILEY and A. JORGENSEN 


SUMMARY  Thirty-two patients who had responded to amitriptyline 
(150 mg daily) when suffering from a depressive illness were allocated 
either to receive placebo or to remain on the same medication for one 
year. 


Plasma concentrations of the drug were regularly estimated. There 
was no correlation between plasma concentration and subsequent 
residual affective morbidity. In spite of considerable encouragement, 
three of the patients did not take the prescribed amitriptyline and 
they all relapsed. Five out of sixteen patients who received placebo 
relapsed. None of the patients who continued to take amitriptyline 
relapsed. 


It is emphasized that the patients studied were selected, inasmuch as 
they were apparent responders to amitriptyline. It is concluded that 
this group of patients should continue to be treated with antidepressant 
medication for eight months after apparent recovery, and care should 
be taken to ensure the patients’ compliance. 


The value of maintenance therapy in re- 
current affective disorders has been investigated 
in numerous trials. Lithium has been investi- 
gated under double-blind conditions and has 
been found to be superior to placebo in both 
unipolar and bipolar illness (e.g. Baastrup et al, 
1970; Coppen et al, 1971; Prien et al, 1973), and 
also to the antidepressant maprotiline in 
unipolar illness (Coppen et al, 1976). 

The present investigation is concerned with 
the value of continued tricyclic medication after 
apparent recovery from a depressive episode. 
Most investigators (e.g. Seager and Bird, 1962; 
Imlah et al, 1965; Kay et al, 1970; Mindham et 
al, 1974; Paykel et al, 1976), have shown the 
advantage of continuing medication for periods 
of up to eight months. However, none of these 
investigators estimated plasma concentration of 
tricyclics and the dosage of drug was not always 
defined. Because of this, and because of a high 
rate of non-compliance, especially in out- 
patients who feel well (Blackwell, 1976), the 
benefits of continued medication are still not 
satisfactorily delineated. 
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The following is a report of a placebo- 
controlled, double-blind study of the continua- 
tion of amitriptyline after recovery from a 
depressive episode, with regular monitoring of 
plasma tricyclic concentration, 


Patients and Methods 

The investigation was carried out as a 
double-blind study in which the antidepressant 
efficacy of amitriptyline was compared with 
placebo tablets in patients after they had 
recovered from a depressive episode following 
treatment with amitriptyline. During the de- 
pressive episode 23 patients were treated as 
in-patients and 9 as out-patients. They all 
recived only amitriptyline. The continuation 
study was conducted when the patients attended 
the follow-up out-patient clinic at six-weekly 
intervals for one year. 


Patients 

Male and female patients with ages ranging 
between 33 and 70 years were included in the 
study (Table I). They were all suffering from 
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TABLE I 
Details of patients in the study 








Weight 
Treatment Group N Sex Age (yr) Pre-Entry End of Study 
M F Mean SE. Mean SE Mean S.E. 
Placebo 16 3 13 51.6 3.5 50.7 2.9 60.0 3.6 
Amitriptyline 16* 3 13 55.3 2.7 62.8 ‚3.2 65.41 3.8 





* 3 of these patients were non-compliers and each was treated as an in-patient for relapse. 


1 Paired comparison (from pre-entry) p « 0.01 (using the 13 patients who took amitriptyline). 


primary depressive illness (MRC Trial, 1965). 
In the case of 11 patients this was the first 
episode, and the other 21 had had one or two 
previous episodes. In these 21 patients the 
interval between the present episode and the 
last episode ranged from 8 months to 16 years 
‚ (mean 44 months). None of them had any 

history of mania. A patient was considered 
clinically recovered when the Hamilton Rating 
Scale (HRS), (Hamilton, 1960) score was six or 
less, using the first sixteen items of the scale. 
Patients had to maintain recovery for at least 
six weeks. At the end of this period, the patients 
were selected randomly either to receive 
identically looking placebo tablets or to continue 
with amitriptyline in the previous dosage. 


Assessment of affective morbidity 

The patients were seen in the out-patient 
clinic every six weeks, and their psychiatric 
state was assessed by interview during which the 
* patient was rated on the HRS (the first sixteen 
items only). 

Any patient who showed increased morbidity 
during the study was treated, if the symptoms 
were mild, by supportive psychotherapy; if 
more serious the patient was admitted to 
hospital. A relapse was defined in this study as 
an increase in morbidity sufficiently severe to 
warrant admission to hospital. If their condition 
so demanded, a decision to give electro- 
convulsive therapy (ECT) was made. During a 
relapse the amitriptyline or placebo was 
continued as before. No additional physical 
therapy other than ECT was used. These 
patients after clinical improvement were sub- 
sequently followed up in the out-patient clinic 
during the rest of the trial year. No other 


psychotropic drugs were administered except 
nitrazepam, as a hypnotic and in a few cases 
diazepam as a daytime anxiolytic. 


Subjective side-effects 

These were measured by means of a stan- 
dardized check list (Braithwaite et al, 1971) 
which was administered initially before starting 
the continuation trial (baseline side-effects 
score). The check list was completed at each 
visit, and the baseline score was subtracted 
from the subsequent scores to indicate change in 
side-effects. Weight was measured regularly 
during this one year assessment period at each 
attendance. — — 


Plasma concentration of tricyclics 


Heparinized blood samples were collected for 
the estimation of the plasma concentrations of 
amitriptyline and its metabolite nortriptyline 
during each attendance at approximately 09.00 
hrs. The plasma was stored at —20?C until 
analysis. The plasma concentrations following 
initial clinical recovery and prior to the random 
allocations of active and placebo medications 
were considered as the baseline drug concen- 
tration. The tricyclic concentrations were 
estimated by a gas chromatographic method, 
using a sensitive nitrogen detector (Jorgensen, 
1975). 


Results 


In both groups the patients’ mean age and 
weight were similar at the beginning of the 
study (Table I); At the beginning of the study 
the two groups had similar mean HRS (Table 
II). 
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ТАВІЕ П 
Mean Hamilton Rating Scale during the First and Second 6-Month Period 





Hamilton Rating Seale 

















Treatment Group N Pre-Entry First 6 months Second 6 months 
Mean S.E. Mean S.E. Mean S.E. 
Placebo 16 2.13 0.4 5.40* 1,1 3.53 0.9 
Amitriptyline 13 2.46 0.6 3.83 0.9 3.92 1.0 
* Significant increase from pre-entry p « 0.005. 
Psychiatric morbidity Weight gain 


Three female patients in the amitriptyline 
group who relapsed during’ the trial were 
subsequently found to have nil plasma concen- 
tration of the drug. They were admitted to the 
hospital and successfully treated with ECT. 
These patients we referred to as non-compliers, 
and they were not included in the amitryptyline 
group for the purposes of analysis. Table II 
summarizes the affective state of the two groups 
of patients. There was significant increase 
(P « 0.005) in the mean HRS (compared to 
baseline scores) during the first six months in 
the placebo treatment group. There was no 
significant change in mean HRS for the first 
or second six months period in the 13 patients 
treated with amitriptyline (omitting the non- 
compliers). Five female patients in the placebo 
group as shown in Table III and Table IV 
relapsed between 5 and 23 weeks and were then 
treated with ECT. During the rest of the trial 
period they remained well. If one excludes the 
non-compliers, none of the patients in the 
amitriptyline group relapsed during the one 
year follow-up period. This is significantly 
different (Р > 0.01) from the placebo group 
(G' Test: Sokal and Rohlf, 1969). Thus, 
8 patients who did not take amitriptyline (5 
from the placebo group and 3 non-compliers 
from the active group) relapsed. 


Subjective side-effects 

It will be seen in Table V that there was a 
progressive reduction in the side-effects score in 
patients receiving: inactive medication. The 
patients treated with -amitriptyline reported 
side-effects significantly higher than those 
patients receiving placebo tablets. 


The mean weight of patients treated with 
amitriptyline was significantly higher than that 
of the group treated with placebo (Table I). 


Taste HI 
риа and admission to hospital 








‘Treatment Relapsed No relapse 
Placebo group 5 11 
Amitriptyline group 0 13 


3 Non-compliers in the amitriptyline group 
required admission but are not included in the table. 
` АП 8 patients admitted to hospital received ECT. 

‘G’ test: 6.79: p < 0. 01. 





т ABLE IV 
Details of patients (female) who relapsed 











Placebo group Amitripty line group 
(3 non-compliers) 
Age Timeofrelapse Age Time of relapse 
43 19 Weeks 61 45 weeks 
66 20 weeks 40 17 weeks 
33 17 weeks 40 10 weeks 
43 5 weeks 
56 23 weeks 
Taste V. 


Change in side-effects during the trial 


Side-effects score 
Difference from baseline 








Treatment М Ist-six-months 2nd six months 
group Mean S.E. Mean SE. 
Placebo 16 L3. 83 1.3 E 13 I. 4 
Amitriptyline 13 41.92* 11 +1.44* 1.7 


* Placebo vs Amitriptyline p < 0.01, 
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Plasma tricyclic concentrations 


The plasma concentrations of amitriptyline 


and nortriptyline of 13 patients (again excluding: 
cee the non-compliers) treated with amitriptyline | 
- during the study are shown in Table VI. There 
-wasa slight but progressive increase in the mean ^ 


plasma .concentrations of both these tricyclics. 
There were significant correlations between the 
basal concentration, the mean of the first 
6 months and the mean of the second 6 months 
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E - plasma concentrations of amitriptyline, nor- 


triptyline and the total tricyclic concentrations 
(Table VII). 








Relationships -of the plasma tricyclics concentrations 
| with clinical state 

“There was no significant correlation between 
the residual psychiatric ‘morbidity (mean HRS 
of first and second 6 months period) and the 
plasma concentrations of AT, NT or total 
tricyclic (Table VIII). 


Taste VI 
Plasma concentrations of tricyclics for 13 patients who took active medication 








777 Plasma 
‘Concentration Baseline During first six During second six 
c. Gig/ml) months months 
СЕ Меап S.E. Mean SE Mean S.E. 
Amitriptyline 97.9 8.6 106.0 10.0 . 118.9 15.2 
Nortriptyline 91.2 11.0 99.2 15.2. 121.1 22.2 
Amitriptyline 189.1 13.8 205.1 22.2 240.0 34.1 
Nortriptyline 


amram a a M BÓ ER 


Тави VII 


Correlations between plasma levels of amitriptyline and nortriptyline at baseline and the. mean of the First and Second and 
Second 6 Month Period 





Plasma concentration 














Amitriptyline Nortriptyline 
г р т р 
Baseline vs Ist six months 0.68 0.01. 0.82 0.001 
Baseline vs 2ndsix months 0.81 0.001 0.84 0.001 
Istsix months vs 2nd six months 0.92 0.001 0.97 0.001 
Taste УШ 
Correlation between plasma levels of tricyclics and morbidity 
Correlation Ist Six Months 2nd Six Months 
r r 
Amitriptyline concentration vs Morbidity (mean HRS) —0.112 —0.134 
Nortriptyline concentration vs Morbidity (mean HRS) 0:224 0.243 
Amitriptyline + Nortriptyline 
concentration vs Morbidity (mean HRS) 0.103 0.055 





All correlations between plasma drug concentration and morbidity—not significant. . 
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Discussion 

This study has shown the value of continua- 
tion therapy. Over one year patients taking 
amitriptyline remained well, while no less than 
42 per cent of those not taking the drug re- 
lapsed. All the relapses but one in the patients 
not taking amitriptyline occurred within six 
months after starting the study. 

Amitriptyline 150 mg taken at night seemed 
an adequate dose, and within these limits there 
was no correlation between amitriptyline, 
nortriptyline and plasma concentration and 
clinical response. The side-effects were not 
excessive and seemed a small price to pay for 
prevention of relapse. 

All but one of the relapses occurred within 
six months of starting the trial, which actually 
commenced six weeks after apparent recovery 
from a depressive episode. There was one 
relapse which occurred at 45 weeks, but this 
happened with a non-complier. Although one 
would bé tempted to suggest a continuation 
period of one year, we feel that eight months 
will be a reasonable period as all but one of our 
patients who relapsed did so within seven and a 
half months after apparent recovery. In view of 
the cardiotoxicity of tricyclic drugs (Burrows 
et al, 1976), it is obviously not in the patient's 
interest to continue for longer than necessary. 

The question of compliance is important, as 
no less than 3 out of 16 patients (19 per cent) 
did not comply in spite of considerable en- 
couragement. In lithium therapy one can get 
immediate information on the patients! drug 
state, but tricyclics are expensive, time-con- 
suming and difficult to estimate. Perhaps the 
addition of a simply estimated marker would be 
the best method of ensuring compliance. 

Our sample was of patients who had respon- 
ded to amitriptyline. We would suggest that 
probably the same situation exists after recovery 
by any treatment, i.e. that the patient remains 
vulnerable to further attacks for at least six 
months. Similar continuation treatment in the 
form of regular supervision and adequate 
dosage with tricyclics or other antidepressants 
would therefore seem desirable and a very 
worth while form of preventive medicine after 
the acute attack has subsided. In the case of 
patients who have had three or more attacks of 


depresion we would recommend lithium 
prophylaxis (Coppen et al, 1971; Coppen et al, 
1976). The management of patients who did 
not respond to tricyclic medication remains a 
problem. Whether patients who have responded 
to electro-convulsive therapy would be kept well 
during the subsequent eight months period of 
high risk of relapse by being given amitriptyline 
remains to be established. 
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harder 


Proven as effective as 
amitriptyline but at a dosage 
one third less'"* 


Reduced input of drug 
reduces risk of side-effects. 


Simple dosage aids 
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Flexible dosage 
up to3 x 50mg per day. 
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Pseudohypoparathyroidism and Capgras Syndrome 


By SHELDON H. PRESKORN and ADRIANNE REVELEY 


The patient described in this report is the 
second case in which the Capgras syndrome has 
occurred in association with pseudohypo- 
parathyroidism (Hay et al, 1974). Her admission 
was for evaluation and treatment of psychosis, 
but after detailed metabolic and psychometric 
testing it was established that pseudohypo- 
parathyroidism and cerebral dysfunction were 
antecedent conditions. In view of recent reports 
in the literature, the significance of these 
conditions in the pathogenesis of the Capgras 
syndrome will be discussed. 

Capgras syndrome is that delusional state in 
which a person believes that close relatives have 
been replaced by physically identical imposters 
(Enoch et al, 1967). It has been classified as a 
variant of schizophrenia, and there has been 
speculation on a wide variety of causes from 
marked ambivalence (Enoch et al, 1967 апа 
Vogel, 1974) to stress-induced disintegration of 
the personality (Todd, 1957). However, recent 
reports have revealed a surprisingly high 
incidence of antecedent cerebral dysfunction 
(Christodoulou, 1977; MacCallum, 1973). AI- 
though many of the early reports contain only 
cursory mental status examinations, some 
articles favouring a psychodynamic explanation 
have concerned patients with evidence of 
organic brain disease (Todd, 1957; Gluckman, 
1968; Nilsson and Perris, 1971). Mental 
retardation, too, is frequently noted in patients 
with Capgras Syndrome (Nilsson and Perris, 
1971 and Weston and Whitlock, 1971). 

Pseudohypoparathyroidism is a heterogeneous 
group of familial metabolic disorders in which 
the defect ranges from an unresponsiveness of the 
membrane receptor (adenyl cyclase) to para- 
thormone to an inability of normally generated 
cyclic AMP to bind properly with intracellular 
receptor proteins (Rodriquez, 1971). These 
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latter proteins mediate the physiological effect 
of parathormone by promoting transmembrane 
calcium movement (Drezner et al, 1973). All 
patients in this group of disorders have hypo- 
calaemia as well as characteristic skeletal 
changes: short stature, hypertelorism, rounded 
facies, and hypoplasia of the metacarpals and/or 
metatarsals. Mental retardation occurs іп 
approximately 10 per cent; however, other 
psychiatric problems are not well documented 
(Potts, 1972). 


Case Report 

A 24-year-old married housewife was ad- 
mitted to the University Psychiatry Service in 
October 1976 with the delusional idea of three 
or four months' duration that her husband had 
been replaced by an identical double. She had 
increased irritability and emotional lability, and 
also expressed fears that she had been impreg- 
nated as part of a national plot. | 

The patient was the product of a full-term 
pregnancy and uncomplicated delivery. She had 
a congenital cleft soft palate, which was 
surgically repaired when she was 14. According 
to her parents she was, as a child, demanding, 
irritable and socially withdrawn. Her school- 
work was always below average, but she atten- 
ded and completed high school. She then went 
to a business college and tried to obtain employ- 
ment but she was unable to hold a job because 
she always came into conflict with her peers. At 
about age 20 she developed multiple vague 
somatic complaints; these were considered to be 
functional in nature, and so led to a diagnosis of 
hysteria (Briquet’s syndrome). In 1972, at age 
20, she married, and her first admission to 
psychiatric hospital occurred later in the same 
year following a suicide attempt. She had four 
further admissions; her symptoms were those of 
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an anxiety state and there was no evidence of 
psychosis, About four months before her index 
admission, she gradually developed delusional 
thinking. She was treated with drugs as an 


| out-patient but without success. 


At admission she showed marked lability of 
mood, varying from being hostile and argu- 
mentative to gregarious and silly within the 
space of a few minutes. Her speech was vague 
and over-inclusive, and she was easily dis- 
tractable. She admitted to auditory hallucina- 
"tions and ideas of reference, thinking that 
television and radio programmes were directed 
© at her. She was alert and oriented and her 
memory was intact. 

Physically she was 5 ft 2 in tall, with an 
unusually shaped round facies. She had a slight 
paresis of the right lower lip. There was severe 

bilateral hypoplasia of the fourth and fifth 
metacarpals, and mild bilateral hypoplasia of 
the terminal phalanx of the thumb, all con- 
firmed radiographically. Dermatoglyphics were 
normal. 

Family history was negative for psychiatric 
disorders. However, a sister had similar physical 
characteristics of pseudohypoparathyroidism, 
including short stature and bilateral hypoplasia 
of the fourth and fifth metacarpals. 


Investigations: Results of routine blood tests, 
including thyroid function studies, were within 
normal limits. Buccal smears, normal female. 
Skull X-rays showed brachycephaly, hyper- 
telorism, and probable right-sided intracranial 
calcification. 

Total serum calcium: 8.1-9 mg/100 ml 
several tests (normal 9.0-10.3 or 2.25-2.6 
mmol/l); free calcium: 3.65-4.14 mg/100 ml 
(normal 4.50-5.00 or 1.12-1.25 mmol/l) 
ratio 47 per cent. Phosphate: 3.5 mg/100 ml 
(normal 2.5-5.0 or 0.8-1.6 mmol/l). Para- 
thormone: 3 ng/ml (normal 3-5). Response to 
parathormone infusion: a rise in cyclic AMP 
50-100 times greater than baseline without 
phosphaturic response and without an increase 
in serum calcium. 


Psychological Testing : Intellectual functioning: 
ІО, = 94 (normal range) by Peabody, Shipley 
Conceptual Quotient = 75, representing a 
severe defect in abstract functioning. Halstead- 


Венап Battery showed probable congenital 
brain damage with predominantly right hemi- 
spheric involvement. 

Personality: Schizoid, with psychotic and 
paranoid thinking. 

The patient's irritability and delusional 
beliefs gradually remitted on antipsychotic 
medication. She remained well as an out-patient, 
with one subsequent admission following a 
decrease in the dose of her medication, when 
she again complained of anxiety over her 
preoccupation about possibly being pregnant. 
Despite doing relatively well psychiatrically, her 
serum calcium continued low. On one occasion 
she demonstrated positive Chvostek’s and 
Trousseau’s signs. 


Discussion 


Our patient fulfilled the diagnostic criteria 
for schizophrenia with Capgras syndrome 
(Feighner et al, 1972). Early schizophrenia is 
sometimes misdiagnosed as hysteria (Woodruff 
et al, 1969). 

In the metabolic tests currently regarded. as 
essential to the sub-classification of pseudo- 
hypoparathyroidism (Drezner, 1973) she had a 
low normal parathormone level, a low free 
serum calcium level and a rise in cyclic AMP 
without. phosphaturic response following para- 
thormone infusion. Classically, in this disorder, 


- parathormone levels are elevated, but her low 


normal value may have been due to a failure of 
the currently used immunoassay technique, and 
further studies are planned. 

The psychometric tests were given by a 
psychologist unaware of the patient's diagnosis. 
Most noteworthy were the greater deficits on 
performance compared to verbal functioning, 
and deficits in spatial relations indicative of 
right-sided cerebral dysfunction. These findings 
were comparable to those of Christodoulou 
(1977). 

Babcock (1930) was one of the first to draw 
attention to the observation that psychosis was 
quite often associated with a marked differential 
score on intelligence tests. These patients tend 
to score poorly on abstract reasoning in com- 
parison to verbal ability. This appears parti- 
cularly true when comparing psychotic to 
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non-psychotic mentally retarded persons (Pen- 
rose, 1966). It may be, therefore, that the 
differential scores in this case and in the 
Christodoulou (1977) series represent only the 
fact that these patients are psychotics and often 
mildly intellectually retarded. However, this 
does not account for the cerebral dysfunction 
shown by the Halsted-Reitan test. Similar 
cerebral dysfunction has been reported by other 
authors using a variety of measures. 

Hayman and Abrams (1977) reported on two 
Capgras patients with abnormalities on neuro- 
logical examination and on electroencephalo- 
graphy. Christodoulou (1977) found EEG 
abnormalities in 7 out of 11 Capgras patients 
and echoencephalographic evidence of third 
ventricular enlargement in 4 out of 6. Nillsson 
and Perris (1971) reported a Capgras patient 
with mild mental retardation, EEG dys- 
rhythmia, and pneumeoencephalographic evi- 
dence of ventricular enlargement and atrophy 
of the right temporal lobe. In MacCallum's 
series (1973) of 5 Capgras patients, 2 had EEG 
and neurological abnormalities, while the rest 
had suspected organic aetiologies only. Weston 
and Whitlock (1971) presented the case of a 
previously well patient who developed the 
Capgras symptoms following a depressed skull 
fracture with contusion of the temporal lobe 
caused by an automobile accident. This injury 
left the patient with a marked memory distur- 
bance, generalized intellectual impairment (full 
scale WAIS 80), and an incongruous left 
homonymous hemianopsia. As a possible basis 
they suggested post-traumatic delirium coupled 
with the memory loss, while Hayman and 
Abrams (1977) have proposed a primary 
prosopoagnosia, the perceptual distortion of 
faces with subsequent delusional elaboration. 
Neither of these disturbances were present in 
our patient. Thus, there is a preponderance of 
evidence suggesting a neuropathological basis 
for this clinical phenomenon, but further 
detailed examination are needed to decide 
whether the syndrome results from a specific 
lesion or from generalized dysfunction. 

Since pseudohypoparathyroidism is a genetic 
disorder, the occurrence of psychosis in such 
cases has more significance from a research 
standpoint. The only previous report of such a 


patient with Capgras syndrome is that by Hay et 
al (1974). In their patient, there was antecedent 
mild mental retardation and probable childhood 
epilepsy. However, the Capgras symptoms did 
not develop until the patient had received 
tricyclic antidepressants and. two courses of 
electroconvulsive treatment further impairing an 
already abnormal central nervous system. 
Careful review of our patient's. history revealed 
no new insult, but there was ample evidence of 
pre-existing cerebral dysfunction. Since a meta- 
bolic error in the pathway between the cell 
membrane receptor and the intracellular recep- 
tor proteins appears to be responsible for both 
the renal and skeletal abnormalities in these, 
patients, it is of prime importance to determine 
whether such a fundamental metabolic error is 
of significance in the development of psychosis 
and of the other cerebral disturbances commonly 
found in them. 
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Suicide in Psychiatric Patients 
By D. H. MYERS and C. D. NEAL 


SUMMARY The study relates to suicides occurring in Shropshire 
during 1965 to 1973 inclusive. Psychiatric patients who had committed 
suicide were compared with others, matched by sex and age who had 
not done so. The suicide group included a higher proportion of mem- 
bers who had behaved violently, experienced a broken marriage 
(through death, separation or divorce) or earlier had deliberately 
harmed themselves, often by dangerous means. Of the psychiatric 
patients who committed suicide 63 per cent had seen a doctor within a 
month beforehand, yet very few were receiving adequate physical 
treatment for depressive illness at the time of their death. Immigrants 
from eastern Europe were found to be particularly prone to suicide. 


Introduction 


The study had two main purposes. The first 
was to find simple ways of deciding which 
psychiatric patients are likely eventually to 
commit suicide. To do this patients who had 


committed suicide were compared, on some of 


the factors known to be associated with suicide 
(Stengel, 1964), with a control group of patients 
matched for age and for sex who had not done 
so. The second purpose was to find out if those 
who committed suicide and who had a previous 
diagnosis of depressive illness had been having 
adequate physical treatment at the time of their 
death. 

The study was conducted in Shropshire, a 
largely rural county. Its 337,100 inhabitants 
(1971 census) live in small towns and villages at 
a mean population density of 0.4 persons per 
acre. The population, so far, is a settled one and 
many of the people who live in the county were 
born there. However, this is less true of the new 
town of Telford. This town in the east of the 
county has been formed by welding together a 
collection of small towns and hamlets— places 
like Wellington and Ironbridge—in which the 
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Industrial Revolution had some of its early 
beginnings, Telford’s population had grown by 
1971 to 79,450 mainly through an influx of 
people from the industrial West Midlands. 

The estimated mean annual suicide rate per 
100,000 population in Shropshire for the period 
of the study (1965-73 inclusive) was very 
similar to the corresponding rate for England 
and Wales: for Shropshire, 10.8 for men and 
7.01 for women; for England and Wales, 10.75 
for men and 7.40 for women. 


Method 


The available depositions were read on all 
persons whose deaths in Shropshire during 1965 
to 1973 inclüsive had been given a verdict of 
suicide, From these, and from hospital records, a 
list was made of those who had seen a psychi- 
atrist (the ‘referred’ group). 

We wished to compare the referred group of 
suicides with sex-matched psychiatric controls in 
respect of psychiatric history and circumstances 
at the time of suicide. Matching for age at 
suicide and date of suicide was also undertaken. 
It was therefore necessary to designate some 
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event in the lives of the controls as the reference. 


point for matching. Their last hospital admission 
was chosen as this reference point, because it was 
equivalent to suicide at least in marking an 
episode of mental disorder of comparable 
severity (those who had committed suicide would 
almost certainly have been admitted had the 
risk been recognized). This method of matching, 
while avoiding any need for following up 
controls, is certainly not ideal. The act of 
suicide, or for the controls the last admission, 
is referred to here as the ‘key episode’. 


Since the controls’ last admission was not 
treated as an admission but as a suicide- 
equivalent, the matching was done as follows: 
suicides who had never been admitted were 
matched with controls with only one admission ; 
suicides who had been admitted in the past 
were matched with controls who had more than 
one admission. In order to ensure as far as 
possible equivalence of data source, the last 
admission of the controls was not used for any 
type of information (mainly clinical) which 
could not be culled from the coroners’ records. 
There was only one exception. If the one- 
admission controls had had no prior out-patient 
attendance, the admission notes were used for 
clinical information. Matching for date of 
suicide was undertaken because the nine-year 
period of the study had seen big changes in 
psychiatric policy over admissions, discharges 
and community care. 


Age was matched in five-year intervals, date 
in two-year intervals (relaxed for the last 15 
patients to five-year intervals). An alphabetical 
register of patients, giving dates of birth and of 


admissions, was used as the source of the 


controls. A letter of the alphabet was chosen at 
random by taking one bean from a jar of beans 
labelled with the letters of the alphabet. The 
number of beans labelled with any one letter of 
the alphabet was the same as the number of 
pages of the register listing patients whose 
names began with that letter. All patients whose 


names began with the selected letter were. 


scrutinized, and a short-list was drawn up of 
those who satisfied the matching criteria. A final 
choice was made from the short-list, using 
random numbers. 


The matched pairs data were analyzed by 
McNemar’s test. The significance of the bino- 
mial proportions yielded by this test, апа the 
significance of. the «differences between the 
proportions in the unmatched data, were 
determined by the y? test approximation based 
on one degree.of freedom and with Yates’ 
correction. 


“Results 
The coroner’s records of 256 of the 260 
deaths with a suicide verdict occurring in 
Shropshire during 1965 to 1973 inclusive were 
examined. One hundred of these suicides had 
seen a psychiatrist: 49 men and 51 women with 
mean ages respectively of 54.4 and 53.8 years. 


Method of committing suicide 


At the beginning of the study an arbitrary 
distinction between town-dwellers (in com- 


munities of 5,000 or more) and country-dwellers 


(in communities of less than 5,000) was made. 
Lethal overdose was favoured more by town 
than by country-dwellers: 61 out of 161 town- 
dwelling but only 23 out of 95 country-dwelling 
suicides used this method (y* — 4.4, P « 0.05). 
Two methods, hanging’ and shooting (almost 
always with a shotgun), alone accounted for 
55 per cent of the male country-dwellers' 
suicides. 


Physical illness 


Seventy-six (30 per cent) of the whole suicide 
sample were physically ill at the time of their 
death. Sixteen (6.2 per cent) had definite 
organic cerebral disease diagnosed during life. 
A further ten, not diagnosed during life were 
found to have cerebral atrophy when examined 
post-mortem. 


Suicide in a small immigrant community 

There is a population in Shropshire of 
Eastern Europeans, mainly Poles and Ukrain- 
ians. Although it is. small, numbering 690 in 
1961 and 700 in 1971 (1961 and 1971 census) it 
contributed seven suicides, giving a much 
higher suicide rate than for the rest of the 
Shropshire population during the period studied 
(x? = 63, Р < 0.001). 
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Civil state 

From Table I it can be seen that in 25 pairs 
the suicide member was not leading a married 
life at the time of death but the control member 
was: in only 11 pairs was the situation reversed 
(х? = 4.7, P < 0.05). 

If the comparison is narrowed to those whose 
marriages have ended (through death, divorce, 
or separation) a significant difference is still 
apparent: in 13 pairs the suicide member had 
experienced the end of a marriage, while the 
control member had not, but in only four pairs 


Diagnosis 

To keep categories manageably small, only 
the main diagnoses were recorded. For mixed 
diagnoses, precedence was given їо one, and the 
other dropped. The order of precedence was: 
organic (other than epilepsy), schizophrenia, 
affective disorder, personality disorder. The 
distinction between depressive (D) and mani- 
depressive illness (MD) depended on whether 
there was a history of mania. or hypomania; if 
there was, the patient was classified as having a 
manic-depressive illness whether ог not there 


was the position reversed (P = 0.049 exact was also a history of depression. In respect of 
test). diagnoses there was only one statistically 
Tase I 


Civil state of suicide and control pairs at key episode 








n = 100 pairs Civil state of suicide members of pairs 
Divorced or 
Married Widowed Separated Single 
Married 42 7 6 12 
Civil state of Widowed 2 6 1 2 
control members of 
pairs Divorced or Separated 2 0 1 0 
Single 7 4 2 6 





Please note that in this Table and in Tables ЇЇ and III: (1) the entries refer to pairs, not to indivi- 
duals. The composition of the pairs is given by the marginal legends. Thus the ‘12’ in row | column 4 refers 
to the 12 pairs in which the suicide member was single but the control member was married. 


(2) the total number of pairs in a table may 


be less than 100 because the necessary information was not always available on each member of a pair. 


























Tase П 
Diagnosis 
n - 83 pairs Diagnosis of suicide members of pairs 
D MD S о а 
Depressive 
illness (D) 36 1 6 ue 2 
Manic-depressive 
iliness (MD) 7 1 1 0 0 
Diagnosis of control 
members of pairs Schizophrenia (S) 11 0 2 1 2 
Organic 
syndrome (O) 9 0 1 0 0 
Other diagnosis (Ot) 1 0 1 0 0 
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Taste Ш 
Clinical features which distinguished between suicides and controls 











Suicide members of pairs 





Non-psychotic violence 


Earlier deliberate self-harm 











n = 94 pairs n = 87 pairs 
Present Absent Present Absent 
Control members Present 0 5 8 13 
of pairs 
Absent 17 72 37 29 
P values x? = 5.5, Р < 0.025 x? = 10.6, P « 0.01 





significant difference between suicides and 
controls, In the twelve pairs in which one 
partner had an organic psycho-syndrome, that 
partner was the control member in ten pairs, 
but the suicide member in only two pairs (у? = 
4.1, Р < 0.05). The diagnosis in all the ten 
controls was senile dementia. 

Epileptics are classified in Table II according 
to the associated psychiatric disorder. Six of the 
suicides, but only one of the controls, had 
epilepsy (P — 0.12). 


Distinctive clinical features 

The choice of items was determined by the 
information available in the notes. A history of 
violence was studied because it was well 
documented in nurses and social workers’ 
notes. The term 'violence' is used here to mean 
attacking others or damaging possessions but 
not to mean self-violence. A special category 
was made for violence done when the patient 
was psychotic, that is having or experiencing 
one or more of the following: hallucinations, 
delusions, passivity experiences, incoherent 
thinking and disorientation. This is referred to 
as ‘psychotic violence’ in contrast to violence 
without such accompaniments, which is re- 
ferred to as ‘non-psychotic violence’. 

Twenty of the 45 suicide patients who had 
already deliberately harmed themselves had 
used dangerous methods in doing so: suffoca- 
tion, strangulation, jumping from a height, 
carbon monoxide poisoning, carbolic acid 
poisoning and self-inflicted injury with a 
hammer. 


The following features were non-significant: 
chronic physical illness, adversity in preceding 
year, living alone at key episode, deluded 
before key episode, or violence while psychotic. 


Effective treatment at time of suicide 


There were 64 suicides with a previous 
diagnosis of depressive illness, but twenty had 
been discharged from psychiatric care so long 
ago that their treatment at the time of death 
could not be established. In order to summarize 
the antidepressant medication prescribed to the 
other 44 at the time of their death, the manu- 
facturer’s recommended full dose was taken as 
the unit of dose. If more than one antidepressant 
had been prescribed, each was translated into 
this unit and then summed, The dose ranges and 
the number of patients (quoted in brackets) 
falling within each range was as follows: 
1 to > 0.75 (five); 0.75 to > 0.5 (one); 
0.5 to > 0,25 (seven); 0.25 to > 0 (five) and 
0 (twenty-six). 

Only one patient was having ECT at the time 
of suicide, This patient was also receiving more 
than 0.75 of a full dose of oral antidepressant 
and is therefore included in the figures above. 
In all instances but one the antidepressant 
prescribed was a tricyclic, the exception being 
one patient on tranylcypromine in full dose. 
Nineteen of the patients not receiving any 
antidepressant medication at the time of their 
death were nevertheless receiving sedatives or 
tranquillisers, usually a barbiturate or a 
benzodiazepine, but a few patients were 
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taking a phenothiazine, and one was taking 
meprobamate. 


Time between last consultation with a doctor and 
suicide 

This was established for 90 of the patients. 
The ten on whom no information was available 
were almost certainly not representative of the 
group as a whole, and probably had longer than 
average periods between seeing a doctor and 
killing themselves. Of the 90, 32 (36 per cent) 
had killed themselves within a week, 50 (56 per 
cent) within a fortnight and 57 (63 per cent) 
within a month of seeing a doctor. 


Discussion 

This study was retrospective, and thus 
confined to easily accessible, limited and rather 
crude data. We justified this on the grounds that 
we were looking for predictors, not causes of 
suicide, and a predictor must be easily available 
and likely to remain so. At the same time we 
wished our predictors to be, as far as possible, 
causes. For this reason we matched for age and 
sex. We could then at least be sure that any 
differences between suicides and controls were 
not just an indirect result of the fact that 
suicides tend, say, to be elderly men. In match- 
ing, however, we gave those direct causes of 
suicide which are associated with being old and 
male less opportunity to show themselves. Our 
findings have to be seen against these rather 
contrived circumstances, 

Given these circumstances, it is of interest 
that diagnosis did not give any really worth- 
while clues as to which patients might kill 
themselves. The only significant finding was 
rather trivial: senile dementia was associated 
with a lesser suicide risk than were other 
diagnoses. This is possibly because senile 
dementia, being largely if not entirely endo- 
genous, develops in people who are no more 
prone to the social and personality factors 
likely to lead to suicide than are members of 
the general population of comparable age. It 
may also be because the illness in the advanced 
stage which brings about admission to a mental 
hospital deprives patients of the will or ability to 
kill themselves. The only other bearing that 
diagnosis had on suicide risk was the trend 


(P = 0.12) towards a greater risk in epileptics. 
One of the six epileptics who committed suicide 
had a schizophrenic psychosis; it is possible that 
people with this double handicap are parti- 
cularly suicide-prone. Falconer (1973) found 
that 16 per cent of a small sample of such 
patients on whom he had performed temporal 
lobectomy subsequently committed suicide. 
Social factors were more helpful in predicting 
the suicide-prone. Significantly more suicides 
than controls were ‘not married’. Being born in 
Eastern Europe was another risk factor (but 
revealed in the whole suicidal sample, not in the 
comparison between suicide patients and con- 
trols). This applies to England and Wales 
generally: Adelstein and Mardon (1975) found 
the standardized suicide mortality ratios for 
1970-2 for immigrants born in Poland to be 
227 per cent for males and 251 per. cent for 
females. Sainsbury and Barraclough (1968) 
found that the suicide raté of immigrant com- 
munities within a single host country mirrored 
the rates in the countries of birth. The 1969 
suicide rate (per 100,000) in Poland was 18.6 
for men but only 4.2 for women (WHO, 1974). 
Thus although country of birth may be an 
important determinant of suicide rate in Polish 
men living in England and Wales it seems to be 
less important for Polish women. There may be 
special factors which put the Eastern European 
community at risk. Its early nucleus was 
formed, not by any planned or orderly immi- 
gration, but through political upheaval. This 
probably accounts for the abnormal constitution 
of the Shropshire population of Eastern Euro- 
peans, with males out-numbering females 
3.5 to 1 and the ratio of divorced to married 
members higher than for Shropshire as a whole 
(NS for its women, but Р < 0.025 for its men: 
1971 census). Linguistic difficulties with con- 
sequent inability to communicate the subtle 
symptoms of mental illness to their doctors may 
also have contributed to the higher suicide rate. 
The scale of immigration may also be important. 
‘The Eastern European community appears to be 
large enough not to make integration of its 
individual members with the host population an 
absolute necessity; but not so large that it can 
sustain any invigorating and broadly-based 
culture of its own. Without this self-sufficiency 
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its members may always have the sense of 
estrangement from society which Durkheim 
(1897) regarded as an important contribution to 
suicide. 

The association we found between suicide and 
non-psychotic violence (Table III) was seen 
only in patients diagnosed as having a depres- 
sive illness. It is possible that the episodes of 
violence occurred in previous, but not always 
diagnosed, bouts of depressive illness. Strictly, 
therefore, we cannot assume that it is a pre- 
morbid personality trait; it may merely be a 
trait brought to light by the stress of illness. 
Nevertheless, it is clear that those who are 
violent during a depressive illness are parti- 
cularly prone eventually to harm themselves. 
There may be other links: violence over the 
years may have alienated family and friends and 
in this way made suicide more likely, and in 
some violence and suicide may both be the 
outcome of alcohol abuse. Bagley et al (1976) 
found that violence was a feature of a distinctive 
type of suicide which they called ‘sociopathic 
suicide'. Psychotic violence points the other 
way, showing a tendency (P = 0.064) to be 
linked with the control group. 

There are probably several reasons for this 
difference between psychotic and non-psychotic 
violence. Psychotic violence does not always 
spring from anger but as often from fear and 
bewilderment, emotions which are less likely to 
lead to calculated destruction. It is possible that 
psychotic violence, occurring as it often does in 
eruptions when the patient is evidently ill, is less 
damaging to social relationships than is violence 
rooted in the personality. The findings in the 
present study agree with those of other workers 
(Robin et al, 1968; Barraclough and Pallis, 
1975), that an earlier episode of self-harm is an 
important predictor of suicide. 

It is a striking finding that so few patients 
earlier diagnosed as having a depressive illness 
were having drug treatment for this illness in an 
adequate dose at the time of their death. This 
is further confirmation of an observation made 
by several authors, and most recently by 
Barraclough et al (1974). Our findings almost 
certainly overestimate what patients were 
actually taking, because so many fail to take the 
prescribed dose (Blackwell, 1976). Like Barra- 
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clough et al (1974) and Jacobson et al (1972), we 
found that many of our suicides had visited a 
doctor within a month of death. Failure to get 
medical attention can therefore take only part of 
the blame for the lack of adequate physical 
treatment. E 

The belief, which may be mistaken (Witten- 
born, 1962), that neurotic depression does not 
respond to antidepressant medication, probably 
contributed to the low incidence of prescription. 
This belief must save some lives by keeping 
potentially poisonous drugs from those for whom 
the likely benefit is small and the risk of de- 
liberate overdose is high but it will also deny 
effective treatment to some who would benefit. 


Difficulties in diagnosis. (Raskin and Crook, 


1976) also contribute to uncertainty about 
correct prescribing, 

Nineteen of the suicide patients were receiving 
tranquilliser instead of an antidepressant. There 
are undoubtedly several reasons for this; one 
may be that in some patients an earlier diag- 
nosis of depressive illness had been supplanted 
by one of anxiety state. The acceptance of 
anxiety state as a diagnosis on a par with other 
psychiatric diagnoses has drawbacks. It might 
be safer to regard anxiety as a universal, fairly 
easily aroused, and not very specific response 
to a wide range of disorders, physical and 
mental, amongst which depressive illness is 
particularly important. 

The best opportunities for suicide prevention 
in psychiatric patients are probably still to be 
found in those with depressive illness. For this 
reason the findings of Coppen et al (1971) and 
of Mindham et al (1973) are particularly import- 
ant: they showed, respectively, that lithium and 
the tricyclic antidepressants reduce the relapse 
rate in depressive illness. A considerable diffi- 
culty in preventing suicide is to know when, in 
what may be a long illness, the danger periods 
occur. Copas et al (1971) found that suicides 
tend to occur soon after referral to a psychiatric 
service, though this effect was not very pro- 
nounced. Patients who could report the danger 
periods, often do not do so. For them the main 
attraction of suicide may not be death but relief 
from intolerable distress without having to break 
the ice in seeking help from others. It would be 
interesting to know from psychiatric patients 
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who have made suicide attempts whether they 
considered seeking help instead; and if they did 
what dissuaded them. 
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Classification of Suicide Attempters by Cluster Analysis 
By E. S. PAYKEL and E. RASSABY 





SUMMARY Cluster analytic procedures for classification were 
carried out on a sample of 236 suicide attempters. Rating variables 
concerned previous suicidal behaviour, details of the recent attempt 
and its motivation, mental state, and demographic characteristics. 
Results suggested the existence of three groups of attempters. The 
first comprised patients taking overdoses, on the whole showing less 
risk to life, less psychiatric disturbance, and more evidence of inter- 
personal rather than self-destructive motivation. The second group, 
fewer in number, made more severe attempts with more self- 
destructive motivation, by violent methods rather than overdose. The 
third and smallest group had a previous history of many attempts and 
gestures, made relatively mild attempts and were overtly hostile, 
engendering reciprocal hostility in the treating psychiatrist. These 














groups show some resemblance to those found in other studies. 


Introduction 

There has been a well-documented recent 
increase in the numbers of attempted suicides 
(Aitken et al, 1969; Weissman, 1974). Clinically 
it is evident that these patients are hetero- 
geneous, spanning a range of severity of attempt, 
apparent motivation, previous history and other 
phenomena. A number of authors have com- 
mented on this diversity. Some have classified 
these patients by means of theoretical cate- 


^ gories, or have depended on single key variables 


such as demographic characteristics, personality 
‚ог motivation, to derive useful subgroups (Beck 
and Greenberg, 1971; Wold and Tabachnik, 
1974; Kreitman, 1976). 

Relatively few studies have sought to use the 
newer multivariate techniques of cluster analysis 
for classifying suicide attempters (Katschnig and 
Sint, 1974; Kiev, 1976; Henderson et al, 1977). 
Although such methods have their pitfalls 
(Everitt, 1974), they may be particularly useful 
in situations where there is diversity, but when 
clear-cut separations between distinct groups 
do not obviously emerge. This paper will report 
the application of such techniques to descriptive 
data on a moderately large sample of suicide 
: attempters presenting at one hospital. 
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Methods 
Subjects 

Subjects were 236 patients derived from a 
study of suicide attempters presenting at the 
main emergency service for one city in the USA 
Criteria, sampling and assessments have been 
described previously (Weissman et al, 1973; 
Paykel et al, 1974). 

The study included all patients aged 16 years 
or over presenting with a suicide attempt, 
including a suicidal gesture. A suicidal attempt 
was defined as any intentionally self-inflicted 
injury (including by ingestion), unless there was 
good evidence that there was no self-destructive 
intent. Lack of intent was not assumed in 
suspicious circumstances simply because of the 
patient's denial, absence of serious risk to life, or 
added manipulative elements, but was accepted, 
for instance, in attempted abortion by pill 
ingestion, or cases of compulsive minor self- 
mutilation, Accidental self-injury with sus- 
pected unconscious self-destructive intent was 
excluded, since the injury was not intentional. 
For suicidal gestures to be included there had to 
be some kind of act of potentially self-destructive 
nature, even though without risk of significant 
physical injury, e.g. climbing on to a bridge or 
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railing, toying with a gun, announcing intent 
and starting to ingest pills without actually tak- 
ing more than one or two. Patients only 
acknowledging suicidal feelings or making 
threats were not included. 

During a period of twenty-five weeks, 274 
consecutive patients were studied. Among these, 
38 had more than 25 per cent of ratings missing 
and were omitted from the analyses. The sub- 
jects omitted included some who were seriously 
ill or unconscious, so that ratings based on 
interview could not be made initially, and were 
missed later. As a result, the most serious suicide 
attempters were under-represented. The subjects 
were predominantly young, with a mean age of 
27.7 years; 69 per cent were women. The 
majority of suicidal acts (77 per cent) were by 
drug overdose. Most were relatively mild in 
severity of medical consequences. 


Data collection 

Data collection was performed mainly by the 
junior psychiatrist responsible for initial clinical 
assessment. A pre-coded data recording form 
was used. It contained 101 items covering 
demographic status, previous history, details of 
the attempt, judged and acknowledged moti- 
vations, mental state, social circumstances, 
treatment instituted, and psychiatrist’s feelings 
towards the patient. Definitions and anchor 
points for items were given in detail. Items were 
adapted from a variety of sources, particularly 
the Los Angeles Suicide Prevention Center 
Assessment of Suicidal Potentiality (Tabachnik 
and Farberow, 1961) and, for mental state, the 
Clinical Interview for Depression (Paykel et al, 
1970). 

The form was completed by the psychiatrist 
at the initial interview with the patient. 
Psychiatrists rotated into the emergency service 
in groups of four, for six-week periods. At the 
start of each rotation, they were trained in the 
rating procedures and were supervised and 
monitored thereafter. Almost all suicidal patients 
were seen by a psychiatrist on presentation. For 
patients who were too physically ill or drowsy at 
the time of presentation, information was 
obtained later, omitting variables such as 
mental state that could only be rated at the time 
of admission. 
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Further information was obtained by a 
research assistant on approximately one in every 
four patients. Within one week of initial pre- 
sentation she interviewed the patient, either in 
hospital or at home, covering. more extensively 
similar areas to those assessed by the psychia- 
trist. 

One month later, she re-interviewed the 
patient to obtain information regarding inter- 
verning treatment, which was supplemented 
from case records. Sixty-seven. of the present 
subjects received these interviews. 


Assessment measures 

From the pool of available variables, fourteen 
were selected as especially relevant to classifi- 
cation and were used in the cluster analyses. 
These variables, some of which were composite, 
are listed in Table I. Two, age and sex, were 
demographic. Two involved previous history: 
the number of previous suicide attempts and the 
number of previous suicidal, gestures. Eight 
concerned the recent suicidal feelings and 
attempt: the method of attempt (drug vs. other) ; 
ratings of the rapidity of onset of suicidal 
feelings, the delay between decision to take life 
and the attempt, the risk to life; the overall 
severity of the attempt in terms of medical 
consequences and intention to end life; the social 
circumstances of the attempt; the rater's judge- 
ment of interpersonal motivation of the suicidal 
behaviour (average of separate four-point 
ratings for interpersonal communication direc- 
ted towards specific persons, hostility to others, 
appeal for help from others, intention to induce 
guilt in others, modify behaviour in others, 
efforts to re-establish broken communication), 
and rater's judgement of self-directed motivation 
in the suicidal behaviour (average of four-point 
ratings of self-directed hostility, self-directed 
guilt and punishment, and relief from psychic 
suffering). The last two items concerned mental 
state on presentation: severity of depression 
(mean of depressive symptom ratings on 
Clinical Interview for Depression), and hostility 
(mean of ratings for reported irritability to 
others, and overt hostility manifested at inter- 
view). 

All the items used for classification were 
derived from initial ratings by the psychiatrist. 


E 


4 


Е. 8. PAYKEL AND E. RASSABY 47 


The remaining items were used subsequently to 
examine additional characteristics of the groups 
obtained. 


` < Cluster analytic procedures 

‘Data were analysed by the CLUSTAN suite 
of programs (Wishart, 1969; Everitt, 1974), 
available on the IBM 360 computer at Univer- 
sity College, London. Prior to cluster analyses, a 
principal component analysis was carried out on 
the inter-correlation matrix of the fourteen 
variables. Factor scores on the first 12 of 14 
components were entered into the cluster 
‘analyses, rather than the original variables, in 

‘order to énsure satisfactory distributions. 
| The CLUSTAN group of programs incor- 
` porates a number of alternative methods. Four 
hierarchical agglomerative methods were used: 
Ward's Error Sum of Squares method (Ward, 
1963); Complete Linkage (Sokal and Sneath, 
.. 1963); Single Linkage (Sneath, 1957); Group 
. Average (Sokal and Michener, 1958). All these 
methods are described further in Everitt (1974). 
Most of these methods failed to produce 
adequate clustering, and instead formed a 
single large group to which more individuals 
were added. Some clustering was produced by 
the complete linkage method. The most satis- 
factory clustering was produced by Ward's 
method, which employs the sum of squared 
distances of individuals from centroids of their 
clusters -ás the clustering criterion, and fuses 
clusters ќо minimise: this. The eight-group 
solution of this method was also taken as the 
tarting point for an iterative relocation proce- 
диге which scanned all individuals and moved 
“them to new clusters in order to further lessen 
Euclidian distance from the centroids. Relocated 
clusters were then fused successively as before 
and subjected to further relocation at each level. 




















Results 

Classification hierarchy 
Illustrated in Fig 1 is the classification 
dendrogram obtained by Ward's method, fusing 
from 20 clusters to one. The length of the vertical 
line indicates the range of fusions over which the 
: cluster was stable. At the right hand side of the 
diagram was a cluster which remained stable 
over a great range of fusions. The remaining 
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(CIRCLED FIGURES ON VERTICAL LINES INDICATE NUMBERS OF 
SUBJECTS IN GROUPS) 
Fic. l.— Ward's method: Dendrogram from 20 to 1 


Clusters. 


groups were less stable, but the two-, three- and 
six-groups levels persisted over moderate ranges. 
Four- and five-group levels were only briefly 
stable. Three groups appeared to be the most . 
that could be obtained with stability, although 
the six-group level merited inspection. 


Iterative Relocation 

Iterative relocation confirmed the stability of 
these groups. At two- and three-group levels the 
groups were almost completely unchanged after 
relocation, only 3 per cent and 2.5 per cent of 
subjects respectively changing groups. At the 
six-group level, 8.5 per cent moved, still a 
relatively small proportion. 


Group characteristics 

Characteristics of groups were first examined 
on the 14 classification variables. T'wo-group and 
three-group levels were easily interpretable. At 
the two-group level there was a striking and 
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complete split by method, between drug over- 
dosers and those employing other methods. 
There were also some differences on other 
variables: overdosers made less severe attempts, 
with more judged interpersonal motivation, less 
evidence of hostility, and fewer previous 
attempts. 

At the three-group level the overdosers split 
further, but on iterative relocation were joined 
by a few patients using other methods. Table I 
shows characteristics of the three groups as 
finally obtained. The group with 51 subjects was 
that showing stability over the greatest range of 
fusions in the dendrogram. All the patients used 
methods other than overdose (28 cut their 
wrists or other areas, 5 used guns, 18 various 
mixed methods). They made more severe 
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attempts which were judged as producing the 
greatest risk of life, and showed less evidence of 
the various kinds of interpersonal motivation. 

The largest group contained 171 patients, all 
of whom had taken overdoses. They had the 
least history of previous attempts or gestures. 
They were most likely to be judged as showing 
interpersonal motivations, and although the 
difference was. not significant, they tended to 
show less evidence of self-directed motivations. 
They also showed least evidence of overt hostility 
and irritability. 

The third and smallest group contained only 
thirteen individuals. Methods were mixed, 
although predominantly by drug overdose. Risk 
to life was lowest. The most striking feature was 
a previous history of much repetition, with a 
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Characteristics of three groups* on classification variables 








Group 3A Group 3B Group 3C 
Range Non-overdosers Overdosers Recurrent Significancet 
N = 51 N = 172 N = 13 
| Меап Меап Меап 
Age (years) 27.4 29.25 26.31 NS 
Number of previous attempts 1.27 0.99 3.23 <.001 
Number of previous gestures 0.92 0.58 7.85 <.001 
Rapidity of onset (slow onset high) 1-5 1.86 1.61 1.38 NS 
Delay between decision (long delay 
high) 1-5 1.46 1,52 1.38 NS 
Risk to life (high greater) 1-5 2.16 1.81 1.77 «.05 
Intensity of attempt (high greater) 1—5 1.82 1.78 1.92 NS 
Social circumstances (discovery 
unlikely high) 1-5 2.16 2.10 1.94 NS 
Rater's judgement of degree of 
interpersonal motivation 
(more high) 1-4 2.65 2.91 2.63 <.05 
Rater’s judgement of self-directed 
motivation (more high) 1-4 2.12 3.38 2.38 NS 
Depression at interview 1-7 2.92 2.67 3.21 NS 
Overt hostility 1-7 3.28 2.88 3.73 <.05 
Sex: Male 39% 28%, 38%, NS 
Female 61% 72% 62%, 
Method: Drug overdose 0% 100% 77% <.001 
Other 100% 0% 23% 





* Groups obtained after iterative relocation. 


f By one-way analysis of variance; sex and method by Chi square. 
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mean of three previous attempts and eight 
previous gestures per patient. Patients showed 
least evidence of interpersonal motivation, but 
most evidence of hostility. Subsequent examin- 
sation of individual ratings showed this mainly to 


_ be hostility and uncooperative behaviour at 


interview. This combination of chronicity, mild 
attempts and overt hostility made a striking 
constellation. 

At the four-group level, the overdosers were 
split by sex, but without any other striking 
correlates. New groups appearing at five- and 
six-group levels were not readily interpretable. 
Three groups appeared to be the maximum the 
data could usefully provide. 


Additional differences 
“Many of the additional variables not used for 
.classification were closely related to the classi- 


fication variables, and on the whole they 


confirmed the findings on these. On demo- 
graphic variables, there were no differences by 
race, social class or marital status. Nor were 
there any differences for preceding life stress. 
Overdosers gave less history of alcohol abuse 
than the two other groups. 

A further group of variables covered treat- 
ment. Treatment and its determinants have 
been described in detail elsewhere (Paykel et al, 
1974). Only about half the patients were 
admitted to hospital, most to psychiatric rather 
than medical wards, after an initial period of 
observation. When group differences were 
. examined it was found that the overdosers were 
least likely to be admitted (43 per cent as 
opposed to 61 per cent and 62 per cent of the 
other groups) and, if admitted, were also less 
likely to require compulsory rather than 
voluntary admission (31 per cent as opposed to 
58 per cent and 60 per cent of the other groups). 

A checklist was used to record psychiatrists’ 
attitude to the patient (Dressler ef al, 1975). 
Scores were derived on three factors. On two of 
these, the recurrent group were regarded 
significantly less favourably. They received the 
lowest scores for attitudes reflecting warmth and 
understanding and the highest for those of 
annoyance. On the third factor (anxious and 
discouraged), this group also scored highest, but 
ће difference did not reach significance. 
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Fic. 2.— Plot of individuals on two discriminant function 
scores. Group | = Overdosers; Group 2 = Non-over- 
dosers; Group 3 = Recurrent. * = Group Centroids. 


Group separation 


In order to examine group separation, the 
three groups were subjected to a discriminant 
function analysis, using scores on the twelve 
principal components involved in the classi- 
fication analyses. Fig 2 displays the groups on 
the two discriminant function axes. There was 
good separation between groups. The overdoser 
and non-overdoser groups were quite discrete, 
the recurrent group.somewhat less so, with three 
aberrant individuals who differed from the rest 
in that in their recent attempt they had used 
non-drug methods. 


Discussion 


The findings suggest that suicide attempters 
can be classified into three groups. The largest 
group comprises patients taking overdoses, with 
less risk to life and a predominance of inter- 
personal motivations. A second smaller group is 
distinguished by the use of more violent methods, 
with higher risk to life. A third and very striking 
group comprises. recurrent attempters, with 
previous histories. of many attempts, relatively 
low risk to life, and overtly hostile behaviour. 

A few studies have used similar methods. 
Katschnig and Sint (1974) subjected limited 
information on 276 suicide attempters to cluster 
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analysis by several methods, of which, as in the 
present study, Ward's method produced the 
most satisfactory result. They reported seven 
clusters, but five of these successively coalesced 
with a large cluster of younger female patients 
making attempts by overdose and with pre- 
dominantly ‘conflict’ motives. This resembles 
our overdoser group. The remaining group, 
which did not coalesce until the final fusion, 
consisted of 35 older persons who had retired 
and showed ‘unhappiness’ motives. This much 
smaller group bears some resemblance to our 
more severe group. At the seven-group level, sex 
differentiated groups, and one group used 
violent methods. 

Kiev (1976), also using Ward's method, 
described seven groups which he labelled 
suicidal gestures (the largest group), acute 
depressive reaction, passive aggressive and 
passive dependent personality disorder, anxiety 
reaction with interpersonal conflict, socially 
isolated, suicidal preoccupation, and chronic 
dysfunctional. The link between label and 
descriptive profile was not always clear. 

Henderson et al (1977) carried out a careful 
study using information on life events, nature of 
the attempt, facilitating factors and motivation, 
overlapping with that of the present study. They 
employed three methods which gave similar 
findings at the two-group level, but not at the 
three-group, for which only one method was 
reported. One group was non-specific; a second 
group were depressed and alienated, with high 
risk to life; the third group showed low de- 
pression and low risk to life, and motivation 
particularly directed to an operant effect on 
others. The last two groups resemble our two 
large groups; and, as in our study, there was no 
relation to demographic variables. In a later 
analysis (Henderson and Lance, in press), three 
additional groups were delineated: repeaters, 
wrist cutters, and an operant non-alienated 
group. The repeaters also appear to resemble 
those of the present study. Wrist cutters are a 
group which has not emerged clearly from other 
studies, perhaps because they show few other 
specific characteristics (Weissman, 1975). 

Some other studies have employed factor 
analysis of ratings. Bagley (1973) interpreted 
two dimensions as indicating medically serious 


attempts associated with old age and depression, 
and those associated with antisocial personality, 
alcohol addiction, in younger separated or 
divorced males. Fahy et al (1970) interpreted 
five factors, However, factors correspond to 
multiple orthogonal dimensions on which 
individuals may score high or low simul- 


taneously, rather than mutually exclusive 
groups or classes. 
A different approach was adopted by 


Kreitman (1976), who divided his subjects 
(almost all overdosers) by age into three groups, 
with further subdivision by sex. The groups 
showed a number of differentiating features. 
The middle-aged patients included a parti- 
cularly high proportion with alcohol problems. 

Other subgroups have been suggested on 
theoretical or descriptive grounds. Wold and 
Tabachnik (1974) described six groups, labelled 
discarded unstable, discarded stable, down and 
out, violent, chaotic psychotic borderline, old 
and stable. The last was very infrequent in 
Suicide Prevention Center clients. These cate- 
gories depend largely on life history variables. 
Beck and Greenberg (1971) reviewed a number 
of classifications, including that of Motto (1965), 
based on patterns of use of community psychi- 
atric facilities, and some psychoanalytic classi- 
fications of motivation. 

At first sight there does not appear to be much 
agreement in these studies. However, there is 
one major axis that pervades many of them. 
This is the contrast between, on the one hand 
those who make the more severe attempts, 
using more dangerous methods, with greater 
depression and often older age and male sex 
and, on the other hand, the milder attempts 
with greater interpersonal motivation. It is 
when further subgroups are described that 
disagreement becomes marked. This appears 
to provide a strong argument in favour of 
classifications without too many groups. 

The major axes of differentiation which 
emerged empirically in the present study were 
quite simple: method of attempt, and history of 
many previous attempts. Each carried a 
number of associated differentiators. The more 
important separation was by method. The 
almost complete separation was probably a 
statistical artefact, but the distinction corre- 
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sponded fairly closely to the major axis in the 
literature. Overdosers showed less severe 
attempts, more interpersonal motivations, less 
overall disturbance on various measures in- 
cluding less need for admission and, although it 
was not significant, more females. Those using 
more severe methods showed the converse 
features. Atypically, but as also found by 
Henderson et al (1977), age did not differentiate, 
and in addition there were no overdosers in this 
group. However, to some extent this may reflect 
the nature of the patients who had to be omitted 
from analysis because of missing data. Examin- 
ation showed that they mainly comprised over- 
dosers of older age making serious attempts. 

The second axis we found was recurrence. 
Overdose and non-overdose groups tended to 
have made one or two previous attempts. 
However, there was a small but striking group 
with many previous gestures and attempts, a 
milder current attempt, and high hostility. 
Factors most commonly related in the literature 
to repetition include personality disorder, 
criminality, alcoholism and drug dependence, 
being widowed, divorced or separated, having 
a previous history of attempts (Buglass and 
Horton, 1974; Morgan et al, 1976; Kessel and 
McCulloch, 1966; Bagley and Greer, 1971). 
These mainly concern single repetitions in the 
year or two after the presenting attempt. 
Maxmen and Tucker (1973) described a small 
group of multiple suicide attempters, relatively 
young and often with a family history of 
suicide attempts, neurotic depressive symptoms, 
· inappropriateness of the attempt to the degree of 
stress, high IQ, and a sense of futility and hope- 
lessness. These features overlap only to a limited 
extent with ours, but the relative youth of our 
sample as a whole may have obscured some 
differences. This group presented a particular 
therapeutic problem: there was clear evidence 
that their own hostility engendered a reciprocal 
hostility in the treating psychiatrist. 

Cluster analytic methods present some diffi- 
culties (Everitt, 1974; Strauss ef al, 1973). 
Different methods may produce different results. 
The present study used several methods, but 
only one produced useful and stable clustering. 
In any case, such methods are best regarded as 
exploratory rather than definitive. They can 


lend support to old classifications, or suggest 
new ones which may have heuristic or clinical 
utility. We would not claim that the present 
findings provide a definitive classification. A 
good deal of further work in replication and 
validation would be required before this could 
be achieved. However, they do suggest that two 
axes—severity of method, and chronicity—are 
particularly important in that a number of other 
differences are associated with them. The 
threefold classification so derived has the virtue 
of simplicity, and it would appear worthwhile to 
explore its utility further. 
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Multivariate Statistical Methods and Problems of 
Classification in Psychiatry 
By R. F. GARSIDE and MARTIN ROTH 


SUMMARY This paper is concerned with the use of multivariate 
statistical methods in relation to classification in psychiatry. There are 
two aspects of classification: the classification of symptoms to form 
syndromes and of patients into diagnostic groups, Critical papers are 
reviewed, and proposed severe limitations on the methods answered. 
The use of multivariate methods has increased objectivity and agree- 
ment between investigators, but differences remain, largely on issues 
in statistical logic, which must be resolved. 


Introduction 


It is a chastening thought that virtually all 
the diagnostic concepts in current use have 
resulted from the observations of clinical 
observers who were professionally active more 
than half a century ago. All were working 
within the traditional framework of medical 
diagnosis which had taken centuries to evolve. 
But one has to read only a few paragraphs of one 
of the classical descriptions to be made sharply 
aware of qualities of freshness, immediacy and 
originality that have since become more rare. 

“These descriptions were no pious tributes to 
some dead and outworn technique for de- 
lineating states of mind. The great clinicians 
were the masters of the clinical and ethological 
methods; their descriptions survive, as all good 
and original descriptions survive, because they 
had arisen from clear hypotheses. No new 
description is likely to make its mark unless there 
is in the observer’s head a new concept which 
corresponds to how things are in the world. 

It is salutary to recall that schizophrenia, 
manic-depressive illness, paranoid psychoses, 
obsessional states, anxiety neurosis, hysteria and 
senile dementia were all described with the aid 
of clinical observations alone. There were no 
computers with which to establish the shape of 
‘distributions or search for symptom-sign clusters. 
Nor were there statistical methods to assist 
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Kraepelin, Bleuler, Freud, Alzheimer; nor, in 
our own era, did these methods assist Leonhard, 
when he advanced the current influential view 
that bipolar affective disorders were distinct 
from unipolar ones. 

These clinical descriptions, which have so 
robustly withstood the test of time, were 
ostensibly derived. in the first instance from 
a few examples, or an unstipulated number, of 
the diagnostic categories. This was true of 
agoraphobia, of anorexia nervosa, and even of 
anxiety neurosis. But it is almost certain that the 
great figures of descriptive psychiatry were 
making use of a large body of previous, perhaps 
unconscious or undisclosed observations. They 
moved by inferences from the particular to the 
general. And although it is fashionable to deride 
such inductive forms of reasoning as un- 
scientific, it seems highly. probable that it is one 
of the ways in which important new hypotheses 
have come to be formulated. 

Such hypotheses, however, are necessarily 
complex in that they involve numerous symp- 
toms or other features. Moreover, the physio- 
pathological causes of most psychiatric condi- 
tions have not been isolated. Thus, nearly all 
classificatory hypotheses in psychiatry are based 
entirely on symptoms (and perhaps other 
features). It follows that these hypotheses must 
be tested. by multivariate statistical methods 
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which are capable of dealing with more than one 
symptom at a time. 

Since Moore’s (1930) classical paper, there 
have been many attempts to do this using 
multivariate methods, especially since general 
purpose digital computers have become avail- 
able. But more recently there has been a 
tendency to suggest that multivariate statistical 
methods have severe limitations (Everitt, 1975; 
Maxwell, 1971), particularly with regard to the 
classification of patients. Such papers have had, 
we consider, an unfortunate and exaggerated 
effect. For example, Kraupl Taylor (1976) holds 
that ‘statistical procedures are not well suited for 
the classification of objects’, and he quotes 
Maxwell (1971) in support of this rather 
gloomy view. The purpose of this paper is to 
consider the use of multivariate statistical 
methods in relation to both (a) the establish- 
ment of psychiatric syndromes and (b) the 
classification of patients into diagnostic groups. 
Although this paper is concerned with these 
general topics, most of the actual discussion will 
be in relation to the classification of depressive 
illness. This is because it is in this area that 
multivariate methods have been used most 
often, and thus it provides the best psychiatric 
examples of the use of these methods. 


Symptoms, Syndromes and Patients 

In clinical medicine it is generally assumed 
that the isolation of a distinct syndrome means 
that there are patients whose symptoms in 
greater or lesser degree correspond with the 
symptom profile in question, and who con- 
sequently can be regarded as suffering from a 
particular ‘disease’ or syndrome (Scadding, 
1967). A similar classification of psychiatric 
patients has been so predictive of prognosis and 
of the effect of relevant treatments that one 
wonders whether a categorical or typological 
model is not more relevant to psychiatry than a 
dimensional one. But the fact remains that in 
psychiatry the identification of a symptom 
cluster, or syndrome, does not necessarily imply 
that there is a corresponding group of patients 
distinct from other patients, or from people in 
general. Kendell (1968a), for example, isolated 
two syndromes of depression (neurotic and 
psychotic), but (in our view unjustifiably) 


considered that there were not two distinct 
corresponding groups of patients, but a con- 
tinuous unimodal distribution—or dimension— 
of depressed patients from one extreme (neurotic 
depression) to the other (psychotic depression). 

There are, therefore, two aspects of psychia- 
tric classification: first, the classification of 
symptoms (and perhaps other features) into 
groups to form syndromes, a syndrome being 
defined here as a group of symptoms (and other 
features) which are correlated amongst them- 
selves, but are relatively uncorrelated with other 
symptoms (or features). 

The second aspect of psychiatric classi- 
fication is the classification of patients to form 
diagnostic groups. By a diagnostic group we 
mean a category of patients whose symptoms 
(and other features) correspond with a particular 
syndrome. The existence of such a diagnostic 
group is demonstrated when the number of 
patients whose symptoms correspond to a 
particular syndrome is greater than the number 
of patients whose pattern of symptoms is 
ambiguous. 

These two aspects of classification must be 
considered separately; the failure to do so has 
caused much confusion, as has been pointed out 
by Eysenck (1970) and Garside et al (1971). 


The Classification of Symptoms 

The classification of symptoms is relatively 
simple, and can be achieved by the well-known 
methods of factor analysis (Gorsuch, 1974). 
By using factor analysis it can be decided 
whether the correlations between the various 
symptoms are consistent with the hypothesis 
that there is one general factor, or dimension, 
underlying all the symptoms and other features 
in question. If the correlations are consistent 
with such an hypothesis, then there is no 
evidence of any grouping of symptoms; they 
are all indicative, to a greater or lesser extent, of 
a single psychiatric syndrome. But if the corre- 
lation data are inconsistent with such an 
hypothesis there must be an additional dimen- 
sion, or dimensions, which are not general, 
since that which is general has already been 
accounted for by the general factor or dimen- 
sion. The additional factor must, therefore, be 
differentiating or bipolar, and thus classifies the 
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symptoms and other features into groups 
corresponding, perhaps, to recognized psychia- 
tric syndromes. 

In this case, factor analysis is used as a 
classificatory procedure. But when a classification 
has been achieved, factor analysis can be used in 
a descriptive way by rotating the factors or 
dimensions so that the rotated factors describe, 
or measure, the two (or more) syndromes. 
Kendell (1968a), for example, rotated his 
factors so that one factor was descriptive of 
‘psychotic and the other of neurotic depression. 
There are thus two functions of factor analysis, 
one of classification and the other of description. 
There has been a regrettable tendency recently 
to publish only rotated, descriptive factors. But 
until a classification has been established, this 
seems to be begging the question. Moreover, as 
Mendels and Cochrane (1968) and Everitt 
(1975) point out, different methods of rotation 
may lead to different results. Unrotated factors 
are more stable, but are sometimes difficult to 
interpret. 


The Classification of Patients 
Cluster Analysis 

There is a technique, namely cluster analysis, 
which provides a direct attack upon the problem 
of the classification of patients into groups. 
Cluster analysis attempts to divide a supposedly 
heterogeneous set of data (individuals) into 
clusters. It is a method of numerical taxonomy 

"and is discussed at length by Sokal and Sneath 
(1963). The simplest method of cluster analysis 
consists of calculating measures of similarities 
between pairs of individuals and then grouping 
the individuals into groups according to levels of 
their similarity coefficients. 

'There are several computer programmes now 
available, and thus there is a danger that cluster 
analysis will be used without its limitations being 
realized. These limitations have been con- 
sidered by Everitt (1972), who concluded that 
‘different techniques of cluster analysis applied 
to the same set of data may give very different 
results’. This conclusion is reiterated by Everitt 
(1974) and supported by Gower (1966, p 326). 
Thus, any classification generated by a single 
method of cluster analysis must be validated. As 
Everitt remarks (1972), ‘It is obviously not 


“enough to run out data оп a single method of 


cluster analysis, however good this method may 
be thought to be, and however reasonable the 
clusters found seem to the experimenter’, More 
than one method should therefore be used, and 
the cluster only taken to be established if found 
by all, or the majority of, methods. This is the 
technique used by Everitt e! al (1971). Other 
validation procedures suggested by  Everitt 
(1974) are to carry out the analysis on two 
separate sub-samples of the data and to ‘make 
predictions about the effect which the omission 
of some of the variables would have on the 
group structure and then to check that the 
predictions are verified’ (Everitt, 1974, p 67). 
But the validation of a cluster analysis is best 
achieved by the finding of clusters in a further 
sample, using coefficients derived from the first 
sample. 

There is, however, a fundamental weakness in 
cluster analysis. which none of the validation 
methods proposed by Everitt can deal with. This 
is that 'the problem of deciding the 'best 
number of groups into which to partition a set 
of data must really be considered unsolved and, 
in general, user evaluation is the criterion used. 
Hopefully some method will be developed, but 
until then users must keep in mind that ‘groups’ 
found may only be the extremes from a single 
distribution’ (Everitt, 1972). This last point is of 
decisive importance. It means that such groups 
are not groups at all; there may be only one 
homogeneous group whose members form a 
continuous distribution. Moreover, Cormack 
(1971), in his review of classification, states that 
the ability of this procedure ‘to find non- 
existent clusters is well established’ and he 
condemns the growing tendency to regard 
numerical taxonomy as a satisfactory alter- 
native to clear thinking. 

It is quite clear that cluster analysis is limited 
to the generation of, as opposed to the establish- 
ment of, hypotheses regarding heterogeneity— 
at least until the present methodological prob- 
lems are solved. Moreover, if one method of 
cluster analysis can generate spurious clusters, 
other methods may generate the same spurious 
clusters, particularly if such spurious clusters are 
merely the ends of an important dimension. 
Thus, the use of two or more cluster analyses on 
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the same data, as suggested by Everitt (1972), is 
no real guarantee that the ‘clusters’ found are 
genuine and distinct groups. Hence, before any 
conclusion can be drawn from a cluster analysis 
about heterogeneity, the distributions of scores 
along the dimensions which discriminate be- 
tween pairs of clusters must be examined to see 
whether such distributions are unimodal or 
bimodal. 


The dimensions used may be dimensions 
derived from a factor analysis, if the factors 
provide appropriate discriminating dimensions. 
If the factors do not, then a discriminant 
function analysis (see below) may be carried out 
by using pairs of clusters obtained, and the 
distribution of patients’ scores examined to see 
whether the distributions are bimodal. If they 
are bimodal, then there is evidence that the 
groups are distinct. It should be noted, however, 
that the usual tests of significance for the dis- 
criminant function do not apply, as Paykel 
(1971, p 283) points out. This is because the 
discriminant functions which display the sepa- 
ration are based on the same scores that 
generated the groups. 

Paykel (1971), in his important paper, argues 
that it is desirable that future studies concerned 
with psychiatric classification and grouping by 
mathematical methods should make increased 
use of cluster analysis. While not disagreeing 
with this, the limitations of cluster analysis 
indicated by Everitt (1972, 1974), Gower (1966) 
and Cormack (1971) must be borne in mind. 


Discriminant Function Analysis 


Discriminant function analysis, as Maxwell 
(1971) points out, is not a direct attack on the 
classification problem, for it requires an 
existing two (or more) group classification as a 
starting point. Given two groups, weights can be 
calculated so that the total weighted score 
(Т = Зах) maximises the distance between the 
two groups. When there are more than two 
groups or clusters, multiple discriminant func- 
tion analysis, sometimes called canonical variate 
analysis, can be used to find those canonical 
variates which maximise the ratio of between 
group to within group variance of three or more 
existing groups. 


Discriminant function, and canonical variate, 
analyses involve the assumptions of normality of 
variables. But, nevertheless, as Maxwell (1971) 
states, they work reasonably well with Yes-No 
(0, 1) data, provided samples are large and item 
incidences are within the 20-80 per cent range. 
With 0, | variables, it is also necessary that 
their numbers should not be very small; one 
such variable, for example, must necessarily 
produce a bimodal distribution. Where no 
heterogeneity exists, however, the addition of a 
number of different (0, 1) variables will, 
provided that they are not highly correlated 
(Guilford, 1956, p 451), produce a unimodal 
distribution by the central limit theorem. Thus, 
if bimodality occurs, heterogeneity is established. 

Winkel and Juhl (1971) have pointed out that 
in a clinical situation, the assumptions under- 
lying some of the requirements of discriminant 
function analysis are usually not fulfilled, and 
they occasionally may ‘fail to bring about 
optimal solutions of differential diagnostic 
problems’. This is clearly the case; but Winkel 
and Juhl do not suggest a better alternative. If a 
bimodal distribution of discriminating scores 
(T = Дах) is obtained, however, then it can be 
concluded that heterogeneity exists, regardless 
of whether the assumptions underlying the 
calculation of coefficients are met or not; the 
proof of the pudding is in the eating. 

It is arguable that a discriminant function 
analysis is necessarily circular, in that it merely 
refines that which is already present and is 
therefore just a description of the diagnostic 
process used. This argument has a certain 
plausibility. Those symptoms which form the 
basis of the differential diagnosis will, of 
course, carry most weight. Moreover, the 
weighting coefficients obtained by using dis- 
criminant function analysis are derived by 
maximising the desired discrimination. The 
discrimination is reduced when the weights are 
applied to fresh data. Thus, before any firm 
conclusion can be drawn the weights should be 
applied to a new sample. 

If possible, to avoid observer bias, these fresh 
data should be collected by other, presumably 
unbiased, investigators. Án example is given 
later, when we consider the question of observer 
bias. If a significantly non-unimodal distribution 
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is then obtained, it seems safe to reject the 
hypothesis that the population distribution is 
unimodal, and thus to conclude that distinct 
groups of patients exist. 


Classification of patients by factor analysts 

Maxwell (1971) discussed the use of factor 
analysis in the classification of patients. He 
states that the factor analysis model is linear and 
additive. There is no question about this. But he 
goes on to say (Maxwell, 1971, pp 122-3) “The 
variables themselves, taken in pairs, are assumed 
to be bivariate normal or, in the case of binary 
variables, to have incidences approaching 50 per 
‘cent (the 20 per cent-80 per cent range is 
generally satisfactory). Fulfilment of these 
assumptions is the experimenter's guard against 
spurious or biased correlations. 


‘If the observed variables are normally 
distributed then the factors obtained from them, 
being weighted sums of them, may confidently 
be expected also to be normally distributed. 
Indeed the factors as weighted sums will tend 
strongly to normality, even if the variables 
themselves are not normally distributed, in view 
of the central limit theorem. Consequently, if an 
experimenter claims to have found a bimodal 
distribution of factor scores, his analysis is 
doubly suspect—in the first instance because of 
the central limit theorem, and in the second 
instance because of the assumptions under which 
correlations are estimated reliably’. 


Maxwell (1971, p 122) also states that the 
population sampled must be homogeneous with 
respect to the items, or symptoms, in question. If 
the population sample is heterogeneous (that is, 
if there are two or more populations) then, he 
claims, such a situation would lead to quite 
spurious results. We disagree with these state- 
ments. But spurious heterogeneity arising, say, 
from different investigators may generate 
spurious results. 


It is clear that if a bimodal distribution of 
factor scores is obtained Maxwell would ipso 
facto regard the factor analysis as suspect, 
because such bimodality indicates that (a) the 
variables, taken in pairs, are not bivariate 
normal, or that (b) the population sampled is 
heterogeneous, or, of course, both. 


37 


This view is far from being universal. A 
number of eminent authorities adopt an exactly 
opposite position. For example, Cattell (1965, 
p 420) states "There is no objection to the use 
of factor analysis as such with populations that 
are heterogeneous and remote from normal 
distributions on the variables’. Rummel (1970) 
takes a similar view; he states . ‘Factor 
analysis, as a general technique, has been 
criticised on three grounds. The first is that the 
data must have an underlying multinormal 
frequency distribution, or at least must be 
measured on an interval scale. Both of these 
objections are based on misconceptions. Again, 
factor analysis can be applied to the data of any 
matrix. A multinormal, or near multinormal, 
distribution is required only when tests of 
statistical significance are applied to the factor 
results. As to measurement, factor analysis can 
be meaningfully applied even to nominally 
scaled data of a yes-no, or presence-absence 
type, the lowest and least demanding rung on 
the measurement ladder’. Moreover, Gorsuch 
(1974, p 14) states . . . ‘While various procedures 
for finding the factors make additional assump- 
tions, the basic factor model assumes only that the 
variables are additive components of the weighted 
factors" (his italics). 

The clue to the difference between Maxwell, 
on the one hand, and Cattell, Rummel and 
Gorsuch on the other, lies in the fact that ‘when 
questions of statistical inference arise—regarding 
the number of common factors or the significance 
of factor loadings—specific assumptions on the 
distribution functions of the factors and the 
observed variable are introduced' (Harman, 
1967, p 16). But this is clearly insufficient reason 
for demanding normality and homogeneity 
before a factor analysis can be carried out at all. 
It is true that there are one or two methods of 
factor analysis, for example Lawley's maximum 
likelihood method (Lawley and Maxwell, 1963), 
which involve the assumption of normality. But, 
as Cattell (1965) points out, this is not, in 
general, the case. If, however, the importance of 
any factor, crucial to the point at issue, is in 
doubt, then tests of significance become essen- 
tial and assumptions of normality must be made, 
whatever method of factor analysis is used. 

But in neither of the Newcastle studies on 
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depression which Maxwell ee cites (Carney 
el al, 1965 pand Kiloh and Garside, 1963), nor in 
Kendell’s (1968a) study, was there any doubt as 
to the importance of the crucial bipolar factors. 

As Eysenck (1970, p 242) remarks in relation 
to these studies . . . “Thus factors of one kind or 
the other might ‘be on the borderline of sig- 
nificance; there might be arguments about the 
respective size of the contributions different 
factors made to the variance; or the actual 
pattern of the items and their loadings might 
only partly correspond to the theoretical pattern 
expected on the binary hypothesis. In actual 
fact, these difficulties have not arisen: all the 
protagonists have found a clear-cut positive 
answer to the question put—the unitary 
hypothesis is wrong, and the binary hypothesis 
is supported very strongly indeed’. In this kind 
of clear-cut situation there is no need to carry 
out tests of significance. But if they are carried 
out, the results are bound to be so striking that 
they will support the obvious conclusions, even 
if assumptions regarding normality are not met. 
For example, the level of significance obtained 
by Kiloh and Garside (1963), that there was 
more than one kind of depression, was less than 
one in several thousands. 

Neither Kiloh and Garside (1963), nor 
Carney et al (1965) calculated distributions of 
factor scores. Hamilton (1959), who is also 
quoted by Maxwell, did not calculate such a 
distribution. Kendell (1968a) did, but obtained 
a unimodal distribution. What Carney et al 
(1965) did do was to calculate a discriminant 
function based upon diagnostic groups, having 
shown by principal component analysis that the 
differential diagnosis was meaningful. So, in any 
case, Maxwell’s criticism does not apply to the 
few papers he cites, 


Principal component analysis 

If the main object of the analysis is to begin 
with the observations and look for components 
in the hope that we may be able to reduce the 
dimensions of variation, and also that the 
obtained components may be given psychologi- 
cal meaning (Kendall, 1961, p 37), then tests of 
significance are not so important. Indeed, if 
Kaiser’s (1960) criterion is adopted, such tests 
can be dispensed with altogether. This proce- 


dure of working from the data towards a 
hypothetical model, however, is usually called 
component analysis, and not factor analysis. 

In factor analysis, on the other hand, ‘we 
work the other way round; that is to say, we 
begin with a model and require to see whether 
it agrees with the data and, if so, to estimate 
its parameters (Kendall, 1961, p 37). As 
Kendall goes on to remark, the distinction 
between component and factor analysis is often 
blurred in practice, and it is not always easy to 
classify examples into either component or 
factor analysis. Moreover, if the number of 
variables is large (say 15 or more), the numerical 
difference between a component analysis (with 
unity in the diagonals of the correlation matrix) 
and factor analysis (with less than unity on the 
diagonal) is trivial (c.f. Hope, 1968, p 61). 
Gorsuch (1974, p 32) takes the view that the 
component model and factor model ‘are only 
variants of the general linear model. The basic 
characteristics of factor analysis derive from the 
general model and the objective of factoring, not 
from differences in the variants of the general 
linear model’. Gower (1967) takes a similar view. 

Thus, to maintain a rigid distinction between 
principal component and factor analysis is 
rather academic. Yet in component analysis (as 
even Maxwell agrees) no hypothesis need be 
made regarding the distribution of the original 
variables (Lawley and Maxwell, 1963, p 2), 
whereas in factor analysis, according to Maxwell 
(1971), the variables, taken in pairs, are 
assumed to be bivariate normal. 

Having argued that a bimodal distribution of 
factors scores is self-negating and that a normal 
distribution of such scores is the only acceptable 
one, Maxwell naturally concludes (1971, p 124) 
*a proper use of factor analysis does not lead to a 
useful classification of patients’. On the other 
hand, as it is valid to use component analysis to 
study the grouping of people and symptoms 
alike, it follows that it can lead to a useful 
classification of patients. For, as Moran (1966, 
pp 1168-9) points out, "The basic theoretical 
problem is to find a discriminating function 
T = Za, xi, whose frequency distribution will 
demonstrate the existence of two different 
groups, if such groups exist. No mathematical 
theory for the construction of such a function 
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exists, and we are forced into using hit or miss 
methods. Since the general position of the n 
points in the N-dimensional space can be more 
or less described by the variance-covariance 
matrix, we start from this (or the correlation 
matrix) and use the method of component 
analysis to see how the points are distributed 
along the directions of the principal axis'. 

Component analyses may, therefore, not only 
provide components which may have à psycho- 
logical or psychiatric meaning in terms of 
symptom clusters or syndromes, but the same 
meaningful components may also be used to 
describe or classify patients. The distribution of 
patients’ components scores may be unimodal 
(Kendell, 1968a) or may be bimodal (Garside 
et. al, 1971; Fahy et al, 1969). If the distribution 
is; bimodal, then a diagnostic grouping of 
patients has been legitimately achieved, but 
needs to be replicated on a fresh sample (see 
below). 

As clinical psychiatric data are often best 
expressed in binary (0, 1) form, such variables 
assume special importance. There is, therefore, 
a particular significance in Gower's demon- 
stration (Gower, 1966) that with (0, 1) data a 
principal component analysis is the direct 
statistical opposite of numerical taxonomy. For 
it is exactly equivalent to assuming that 
individuals are represented by points whose 
distance apart are proportioned to (1 — 5;;)%, 
where $j; is а matching coefficient between 


“people suggested by Sokal and Sneath (1963, 


p 125). It follows that a principal component 
analysis carried out on (0, 1) data may be used 
to classify people. Should any doubt remain, 
Slater’s (1958) important paper should be 
consulted. He shows that there is a simple 
relationship between variables and person com- 
ponents, provided that the data are treated 
consistently—for example, by using standardized 
variable scores throughout. This is automatically 
achieved if the analysis is based upon corre- 
lations between variables; this is the method 
normally used. 

There is, therefore, a great deal to be said for 
using component analysis in preference to 
factor analysis in psychiatric inquiries into 
classification, even though the results obtained 
are numerically much the same. First, the kind 


оѓ statement Maxwell (1971) makes would not 
be made; no assumptions are necessary in 
component analysis about the distribution of the 
variables, Second, with (0, 1) data the relation- 
ship between component analysis and at least 
one method of numerical taxonomy is simple. 
Third, principal component analysis avoids 
difficulties associated with what figures to put in 
the diagonal cells of the correlation matrix; 
unity is used. 

The danger of Maxwell’s (1971) paper is that 
some people may not realise that he is dis- 
cussing factor analysis and not component 
analysis. Maxwell might argue that if com- 
ponent analysis were interpreted as a factor 
analysis, his objections would still apply to 
component analysis. But this standpoint is at 
variance with that adopted by most authorities 
in the field. 

It is becoming fashionable to rotate factors or 
components towards 'simple structure'. This 
procedure, it is true, generates descriptive 
dimensions, which pass through the origin and 
the centres of symptom clusters or syndromes. 
But it also may destroy the discriminating power 
of any of the bipolar axes, which usually do not 
pass through the origin and the centre of any 
symptom cluster. Thus it is essential that axes 
should not be rotated willy-nilly to simple 
structure by using, say, ‘Varimax’ or ‘Oblimax’ 
methods if differentiation between disorders is 
the objective of the exercise. On the other hand, 
if a graph has been drawn, it may become clear 
how the axes should be rotated to arrive at an 
optimum discrimination (Garside, 1976). But 
this rotation is quite distinct from simple 
structure rotation. 


Bimodality of the discriminating dimension 

Before leaving the discussion of Maxwell's 
(1971) paper there is one crucial point which 
must be made. This is, as Moran (1966) has 
pointed out, that if the frequency distribution of 
patients’ scores T (Т = З ax) is clearly bimodal, 
this provides very strong evidence that the 
patients in question consist of two separate 
groups. Moran (1966, p 1168) goes on to say 
‘It is worth emphasizing that the evidence for 
such heterogeneity rests on the bimodality of 
the frequency distribution of the score and 
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not on the manner in which the latter has been found’ 
(our italics). Thus, no matter how the T scores 
are calculated, that is, regardless of how the 
coefficients have been found, if a bimodal 
distribution is obtained, this is, in itself, evidence 
for the existence of distinct and discontinuous 
patient groups. It is therefore immaterial from 
the point of view of patient classification that 
such a bimodal distribution may render a 
factor analysis invalid, as Maxwell claims. On 
the other hand, Day (1969) has shown that 
dimensions can be found in reasonably sized 
samples, from multivariate spherical normal 
distribution, for which the distribution of scores 
appears to be bimodal. Thus, although Moran’s 
statement is correct in so far as the evidence of 
bimodality in the scores is not dependent on the 
particular method by which the scores were 
derived, it is not unlikely that bimodality will be 
obtained when the differentiating scores are 
calculated from the same data as the score 
coefficients. Obtained bimodality from one 
sample should therefore be validated by using 
the coefficients to generate differentiating scores 
on another set of patients. 

When, however, a differentiating score is 
generated by using data derived on the basis of 
a priori considerations, and a bimodal distribu- 
tion is obtained, this does not need validating on 
a second sample. For example, Sandifer et al 
(1966) summed the scores of patients on fifteen 
items, commonly described as differentiating 
between psychotic and neurotic depression, and 
obtained a clearly bimodal distribution on the 
resulting scale, as did Garside et al (1971), using 
the same scale and merely adding the un- 
weighted item scores (they also used weighted 
principal component scores and obtained a very 
similar resulting distribution). This simple 
summation procedure is not necessarily free from 
observer bias; this matter is discussed below. 


Bimodality and Syndromes 

In his important paper, Eysenck (1970) 
considers the classification of depressive ill- 
nesses, but the present paper only deals with 
those of his arguments which are of general 
methodological importance. Eysenck argues 
that bimodality is irrelevant to the question 
whether depression is unitary or binary, i.e. 


whether there are one or two syndromes of 
depression. He considers that bimodality is 
relevant only to the question whether depres- 
sion or depressions are either continuous 
dimensions or categories (disease entities). 

This argument would be sound if an assump- 
tion unjustifiably made by Eysenck were valid; 
namely that, in a representative sample of the 
total population at risk, endogenous and 
neurotic depressions would prove to be inde- 
pendent, that is, uncorrelated with each other. 
But such an assumption is for the present 
unwarranted. Eysenck makes it because he 
thinks that the investigators concerned have 
‘demonstrated that there are two independent 
axes, factors of causal principles involved in the 
distribution of depressive symptoms’ (Eysenck, 
1970, p 244). 

It is true that Kendell (1968a, р 37), after a 
Promax rotation, which allows an oblique 
solution, found his two depressive factors to be 
‘virtually orthogonal’ or independent. But this 
analysis was carried out in a population of 
depressed in-patients, that is, upon a very 
highly selected group. Data derived from such a 
highly selected sample of patients do not justify 
conclusions about the independence of two 
kinds of depression (or other illness) in the 
general population. Eysenck’s assumption, there- 
fore, begs the very question at issue—that is, 
whether the available data can be reconciled 
with a unitary concept of depression, or whether 
they favour the existence of at least two distinct 
syndromes. The interpretations that may be 
placed upon different distributions of clinical 
symptom scores will now be further considered 
by examining the implications of three different 
models (1) A categorical model (2) A dimen- 
sional model (3) A mixed model. 


(1) Bimodality and the distinction between types of 
illness : categorical model 

In the case of two illnesses (illnesses because 
we have hypothetically adopted a categorical 
model), if a sixth or more of patients are mis- 
classified, the distribution. of discriminating 
scores will be unimodal (Hope, 1969, p 733). 
Fig la makes this clear; the two shaded circles 
represent people with (say) endogenous or 
neurotic depression; people with neither are 
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shown as ‘well’, If the axes are near together (if 
patients tend to be wrongly diagnosed) (Fig la), 
the distribution of patients along the dis- 
criminating dashed line will be unimodal. But if 


"there is no overlap and the axes are orthogonal, 


2 or independent (Fig 1b), the distribution along 
the discriminating dimension will be bimodal. 

Thus, given a categorical model, a bimodal 
distribution (on a discriminating dimension) 
signifies that the two syndromes can be dis- 
tinguished one from another. On the other hand, 
a unimodal distribution has an ambiguous 
meaning. It cannot be construed as inconsistent 
with the presence of categorical entities. In the 
case of two hypothetical disorders, it may 
signify only that in a substantial number of 
individuals the two conditions cannot be 
distinguished from each other. A unimodal 
distribution would also be obtained if there 
‚ were one, not two, illnesses in question. 





(2) The distinction between types of illness: 
dimensional model 
The case of the dimensional model will be 
considered next. If it is assumed, as Eysenck 
does, that severity of illness (or, more accurately, 
the probability of becoming a patient) is 
directly proportional to the number of symp- 


CATEGORICAL MODEL 











(a) Correlated 


E.D. = endogenous depression 


toms, then the distribution along the dis- 
criminating dimension will be unimodal, what- 
ever the.correlation between the two under- 
lying dimensions. Fig 2 makes this clear; the 
greatest frequency along either of the dis- 
criminating lines, cutting off the shaded areas 
(Figs 2a (independent) and 2b (correlated) are 
at their respective centres. 

Thus, making Eysenck’s assumption about 
the severity of illness, a dimensional model must 
produce a unimodal discriminating dimension, 
whether the two dimensions are independent 
(Fig 2a) or correlated (Fig 2b). But such a 
unimodal dimension is also produced, as we 
have seen above, in a categorical model, if the 
unitary hypothesis of depression (or other 
condition) is correct. Hence a unimodal distri- 
bution may be derived in a number of different 
situations, being consistent with a categorical 
and unitary, or a dimensional and unitary, or a 
dimensional and binary hypothesis. On the 
other hand, a bimodal distribution has an 
unequivocal significance. It is consistent only 
with the binary hypothesis and can be derived 
only when distinct entities are present. 


(3) Bimodality : mixed model 
A third model requiring consideration is one 








(b) Uncorrelated 


N.D. » neurotic depression 


fio 1.— The axis of the discriminating dimension would lie along the broken line in (а) and (b). The distribution of pat- 
{ ients’ summated scores would be unimodal in (a) and bitnodal in (b). 
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DIMENSIONAL MODEL 


E.D. 


ш 





(а) Uncorrelated 


E.D. = endogenous depression 


——N.D. 


E.D. 
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N.D. 





(b) Correlated 


N.D. = neurotic depression 


Fic 2.— The axis of the discriminating dimension is indicated by the diagnonal line both in (a) and (b). It is clear that the 
distribution of patients’ summated scores plotted along this line would be unimodal. 


in which one of the disorders under investigation 
is categorical while the other is continuous and 
dimensional. Thus, Fahy, Brandon and Garside 
(1969) concluded that depressions with ‘endo- 
genous’ features probably constituted a cate- 
gorical entity, while ‘responsive, reactive’ 
neurotic depression could be dimensional in 
character. 

Everitt, Gourlay and Kendell (1971) recently 
drew a similar conclusion that ‘perhaps the most 
useful form of classification will eventually prove 
to be a combination of a dimensional system 
with a typology’, Everitt et al (1971) reached 
this conclusion because they found separate 
clusters of patients with psychoses, whereas 
‘patients with depressive and other neuroses, 
with personality disorders and with alcoholism 
showed no tendency to form distinct clusters’. 

Bimodal distributions could certainly materi- 
alise in the presence of such a blend of disorders 
under certain circumstances. But the precise 
form of the distribution would depend upon a 
variety of factors, such as the number of patients 
in each group and the presence of anv corre- 
lation between the dimensional and categorical 
disorders. It is difficult, however, to visualise 
how bimodality of the discriminating dimension 


could possibly be consistent with a unitary 
hypothesis of depression or other illness, or with 
a wholly dimensional concept; a bimodal 
distribution indicates a categorical distribution 
of one or more axes. 


(4) The discriminating dimension 

Having argued that the shape of the distri- 
bution of the discriminating dimension is 
irrelevant to the unitary/binary question, 
Eysenck (1970, p 249) maintains that this 
dimension—running from reactive to endo- 
genous depression—is ‘inadequate statistically, 
and irrelevant psychologically’. So far as 
describing people are concerned, Eysenck is 
clearly correct; in a two dimensional space, one 
dimension must be statistically inadequate. One 
such dimension is also psychologically inade- 
quate (but not, surely, irrelevant). It is neces- 
sary to know not only whether a patient is 
psychotic (endogenous) or neurotic, but also 
whether he is depressed or not and if so how 
severe his depression is. But Patients have already 
been selected as being ill. Hence, if a bimodal 
distribution has been obtained on a discrimin- 
ating dimension, it signifies that it is possible 
to arrive at a differential diagnosis in the 
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majority of patients. Hence, the shape of the 
discriminating dimension is clinically important, 
whatever its statistical and psychological status 
may be. 

Moreover, having judged an individual to be 
suffering from a depressive illness it is not 
meaningless to ask whether he is psychotic or 
neurotic (categorical model) or more psychotic 
or more neurotic or both about equally (dimen- 
sional model). However, given a dimensional 
model it is more clinically descriptive to describe 
patients with reference to each of the two 
underlying descriptive dimensions, rather than 
in relation to the general and discriminating 
dimensions (cf. Garside, 1976). 

The above discussion has been limited to two 
dimensions or categories. But as Fahy (1971) 
has pointed out, commenting upon the paper of 
Paykel (1971), factor analysis is by no means 
limited to dual dimensions or classifications. 
Such duality represents no more than a neces- 
sary first step in the analysis. For example, 
having classified affective disorders into two 
broad main groups—depressive illnesses and 
anxiety states—the next step is to investigate at a 
lower level in the hierarchy whether or not 
depressive illness and anxiety state can each be 
subdivided into distinct groups (Roth et al, 
1972). 

It should be noted that Eysenck (1970) does 
not argue that, if the discriminating dimension 
turns out to be bimodal, the original factor 
analysis is suspect. Although he regards the 


"shape of this dimension, and therefore, the shape 


of underlying dimensions, as irrelevant for the 
unitary/binary question, he considers the results 
of factor analysis to have a close bearing upon it. 
But Maxwell (1971) takes a directly contrary 
view; he maintains that if an experimenter 
claims to have found a bimodal distribution of 
factor scores, his analysis is suspect. 


Number of Subjects and Variables 

Everitt (1975) states that any factor analysis 
in which the number of subjects is less than five 
times the number of variables ‘should be viewed 
with a certain scepticism'. Burt (1952), however, 
related the number of subjects to the number of 
factors. He considered that ‘with batteries of 
‘between 10-20 tests of the usual type, and with a 


summational method of analysis, at least 20 
persons are needed to establish one factor, 50 to 
establish two, 100 to establish three, and 
between 200—400 to establish four'. Moreover, 
Burt did not consider that increasing the 
number of tests (or variables) decreased the 
number of significant factors. 

Psychiatric data may well be less reliable than 
those derived from psychological tests. Hence, 
Burt's figures do not necessarily apply to factor 
analyses used to solve problems of psychiatric 
classification. But it seems reasonable to con- 
clude, adopting Burt's views, that not less than 
100 subjects are needed to establish two meaning- 
ful psychiatric factors or dimensions. This 
conclusion is based upon the correlations 
obtained in psychiatric and psychological 
research and upon Harman's (1967) Table A 
(p 434). 


‘Spurious’ Correlations 

Maxwell (1971) maintains that if hetero- 
geneity exists this heterogeneity will (absolutely) 
increase the size of correlation coefficients 
obtained if these are calculated over the whole 
heterogeneous material. This is incontestable. 
But if the correlations so obtained are increased 
by heterogeneity, this increase is bound to be 
clearly reflected in any component (or factor) 
analysis carried out. As Maxwell himself 
argues, this is the reason why factor analyses 
should not be carried out on heterogeneous 
material. For these ‘spuriously’ large corre- 
lations will generate components or factors that 
do not exist within groups—that is, if the 
correlations within groups are zero, On the 
other hand, components or factors, which 
exist within groups, will be exaggerated in 
importance by the heterogeneity. 

However, the use of correlation coefficients 
calculated over the whole heterogeneous 
material may, as Cattell (1965, p 421) points 
out, lead to the appearance of discriminating 
components, factors or dimensions, discriminat- 
ing between and within groups, even though 
these correlation coefficients are ‘spurious’. It is 
their very ‘spuriousness’ which may lead to the 
calculation of a discriminating score, Т = Bax, 
that may prove clinically meaningful. On the 
other hand, when correlations are calculated 
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within diagnostic groups, and factor analyses are 
carried out on these correlations, rather 
strange results, from a clinical point of view, 
may be obtained. 


For example, Maxwell (1972) carried out 
such 'pure' analyses within two diagnostic 
groups-—schizophrenics and affective psychoses. 
He obtained three ‘genuine’ factors in the 
schizophrenic group—‘retarded depression’, 
‘general anxiety’ and ‘self-depreciation’. He also 
obtained the same three factors in the affective 
psychotic group, together with ‘signs of anxiety’. 
He also found various factors which he regarded 
as largely ‘artefactual in nature’, being based 
upon ‘spurious’ correlations. These factors for 
the schizophrenic group included ‘delusion of 
control’ and catatonic symptoms, which were 
not found in the affective psychotic group. It 
seems that Maxwell’s ‘artefactual’ factors, based 
upon ‘spurious’ correlations, may be more 
closely related to things as they are and more 
meaningful clinically than his more mathe- 
matically respectable factors. 


Within group factor analyses can, however, 
indicate ‘qualitative differences in symptom and 
personality constructs across various nosological 
groups’, as Derogatis et al (1972, p 398) have 
pointed out. They quote an example of different 
patterns of factor loadings obtained by two 
groups of patients:—anxious neurotics and 
depressed neurotics. This result, incidentally, 
lends support to the view that anxiety and 
depression are qualitatively distinct. 


Random Error and Bias 


Most psychiatric data are fallible, and thus 
nearly all psychiatric research involves random 
error. Fortunately, however, random errors 
rarely generate positive results; their effect is to 
attenuate rather than exaggerate. Moreover, 
tests of statistical significance are not in any 
way invalidated by the unreliability of psychia- 
tric assessments. Bias, however, is a verv differ- 
ent matter. Data which are biased can give rise 
to false positive conclusions. For this reason it 
can be argued that research should be replicated 
by investigators who are known not to be biased 
in the same direction as those who originally 
carried out the research in question. This has 


been done, for example, by Kendell (1968b), 
who used the diagnostic depressive scale of 
Carney et al (1965) and obtained a distribution 
which he described as ‘perfectly unimodal’, 


This conclusion illustrates a common logical 
error. The actual distribution (as given by 
Kendell and Post, 1973) is as follows: 1, 1, 3, 1, 
10, 14, 14, 10, 18, 14, 8, 11, 10, 9, 5, 1. As the 
largest mode (18) is preceded by a frequency of 
10, which is preceded by a frequency of 14, the 
claim that the distribution of the obtained 
sample is unimodal cannot be upheld. Even 
though it does not depart significantly from 
normality, the distribution is, in fact, non- 
unimodal, and as such is consistent with either a 
unimodal or bimodal hypothesis regarding the 
classification of depressive illness. The view that 
the forms of depression merge insensibly with 
one another constitutes a null hypothesis. As 
such it is not susceptible of proof, as Dalen 
(1972) points out in discussing the work of 
Popper. 


This null hypothesis is inconsistent with the 
data of those who advance it: Garside (1973) 
added Kendell's (1968b) data to those of Post 
(1972) and obtained a significantly non-normal 
and non-unimodal distribution of the diagnostic 
scores of the resulting 222 patients. Kendell and 
Post (1973) then added a further 49 scores and 
obtained à trimodal distribution; accordingly, 
they declared it to be devoid of clinical meaning. 
This conclusion can hardly be accepted. When a 
non-unimodal distribution is obtained from such 
unbiased data, the view that the clinical features 
of depressive states are distributed in a unimodal 
manner stands rejected (Roth and Garside, 
1973). Yet Kendell (1975, p 128, and 1976, p 
18) still maintains that the study of Carney et al 
has not been replicated, and that the dimensional 
view of depression has advantages over the 
categorical one. 


In a further attempt to avoid bias, one of us, 
together with Professor Kiloh (Kiloh and 
Garside, 1977), carried out a multivariate study 
of Sir Aubrey Lewis's data on melancholia 
(Lewis, 1934 and 1936). The conclusion from 
this multivariate analysis was that Lewis's data 
indicated there are at least two qualitatively 
different depressive illnesses and that one of 
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them, endogenous depression, is a categorical 
condition. These conclusions can hardly be due 
to observer bias on the part of Lewis. 


Conclusion 


„Ever since Moore's (1930) paper, multi- 

variate statistical methods, particularly factor 
or component analysis, have played an import- 
ant role in sharpening the symptom profile of 
psychiatric syndromes. These methods have also 
made possible the differential weighting of 
symptoms and other features so that diagnostic 
categories, and clinical diagnosis itself, can be 
made more precise. The application of these 
methods has validated and refined the pioneer- 
ing work of Kraepelin and the other great 
clinicians. 
.., In using these multivariate statistical methods, 
investigators have been obliged to adopt uniform 
and objective analytical procedures resulting in 
a reduction of subjectivity. This objectivity has 
led to a considerable measure of concordance, 
for example the agreement between Kendell and 
the Newcastle workers that ‘there are important 
and fundamental differences between different 
depressions that are not simply differences in 
severity or chronicity, as Mapother and Lewis 
had implied’ (Kendell, 1968a, p 71). This kind 
of agreement, we venture to suggest, would 
never have been achieved without the use of 
appropriate statistical methods, in this case of 
factor analysis. Thus, psychiatric nosology has 
: been placed upon a more solid foundation by the 
- use of multivariate methods. 


It is true that multivariate methods have not 
had much success in identifying new syndromes. 
But the dialogue between clinical classification 
and statistical investigations has brought to light 
new facets of old problems, for example the 
work of Paykel in relation to neurotic depression. 
Moreover, important issues have been raised, 
for example the role of personality features in 
psychiatric classification; such features figure 
(and, in our opinion, should figure) in the 
diagnostic profiles which have been delineated 
by statistical methods. Thus, the testing and 
refining of psychiatric diagnostic concepts and 
hypotheses, and the related matter of the 
prediction of outcome and treatment response 


by the use of multivariate statistical method, has 
been extremely fruitful. 

Apart from the definition of syndromes, 
multivariate methods, such as discriminant 
function and component analyses, are clearly 
necessary in the testing of hypotheses regarding 
the differences between groups of patients and, 
when appropriate, in establishing adequate lines 
of demarcation between the groups in question. 
In this connection, the refutation of continuity 
hypotheses is of particular importance, as the 
recent controversy regarding the distribution of 
depression has illustrated. 

The whole subject of the use of multivariate 
methods in psychiatric research is sufficiently 
important to warrant a large effort being made 
to use Monte Carlo methods to study the 
effectiveness of such techniques on artificial 
samples whose true population structure is 
known. 

To return finally to the theme of this paper, 
there have been some unfortunate differences in 
interpretation of research findings which have 
arisen from differences concerning issues in 
statistical logic. It is important that these 
differences should be resolved. 
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Ancestral Secondary Cases on Paternal and Maternal Sides in 


Bipolar Affective Illness 


By б. F, S. JOHNSON and M. M. LEEMAN 


SUMMARY An analysis of the distribution of ancestral secondary 
cases of affective illness in families of patients with bipolar manic- 
depressive disorder was undertaken. Twenty probands with at least 
two affectively ill second degree relatives were available for study. 
Probands with both parents affected were excluded. The distribution of 
unilateral to bilateral pairs of all affected relatives, both excluding and 
including parents, of probands showed no significant differences from 
that expected in polygenic inheritance. However, separation into bipolar 
family history, positive or negative, showed significant differences 
from the expected ratio of unilateral to bilateral pairs in a bipolar 
family history positive group consistent with a single dominant gene 


inheritance. 


Introduction 


In 1966, Eliot Slater reported a method of 
assessing the ancestral secondary cases of 
psychiatric illness in a family pedigree in order 
to differentiate inheritance due to a single 
major gene from that due to polygenic trans- 
mission. His rationale was that if the secondary 
cases among relatives of the proband were 
distributed on either the maternal or paternal 
side only (unilateral distribution), a single 
dominant major gene was probably involved ; if 
the secondary cases were divided between the 
two sides of the pedigree (bilateral distribution), 
then a polygenic model of inheritance was more 
likely. This computational model predicted that 
the ratio of unilateral affected pairs to bilateral 
affected pairs should be approximately 2:1 
under polygenic inheritance; in the case of a 
dominant major gene this ratio would show an 
excess of unilateral pairs. 

Slater and Tsuang (1968) applied this 
method to pedigrees of schizophrenic and 
manic-depressive patients without distinguishing 
unipolar and bipolar types. They found that 
there was evidence of dominance in the schizo- 
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phrenic pedigrees, while the manic-depressive 
families showed a distribution compatible with 
polygenic inheritance. Slater et al (1971) used 
this method on data from a group of bipolar 
patients only and again found support for their 
polygenic model. Perris (1971) analysed bipolar 
and unipolar pedigrees and reported that both 
groups had distributions of ancestral secondary 
cases which coincided with polygenic trans- 
mission. Ín this study, two alcoholic parents 
were included as ancestral secondary cases of 
affective disorder in view of the suggested 
association of these two illnesses. 

James and Chapman (1975) have recently 
assessed the ancestral secondary cases of nine 
bipolar probands from their New Zealand 
population. Their results deviated from the 
expected 2:1 ratio at a borderline level of 
significance, but they felt that their data when 
viewed in conjunction with previous research 
did not provide sufficient evidence to reject the 
polygenic hypothesis. 

Mendlewicz et al (1973) analysed their 
previously studied matched populations of 
bipolar probands with and without a positive 
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family history of bipolar illness in parents, sibs 
and children. Their study excluded the parents 
of probands, since they felt this would eliminate 
à bias toward excess unilateral pairs, especially in 
the Bipolar FH + group. They also considered 
alcoholism as an equivalent of affective illness in 
ancestral secondary cases. Their results sug- 
gested that different modes of transmission were 
operating in these two groups. The probands 
with at least one bipolar first degree relative had 
a distribution of ancestral secondary cases with a 
significant excess of unilateral pairs, while the 
probands without bipolar relatives had the 
distribution of 2:1 expected under the polygenic 
hypothesis. 


The present paper is an analysis of the 
secondary cases of affective illness observed in 
parents, grandparents, aunts, uncles and 
cousins ascertained in the course of a clinical and 
.genetic study of bipolar manic-depressive 
patients ( Johnson e! al, 1977). 


Methods 


A survey of all patients with primary affective 
disorder currently receiving maintenance 
lithium carbonate or who were referred for 
treatment, was undertaken at Broughton Hall 
Psychiatric Clinic, a major teaching hospital of 
the University of Sydney, following the establish- 
ment of a lithium clinic in 1973. Information 
from the case records, the treating physician and 
thé clinical interview was used to select patients 
"with a diagnosis of manic-depressive disorder, 
bipolar type, using the criteria stated by 
Winokur et al (1969). Patients with alcoholism 
who had no history of affective disorder were not 
included. 


Relatives were assessed by the family study 
technique, and 60 per cent of the living first 
degree relatives who resided within 500 miles of 
Sydney were personally interviewed. Criteria 
for diagnosis of relatives with primary affective 
disorder was the same as that used for probands. 

Slater's method for assessing the distribution 
of ancestral secondary cases involves the use of 
pairs of affected relatives and so requires that 
each proband should have at least two affected 
ancestral secondary cases. In addition, we have 
excluded probands both of whose parents are 


affected. If both parents are themselves affec- 
tively ill one would expect to find secondary 
cases of affective illness in both their families, (ie 
on both paternal and maternal sides) under 
both polygenic and single dominant inheritance. 
Inclusion of such families in an analysis of this 
kind would bias the result toward the expected 
polygenic ratio. The formula of Slater et al 
(1971) for computation of bilateral pairs, which 
corrects for large families, was used :— 


Bilateral 2 Paternal Cases x Maternal Cases 
pairs = ~ i — 
N—1 

(Where N is the number of affected cases in 
the family). 

The corrected. number of unilateral pairs is 
obtained by subtracting the corrected number 
of bilateral pairs from the total number of 
affected relatives. 

Analysis of ancestral cases on paternal and 
maternal sides has been carried out both 
including and excluding parents of probands. 

'The chi square technique was employed with 
a 5 per cent significance level. One-tailed tests 
were employed where the alternative hypothesis 
was that of a single dominant gene, and would 
predict an excess of unilateral pairs. The 
binominal test or Fisher's exact probability test 
were substituted for chi square where appro- 
priate. For these tests, fractional numbers were 
rounded to the nearest integer in the direction 
of non-significance when necessary. 





Results 


Twenty probands.out of our sample of 51 
bipolar manic-depressive patients had at least 
two ancestral secondary cases of affective 
illness. Three probands were excluded from the 
analysis because both parents were affected and 
therefore they were uninformative regarding 
mode of inheritance. The distribution of 
ancestral secondary cases in the remaining 
sample is presented in Table I. The probands 
are identified as to bipolar family history 
positive (FH +) and bipolar family history 
negative (FH —). ' 

The cases in this analysis include parents, 
grandparents, aunts, uncles and cousins. There 
are 42.1 unilateral pairs of affected relatives and 
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TABLE I 


The distribution of ancestral secondary cases of affective disorder in bipolar probands 





' Bilateral 









































Paternal Maternal Total > Total pairs 
Probands - — paternal maternal — — 
1 2а 2b 3 1 2а 2b 3 2 pm 
N-1 
Bipolar FH 4- | 
M10 ~- - Б ~ 1 1 1 - 0 3 - 
M16 E ©з › uw. дш l | l І 0 4 Е 
M17 1 - - - ~ - 2 - 1 2 2.0 
M30 - - - - 1 - 1 - 0 2 - 
F4 = - 2 = - - Б - 2 0 - 
F5 - -~ ~ 1 1 - = - 1 1 2.0 
FH ^ Me Rx l 1 " x 0 9 n 
F15 - ~ - - - - 1 1 0 2 - 
F16 1 - 3 1 ~ ~ ~ ~- 5 0 - 
F17 1 ~ 1 Б - = - ~ 2 0 Б 
Bipolar FH— 
M8 - - 1 1 1 - 1 1 2 3 3.0 
Mil - ~ - - - 1 4 - 0 5 - 
M19 I - 1 1 ~ - 1 2 3 3 3.6 
M27 - 1 1 - 1 - ~ - 2 1 2.0 
‚ М28 1 1 - 3 - - 2 0 5 2 3.3 
F6 - - - - 1 - 2 - 0 3 - 
Е14 - - 1 - - - 3 - 1 3 2.0 
24 36 17.9 
: == parents; 2a = grandparents; 2b = aunts and uncles; 3 == cousins 
A 
Observed unilateral pairs == 42.1 Expected unilateral pairs = 40:0 
Observed bilateral pairs == 17.9 Expected bilateral pairs == 20.0 
x? = 0.33 NS 
B 
FH+ 
Observed unilateral pairs = 23.0 Expected unilateral pairs = 18 
Observed bilateral pairs = 4.0 Expected bilateral pairs = 9 
x? == 4.17; P < .05 
8094 have ill relatives on one side only 
C 





FH(—) 
Observed. unilateral pairs — 19. 
Observed bilateral pairs = 13. 
x? 1.15, NS 

29%, have ill relatives on one side only 


Expected unilateral pairs = 22 
Expected bilateral pairs = 11 





17.9 bilateral pairs which is close to the 2:1 
ratio expected under the polygenic hypothesis 
(x? == 0,33, d£ 1, N.S.) (Box A). 

When -parents. of probands are excluded as 





secondary cases, four pedigrees must be removed 
from analysis because they no longer have the 
required two secondary cases. These probands 
are M30, F5, FII and F17. The remaining 
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distribution contains 32.1 unilateral pairs and 
10.9 bilateral pairs but this ratio is still not 
significantly different from the expected 2:1 
ratio. (х? = 1.24, df 1, N.S.). 

Dividing the probands into those with at least 
one first degree relative with bipolar affective 
illness and those with only unipolar first degree 
relatives gives following results (Table I). The 
distribution of ancestral cases in the bipolar 
FH + group shows a ratio of approximately 6:1 
(23 unilateral pairs to 4 bilateral pairs). This is 
significantly greater than the 2:1 ratio expected 
under polygenic inheritance. (y* — 4.17, df 1, 
р < 0.05) (Box B). However, the bipolar FH — 
group has a ratio of approximately 1.25:1 (19.1 
unilateral pairs to 13.9 bilateral pairs) which is 
not significantly different from the expected 2:1 
ratio. (x? = 1.15, d£ 1, N.S.) (Box C). 

^. These two distributions are significantly 
different from each other using a 2 x 2 Chi 
square analysis of the unilateral to bilateral 
ratios. (y? = 4.06, df 1, p < 0.05). Further to 
illustrate this difference, 29 per cent of the 
bipolar FH negative group had affected relatives 
only on one side of the family compared to 80 per 
cent of the bipolar FH positive group. 

If.parents of probands are excluded as 
secondary cases, the difference in the distribu- 
tion between the bipolar FH + and FH — 
groups is even more apparent. Three probands 
must be excluded from the bipolar FH + 
group and there are now 15 unilateral pairs and 


+ no bilateral pairs. This ratio is significantly 


different from the 2:1 expected polygenic ratio 
(x? = 7.50, df 1, p « 0.01). In the bipolar 
FH — group the ratio remains very near the 
polygenic ratio (x? = 0.40, df 1, N.S.). These 
distributions are again significantly different 
from each other (x? = 5.9, df 1, p < 0.05). 


Discussion 


Interpretation of the results is influenced by 
several considerations. The ascertainment of 
ancestral second degree cases is less certain than 
in first degree relatives. The mean age of the 
proband group is 50 years (range 20-73) and 
therefore few ancestral relatives were available 
for interview. Information regarding antecedent 
relatives usually came from someone in the 


proband’s generation rather than the parental 
generation. (Mendlewicz et al, 1975) have 
confirmed the accuracy of children in reporting 
affective illness in their parents, but other 
ancestral secondary cases may be under- 
reported in this population because of the 
factors mentioned. 

Interpretation of the results is also influenced 
by the method of analysis itself. Slater has 
assumed random mating in the computation of 
his model but recent research by Gershon et al 
(1973) has shown that 29 per cent of the wives 
and 10 per cent of the husbands of affectively ill 
probands also had affective illness requiring 
treatment. This has not been confirmed by 
James et al (1975). More importantly, there was 
also a significantly increased morbid risk for 
affective illness in the first degree relatives of 
these spouses compared with the general 
population. However, this latter finding was not 
confirmed in the study of Dunner et al (1976). 


The populations of bipolar probands pre- 
viously studied by Slater et al (1971) and Perris 
(1971) show that 11.5 per cent and 30 per cent 
respectively of their probands have both 
parents affected. 


In our sample, such families were excluded 
from analysis because they are not informative 
in differentiating polygenic inheritance from 
single dominant gene inheritance. If the data in 
these previous studies are re-analysed, removing 
those probands with both parents affected, both 
have an excess of unilateral pairs and show a 
highly significant deviation from the polygenic 
hypothesis. This change is most striking in 
Perris’ data since in his sample of bipolar 
probands all the bilateral pairs were provided by 
families in which both parents were affected. 
When these probands are removed, the ratio of 
unilateral to bilateral pairs is significantly 
different from the expected polygenic ratio at the 
.001 level. 

In the present study the analysis of distribu- 
tion of affectively ill ancestral secondary cases 
was consistent with polygenic inheritance even 
when eliminating parents from the analysis. 
However, significant differences in distribution 
were found when proband families were 
divided on the basis of polarity of affected first 
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degree relatives, there being an excess of 
unilateral pairs and a significant deviation from 
the polygenic ratio in the Bipolar FH +- group 
consistent with a single major gene trans- 
mission, whereas the ratio in the Bipolar FH — 
group. is consistent with polygenic inheritance 
(a similar finding was reported by Mendlewicz, 
et al, 1973). That these differences may also be 
of predictive value in terms of lithium response 
has been reported by Mendlewicz and Fieve 
(1972) in that lithium responders are more 
likely to be bipolar family history positive than 
non-responders. Misra and Burns (1977) how- 
ever reported that six out of nine non-responders 
to lithium had a family history of bipolar 
illness. An analysis of outcome with lithium 
maintenance treatment and family history in 
this proband sample is being carried out. 
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"Two Clinically Discrete Syndromes of Transsexualism 


Ву N. BUHRICH and №. MeCONAGHY 


Transsexuals are defined as subjects who have a sustained feminine 
gender identity combined with a wish to alter their bodily appearance 


towards the feminine. 


The results of this study indicate that they can 


be differentiated into two clinically discrete groups. 
In an investigation of 29 transsexuals who sought a change of sex 


operation it was 


found that those who had experienced fetishistic 


arousal were significantly more likely to be older, to have experienced 


heterosexual intercourse, 


to be married and to show penile responses 


to pictures of men and women indicative of a more heterosexual 


orientation, They had less experien 


as compared with transsexuals 
arousal, 
of cross-dressing, strength 


but this difference was not 


ce of homosexual contact to orgasm 
who had not experienced fetishistic 
not statistically significant. Frequency 
of feminine gender identity and intensity 


of desire for a sex change operation did not discriminate the two 


groups. 
be associated 


. reason for the higher incidence of 


women, 


Tow Introduction 

: Reports of transsexuals who have experienced 
fetishistic arousal exist in the literature. Ban- 
croft.(1972) reported that 6 of 22 fetishistic 
patients ‘persistently’ wanted to live and be 
accepted as women and sought a sex change 

operation. Hoenig and Kenna (19742) reported 
that 9:7 per cent, and Barr (1973) that 4 per 
cent, of transsexuals seen had experienced 
fetishistic arousal. 

Other workers (Baker, 1969; Stoller, 1973) 
have considered that subjects who showed a 
sustained feminine gender identity and sought 
a change of sex operation should not be diag- 
nosed as transsexual if they at any time reported 
fetishistic arousal. 

The aim of the present study was to establish 





whether subjects seeking a sex change operation. 


who-had experienced fetishistic arousal differed 
clinically from those who had not had this 
experience. 


The fact that desire for a sex change operation may 
with experience of fetishistic arousal could be one 


transsexualism in men than in 


| Subjects M 
АШ subjects who presented to The Prince 
Henry Hospital Transsexual. Clinic between . 
August 1974 and June 1976 seeking a male to 
female sex change operation were interviewed. 
One subject was psychotic and was excluded 
from the study. The other 29 subjects conformed 
to the commonly accepted definition of trans- 
sexualism (Freund, 1974) in that they had a 
sustained feminine gender identity combined 
with the desire for a full sex change opera- 
tion. 
_. Five of the 29 subjects reported a period of 
fetishistic arousal. The remaining 24 subjects 


“who had not shown fetishistic arousal will be 


referred to as the nuclear transsexual group and 


е subjects who reported fetishistic arousal as 
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the fetishistic transsexual group. Four of the five 
fetishistic transsexuals masturbated during ado- 
lescence while wearing female clothes. Two of 
the four also experienced spontaneous ejacula- 
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tion when cross-dressed. A fifth subject experi- 
enced fetishistic arousal but did not masturbate. 
With increasing age, fetishistic arousal dimi- 
nished in three subjects, and in a fourth it 
ceased in late adolescence. A fifth subject 
showed no further fetishistic arousal after 
beginning to take oestrogen. 

Information concerning the subjects’ cross- 
dressing history, gender, identity and sexual 
orientation was recorded in a three-hour 
interview. Subjects’ penile volume responses to 
a series of moving pictures of nude men and 
women were measured, and a U-score indicating 
their sexual orientation was calculated. The 
method has been described elsewhere 
(McConaghy, 1967). 


Clinical Findings 
Age and marital status 


The mean age of the 24 subjects in the 
nuclear transsexual group was 26-4 years 
(range 19-48), and of the five subjects in the 
fetishistic transsexual group was 40 years 
(range 23-56). Subjects in the fetishistic trans- 
sexual group were significantly older than 
those in the nuclear transsexual group (Р < -05, 
2-tailed, Mann-Whitney Test). 

Two of the subjects in the nuclear trans- 
sexual group had married, but one was separated 
and one divorced. None were currently living in 
a heterosexual relationship. Two of the subjects 
in the fetishistic transsexual group were married 
and living in a heterosexual relationship. The 
difference was significant (P < -05, Exact 
Test). 


Frequency of full cross-dressing 

Four subjects in the fetishistic transsexual 
group and 10 in the nuclear transsexual group 
fully cross-dressed at least weekly during 
adolescence. This difference was not significant. 

Three subjects in the fetishistic transsexual 
group and 14 in the nuclear transsexual group 
had dressed permanently as women for the 
previous six months. This difference was not 
significant. 


Gender identity 


Subjects were asked the degree to which 
they felt like a woman. Two in the nuclear trans- 


sexual group were uncertain. One subject in the 
fetishistic transsexual group often felt like a 
woman, and all the remaining subjects felt like 
a woman all the time, both when nude and 
when cross-dressed. 

Four of the subjects in the fetishistic group 
and 23 in the nuclear transsexual group at 
times passed urine standing. The remaining 
subjects sat to pass urine at all times. 


Sexual experience and orientation 


Four of the 24 subjects in the fetishistic trans- 
sexual group and 4 of the 5 in the nuclear trans- 
sexual group had experienced heterosexual 
intercourse. The difference was significant 
(P < +05, Exact Test). All four subjects in the 
fetishistic transsexual group and none of the 
four in the nuclear transsexual group had ex- 
perienced heterosexual intercourse on more 
than four occasions (Р < -05, Exact Test). 

Three subjects in the fetishistic transsexual 
group and 21 in the nuclear transsexual group 
had experienced homosexual contact to orgasm. 
One subject in the fetishistic transsexual group 
and 12 in the nuclear transsexual group had 
experienced homosexual contact to orgasm at 
least fortnightly in the previous six months. 
The trend for fewer subjects in the fetishistic 
transsexual group to experience homosexual 
contact to orgasm and on fewer occasions did 
not reach statistical significance. 

Subjects were rated on the Kinsey Scale by 
one of the authors (N.B.) on their reported 
sexual fantasies and experience. Kinsey Scale 
rating of the subjects in the two groups is given 
in Table I. 

There was a non-significant tendency for 
subjects in the fetishistic transsexual group. to 
show greater heterosexual interest than those 
in the nuclear transsexual group. 


Penile volume response 


Each subject's penile volume responses to ten 
pictures of men and ten of women were mea- 
sured, and a U-score indicating their sexual 
orientation was calculated (McConaghy, 1967). 
With this method the maximum. heterosexual 
U-score is 100 and the maximum homosexual 
U-score is о. A score of 50 indicates equal 
homosexual and heterosexual interest. 
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Tas I 
Kinsey Scale Rating 
ОНИЕ tee 
Kinsey Scale s vt о I 2 3 4 5 6 
(entirely (entirely 
hetero- homo- 
sexual) sexual) 
Fetishistic transsexual group о o o I o 3 І 
№5 
Nuclear transsexual group o о о о 1 8 12 
N=ar* | 





* Three subjects denied sexual interest and experience. 


In the nuclear transsexual group one subject 
refused penile volume measurement and in two 
subjects penile volume changes were negligible. 
The polygraph records of these two subjects 
were not scored. 

The mean U-score for the 5 subjects in the 

.fetishistic transsexual group was 48:3 (range 
4-79), and for 21 subjects in the nuclear trans- 
sexual group it was 12:8 (range 0-42:5). 
Subjects in the fetishistic transsexual group 
had significantly higher U-scores than those 
in the nuclear transsexual group (P < +05, 
one-tailed, Mann-Whitney Test). 


Discussion 


Subjects in the fetishistic transsexual group, 
as compared with those in the nuclear trans- 
sexual group, are more likely to have ex- 
perienced heterosexual intercourse and to be 
married, and are less likely to have experienced 
"homosexual contact to orgasm. Objective 
measures of penile volume changes are con- 
sistent with the behavioural evidence of a 
stronger heterosexual orientation in fetishistic 
transsexuals. No difference between the two 
groups was found in strength of feminine gender 
identity, frequency of cross-dressing or intensity 
of desire for sex change operation. 

Fetishistic transsexuals presented for a sex 
change operation at a later age than did the 
nuclear transsexuals. Fetishistic arousal and a 
stronger heterosexual interest may delay but 
does not prevent subjects from seeking a sex 
change operation. Fetishistic arousal was still 
present in three subjects when they requested 
а зех change operation. Fetishistic arousal had 
been present in a fourth subject until he com- 


menced taking female hormones. It is possible 
in this subject that oestrogen ingestion, by 
diminishing his sexual and hence fetishistic 
arousal, increased his urge to undergo a sex 
change operation. 

The generally accepted criterion for trans- 
sexualism is that the subject has a sustained 
feminine gender identity combined with a wish 
to alter his or her bodily appearance towards 
that of the opposite sex (Roth and Ball, 1964; 
Walinder, 1967; Kubie and Mackie, 1968; 
Freund, 1974). The results of this study suggest 
that subjects who conform to this definition of 
transsexualism can be divided into two clinically 
discrete groups on the basis of whether or not 
they have shown fetishistic arousal. 

It is of interest that there are no reports of 
transsexual women who have experienced 
fetishistic arousal. A possible contributing factor 
to the greater incidence of transsexualism in 
men than in women (Hoenig and Kenna, 
1974b) may be that fetishism occurs very rarely 
in women (Kinsey et al, 1953). 
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Two Transsexuals with 47 -XYY Karyotype ` | 


BYE BUHRICH, RON BARR and P. R. L. C. LAM-PO-TANG · 


1 (Y 


SUMMARY—Previous reports of sexual orientation and ‘gender йе ш 


subjects ; with XYY k 


` development of the transsexual syndrome. 


: Introduction ; 

- The ' prevalence’ “of тае "to female 

transsexualism’ is in the order of one per 35,000 

(Walinder, 1967; Hoenig’ and ‘Kenna, 

The prevalence of XYY karyotype in consecutive 

live male births is in the: order of one per 1, 000 
(Hook, 1973). 

Wagner (1974) claims the" fist report of the 
presence of XYY constitution in a transsexual. 
The patient, aged 25 years, who was admitted in 
a drug-induced toxic state, was diagnosed as a 
transsexual with ап explosive antisocial 
personality disorder. The ‘patient began cross- 


1974a). 


dressing at the age of 11, years.and at age 


14 developed a-persistent desire for a sex change 
operation. His sexual fantasies were of being the 
female partner in face to face intercourse with a 
heterosexual male. 

A further two авнаа with an XYY 
constitution are described in this report. Both 
were referred to the Prince Henry Hospital 


transsexual clinic, seeking a .full sex change 


operation. These two cases form part of,a study 
of 62 transsexuals seen consecutively. 


Cui 


History L.G. was born im'1945. His ‘one 
sibhng, a younger brother, died in infancy. 
Following L.G.'s birth, his mother, who had 
hoped for a girl, was obliged to discard the girl's 
clothés she had knitted in preparation for a 
daughter. She worked as a pharmacist and took 
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aryotype are reviewed. Two patients seeking a change of sex , 
operation and found to have an ХҮҮ karyo 
` XYY karyotype may predispose to a disturbed gender ош and possibly to фе. 


type are described. It is argued that an 


E 


an active interest in the patient, hoping that he 
might eventually also become a pharmacist. He 
remembers his father as a kind, *wonderful' man 
who ‘spoilt me terribly’ but also as irresponsible, 
lazy and often drunk, although never violent. 
There was no family history of psychiatric dis- 
order. 

His parents separated when he was aged . 4 
years, and for the next seven years he lived with 
his mother, but continued to visit his father 
regularly. His mother remarried when. he was 
aged 11; he was jealous of his mother's relation- 
ship. with his step- -father and they frequently 
quarrelled. 

At school he related poorly to other students 
and was bulliedby them. He left school at 16. For 
the next year he worked as a salesman and then 
for several years as an assistant in a grocery store. 
At age 25 he began to work dressed as a woman 
and was convincing enough to be employed over 
the next three years as a female process ‘worker 
and waitress. Currently he works as a, female 
shop assistant, a position he has held for ‘one 
year. He has few hobbies but is a deaconess in 
the church. He has a féw close friends, one of | 
whom recently asked him to be godmother, to 
her son. There is no history of undue 
aggression or of criminal convictions. 


Gender Identity History : 
‘During early childhood L.G. regarded’ himself 

as a normal boy. He participated in boys’ games . 

providing they were not rough, but mostly he 
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played alone. His peers called him a sissy, and he 
remembers being teased for walking like a girl. 
At about age 10 he asked his mother to teach him 
to embroider and knit, but she told him that 
‘boys don't do that sort of thing’. 


At high school he played cricket and' enjoyed : 


athletics, though he was poor at both. He 
avoided football and fighting, but would 
retaliate on occasions. School associates 


frequently addressed him as ‘sis’ or. by girls: 
names. 

When he was about 19 his friends suggested 
that he looked more like a woman than a man. 
He began to feel he was a woman and 
occasionally to cross-dress. 

Over the next six years the intensity of his 
female identity increased and so did the 
frequericy of his cross-dressing. At age 25 years 
he began to take oestrogens arid to live full- -time 
as a woman. 

At age 27 years he soùght a sex change ореѓа- 
tion, which was rejected on the basis that he had, 
not functioned successfully as a woman for long 
enough. He was asked to attend again in ‘six 
months time but failed to keep further 
appointments. For the past five years he has lived 
as a stable, employed and reasonably happy 
woman, and for the past four years he'has felt 
‘mentally a woman’; he uses female toilets and 
sits to pass urine. A sex change | operation is again 
being actively considered. 


Sexual Hilo 


‘He first became sexually interested in other 
boys at age ll and his first homosexual 
experience, anal intercourse, occurred at age 14. 
From the age of 16 regular homosexual activity 
has occurred; most of this has consisted of 
cuddling, with a preference for, face-to-face 
contact. Until five years ago he had a series of 
casual boyfriends with whom he had regular 
sexual activity and with whom he took the 
insertee role during anal intercourse. He now 
takes a passive role and fantasizes that he. isa 
woman. , 

He has felt no sexual attraction to women and 


has had no heterosexual experiences. He has. 


never shown sexual arousal to female clothing. 


TWO TRANSEXUALS WITH 47—XYY KARYOTYPE 


Present Findings 


There was no evidence of psychosis. His 
, intelligence was-bright average on the W.A.I.S. 
His height was 174 ams. 


> -Cylogenelu Report. Buccal sméar: One hundred 
cells were examined and no Barr bodies seen. 
Seventy-three cells had two distinct. separate 


. fluorescent Y chromatin bodies..Blood culture: 


Five metaphases were analysed and found to 


„ have a chromosome constitution of 47 XYY. A 


further 22 


chromosomes. 


„ cells scanned had , two Y 


Erotic Oneniaton. His Kinsey Scale rating, 
assessed on reports of sexual fantasies and 
activities, was 6. 

His U score was 0.5. This score is calculated 
from the subject’s penile volume responses to a 
series of nude male, and nude female moving 
pictures. With the procedure used, the maximum 
heterosexual U score is 100 and the maximum ' 
‘homosexual U score, is 0;,a U score of 50 
indicates an equal penile volume response to 
female and.to male nudes. Details of the 
procedure are given by McConaghy (1967). 

s 14  Case2 c 
History i as 

T.Z. was an only child born БИШЕ Australia 
in 1936. His mother had desperately wanted 'a 
girl. The parents~separated soon after ‘his birth, 
and for his first six years he was raised in an all- 
female household by his mother, mother’s sister 
and grandmother. He was a lonely child'and was 
often ill with recurrent tonsillius. There were 
frequent arguments between’ his mother, who 

was ‘fiery and moody and not a very affectionate 
person, and his grandmother who tried to 
dominate the household. At this time he felt that 
his mother and grandmother were tóo much 
concered with him and did not allow him 
enough independence. When his father, with 
whom he had maintained occasional contact, 
remarried in 1942, he went to live with him, but 
continued to visit his mother, with whom he 
regularly bathed until puberty. He felt more 
strongly towards his father than his mother, and 
related well to his step mother who was not quite 
as dominating. as his grandmother had been. On 
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‘leaving -school ‘he ‘completed a course in 
veterinary science. He:came to Australia at age 
23.and for the past 11 years has worked inia 
chemical laboratory. There. is no history of 
impulsive aggression, no police charges, and no 
кашу шр) of R MARI disorder. „ 


Gender inp History 


` ^T.Z.'wanted to be a girl for as long as he can 
remember. During’ childhood 'he preferred the 
company of girls and avoided rough boys’ 
games. He was accused of 'beiríg a ‘sissy, and 
although he cannot remember playing with dolls 
enjoyed knitting and sewing: At high school he 
avoided team sports, but he enjoyed horse riding 
and remembers with particular pleasure taking 
Фе girl’s role during school dancing lessons. At 
17 he sought medical help for a sex -change 
operation but was refused. At 20 he fantasized 
marriage to an imaginary Mr Peterson whose 
surname he now uses when cross-dressed. Dur- 
ing his twenties” he often imagined himself 
pregnant, but this occurs less frequently now. 
When aged 85 years, he again requested a change 
of sex operation but was refused on the grounds 
that he showed fetishism and that: he would have 
' difficulty passing successfully as'a woman 
because of his masculine build. In 1975, when he 
was aged 89, oestrogen tablets were for the first 
time prescribed by his general practitioner and 
he was pleased with the result. Current hobbies 
include dressmaking and stamp, collecting, and 
he regularly paren) "women's вана: Не 
always sits to pass urine. 


ip 
“ 
өз 
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Sexual History 


Apart from an | episode of mutual: masturba- 
tion while ‘he was at high school he has"had no 
,homosexual , contacts. His, stated sexual 
"preference is for women, when dressed. asa man 
and for. men when dressed as a woman. 

He first became aware of heterosexual feel- 
ings at the age of 22 but did not have inter- 
course until he married at’ 30. During inter- 
course, which occurs-about five times a year, he 
imagines that nei is a woman and qe wife is à 
man. 
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Feüishist History < 


At age 8 he was sexually aroused’ while cross- 
dressing for a girl’s role in a school play. At age 
10 he masturbated for the first time while fully 
crossdressed in his grandmother's ' clothes. 
During his teens he cross- dressed’ at ‘every 
opportunity’—usually daily in | his” ‚school 
holidays and'üsually with masturbation. At age 
18 he was conscripted into the Navy for two 
years.  Whilé wearing his naval uniform, 
‘especially full battle order, with its sensation of 
‘tightness around the waist and chest ‘like a 
girdle’, he would become sexually excited and 
masturbate. Since his twenties he has cross- 


dressed fully every day for short periods and has 
"worn female underwear permanently. For the 


past eight years he’ has risen at 6.00 ‘am 
specifically to cross-dress before going to work. 
‚Не longs to wear female clothes all the time. At 
‘present he masturbates daily and is cross-dressed 
during about 20 per cent of these episodes. 
While masturbating he fantasizes himself as a 
female prostitute taking a passive role i in hetero- 
sexual intercourse. The fantasy also occurs when 
he has sexual i intercourse with his wife. He would 
like, to’ wear female underwear during inter- 
course but his wife does not allow it. 


wd 


Present Findings ` { 
` On examination there was’ no evidence of 
psychosis.-He was of average intelligence. His 
build was muscular, his height 178 cms. 
"Cylogenelu Report. Buccal smear: опе hudred 
cells were examined and no Barr bodies seen. Of 


“50 cells examined 31 had two distinct separate 
“fluorescent Y chromatin bodies. Blood culture: 


ten metaphases were analysed and-found to have 

a chromosonie constitution of 47 ХҮҮ. А further 

22'cells scanned had two Y chromosomes. А 
Erotu’ Orientation: His Kinsey Scale rating was 


1 


“8. His U score was 56:5. Serum hormones were 
‘not measured because of the history Gr oéstrogen 


ingestion. PADO 


Discussion : 
^ Both subjects reported in this study conform 
хо the definition of transsexualism suggested by 
Fréund (1974)—а sustained cross gender identity 
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combined with a wish that his body were of the 
opposite sex. However they have features which 
are atypical for transsexuals, Case 2 is actively 
heterosexual and has shown a fetishistic interest 
in, female clothes which has continued for 30 
years. Stoller (1973) considered that subjects who 
are heterosexual and have shown fetishism 
should be categorized as transvestite rather than 
transsexual; however, 
described two transsexuals with a heterosexual 
orientation, and Hoenig and Kenna (1974) have 
reported a series of 54 male transsexuals, seven 
of whom gave, a history of fetishism for female 
clothes. 

Case ] did, not develop a strong “feminine 
gender identity until he was aged 19, and he 
engaged in regular homosexual activity for 
several years. It could be argued that he is a 
transvestite homosexual rather than a trans- 
sexual; transsexuals do, however, frequently lead 
an active sexual life (Pauly, 1965; Levine et al, 
1976). His preference for face to face sexual 
encounters and the fact that he has lived fully as a 
woman for the past five years favours the 
diagnosis of transsexualism. 

„Slater and Cowie (1971) stated that ‘no specific 
link between abnormalities of chromosomal sex 
and sexual behaviour exists.' The possibility that 
the association of transsexualism and XYY 
karyotype in the two patients in this report and 
the one described by Wagner (1974) has 
occurred by chance cannot be excluded. Never- 
theless, psychosexual disorders are frequently 


reported in subjects with an ХҮҮ karotype.. Daly - 


(1969) identified ten XYY males in a maximum 
security hospital; he found that the incidence of 
homosexual behaviour was significantly higher 
than, in a control group from the same popula- 


tion. Bartlett et al (1968) found two ХҮҮ males in. 


a security prison survey; both.were homosexual. 
Zeuthen (1975), in his study of five males with 
XYY karyotype, found that ‘passivity’ and 
‘insecure masuline identification’ were, features 
common to all five subjects. One subject had.a 
‘homosexual identification’, though this conclu- 
sion was based on the results of projective testing 
rather than the case history. 

.The finding of two cases of ХҮҮ among 62 
transsexuals, compared to the XYY prevalence of 
1 per 1,000, 


Barr etal (1974) have ' 


strongly , suggests that the ХҮҮ. 
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karyotype may predispose to homosexuality and 
a ,weak gender identity. Transsexuals have 
disturbed gender identity and are usually homo- 
sexual in the sense that they have an .erotic 
preference for someone of the same anatomical 
sex. If а relationship exists between 
homosexuality, weak gender identity and an XYY 
constitution, then a relationship between trans- 
sexualism and an XYY constitution seems 
possible. If this is found to be the case, an XYY 
karyotype will be a rare constitutional factor 
which predisposes. to the development of the 
trans- -sexual syndrome. i р 
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Sodium Valproate and Tardive Dyskinesia 
By ALAN C. GIBSON 


SUMMARY Twenty-five 


schizophrenic 


patients with tardive 


dyskinesia were given 600 mgs sodium valproate daily with their 
neuroleptic medication. After one month there was no change in their 
signs, as judged by a panel of nine viewing films of them taken before 


and at the end of this treatment. 


Linnoila et al (1976), in a double-blind cross- 
over study of 32 chronic psychiatric patients 
given 300 mgs sodium valproate thrice daily, 
and using a modification of the rating scale of 
Bordeleau, Albert and Hillet concluded that the 
orofacial dyskinesias were totally or significantly 
relieved in 17 cases, and that involuntary 
movements of the extremities were significantly 
relieved in 7 out of 9 patients. In the present 
study 25 patients (12 male, 13 female) with 
tardive dyskinesia, selected to give a reasonable 
span of age and difference of chronicity and 
severity, were treated with 200 mgs sodium 
valproate thrice daily for one month. Each 
patient was filmed for 60 seconds before starting 
this treatment, and re-filmed at the end of the 
month. Blood levels of valproate were measured 
to ensure compliance. The patients continued on 
their usual neuroleptics throughout. 

The ‘before’ and ‘after’ films for each patient 
were screened side by side as a pair, ‘before’ 
being randomly on left or right, and were 
viewed by an audience of nine (five doctors, 
two medical students, one nurse, one social 
worker), who tried to identify the ‘after’ film. 
A majority got it right in only 8 cases, everyone 
was wrong in 3 others, and opinions were very 
divided in the other 14. It is concluded that the 
treatment was unsuccessful. 
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FicumE | 
Particulars of cases of Tardive Dyskinesia treated with 
Sodium Valproate 
Grade of Years on 

b.l.m.[ Time TD neuro- 

Case syn- presentin  leptic 

No. Sex Age drome years drugs 
1 M 39  Nil4 5 10 
2 M 68 2 3 19 
3 M 65 3 2 5 
4 M 68 2 2 20 
5* M 55 1 2 7 
6* M 71 2 7 9 
7 F 70 1 4 18 
8 Е 64 1 4 10 
ЭМА Е 64 1 8 6 
10 Е 79 2 2 18 
11 Е 82 2 3 15 
12* Е 79 1 3 20 
18 м 57 2+ 3 14 
14 M 73 1 2 8 
15 F 58 1 6 5 
16 Е 56 3 2 13 
17* M 34 344+ 2 10 
18* M 43 2 1 7 
19 M 61 1 5 12 
20 F 60 1 5 16 
21N/A Е 58 1+ 3 5 
22% Е 69 2 4 20 
23 F 52 1 2 7 
24 F 50 1 1 8, 
25* M 63 2 2 6 


Mean 61.52 +11.98 Mean 3.4 +1.85 
Mean 11.52 +5.34 


* Cases correctly identified. N/A Non-adherent to 
drug regime. + Chorea. f Bucco linguo masticatory 
syndrome:—Grade 1. Infrequent lip-smacking and 
pouting, slight tongue movement. Grade 2. Constant 
movement as above. Grade 3. Constant with mouth 
opening and tongue protrusion. 


Alan C. Gibson, M.A., M.B., B.Chir., F.R.C.P., F.R.C Paych., Consultant Psychiatrist, St. Ann' s Hospital, Haven Road, 


Canford Cliffs, Poole, Dorset BH13 7LN 
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Then and Now 
By FELIX POST 


Dr Post has been known to generations of students of psychiatry 
passing through The Maudsley Hospital, London, as a clinician and 
clinical teacher. He retired in July 1978. 


Dear Editor, 

' You kindly asked me to write a short auto- 
biographical paper “Then and Now’ sum- 
marizing at the time of my retirement, the 
passing psychiatric scene as I had experienced it 
for almost forty years. Let me explain why I am 
unable to write such a paper. 

You will recall that your suggestion was made 
after one of the weekly meetings on current 
topics organized by the junior medical staff of 
our hospital. At that particular meeting one of 
the registrars gave an excellent survey of the 
literature concerning the pros and cons of 
ECT. I was asked to contribute to the dis- 
cussion, but felt moved to precede my remarks 
with a personal confession to the effect that 
without ECT I would not have lasted out in 
psychiatry, as I would not have been able to 
tolerate the sadness and hopelessness of most 
mental illnesses before the introduction of 
convulsive therapy. The impact made on me by 
the mentally ill and their treatment has con- 
tinued to be highly emotionally coloured, and 
though I have tried to cultivate a scientific 
outlook I would find it difficult to compile a 
cool and detached paper, in which the effect on 
my work of the development of psychiatry over 
the last forty years would be adequately docu- 
mented. ‘ 

My very first impressions of psychiatry in 1938 
were emotionally disturbing. After some per- 
functory lectures at ‘Bart’s’, those of us who 
found the time and energy to venture out that 
far attended case demonstrations in one of 
the Bethlem wards, where patients were paraded 
like animals in the circus. As a schoolboy I had 
read some psychological literature and especi- 
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ally Kretschmer’s Bodybuild and Character, but 
these experiences as a medical student almost 
succeeded in extinguishing this spark of interest. 
It was rekindled when as a house physician at 
the Hammersmith Hospital it was one of my 
duties to look after a Dr A. J. Lewis, accom- 
panying him during his ward consultations. 
I thus received demonstrations of psychiatric 
interviews from a master. Much of what was 
offered, including the master's illegible scribble, 
was incomprehensible to me, but later emerged a 
crisp typewritten psychiatric report of great 
clarity and practical value. Here was a challenge 
to emulate the intellectual feat of creating 
order from chaos! i 

When a year or so later I found myself at a 
loose end I applied to Dr A. J. Lewis and 
obtained a house physician’s post in the wartime 
Mill Hill branch of the Maudsley Hospital. 
Here I experienced the fascinations of the 
hypnotic sessions and of pentothal interviews 
with service neurotics, and witnessed the first 
beginnings of Maxwell Jones approach to 
neurotic problems, which were initially group- 
didactic rather than group-psychotherapeutic. 
I also met my first depressives. Indeed, 
my very first experience at Mill Hill was having 
to assist with the setting of a humerus fractured 
during a cardiazol fit. The far less distressing 
electro-convulsive therapy, which was demon- 
strated to us a few months later at Bexley 
Hospital, was only a shade less unpleasant to 
witness and to administer; but it did work. 

Soon I found myself transferred to the Royal 
Edinburgh Hospital (for Nervous and Mental 
Disorders, to give it its full name); and working 
at first in the department for ladies and gentle- 
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men of unsound mind rather than for rate-aided 
patients, I became increasingly upset with the 
dehumanization wrought through chronic men- 
tal illness in these people. There were whole 
wards filled with posturing schizophrenics, and 
one floor at least, called the Refractory Ward, 
where one only did one’s daily round covered by 
a posse of male attendants even though some 
patients were in strong suits or restrained in 
their beds. Even more distressing were, the 


chronic melancholics. I finally persuaded Pro- , 


fessor D. K. Henderson to allow me to use the 
newly acquired ЕСТ machine. He was very 
reluctant at first because, like me, he disliked 
deliberately producing epileptic fits. However, 
once again, after a few treatments, the miracle 
happened, especially impressive in patients who 
for years had had to be tube-fed twice daily. 
Unfortunately there was also the old colonel 
who became persistently hypomanic, exchanging 
his sober civvy suit for a kilt and marching up 
and down playing his bagpipes. But by then I 
had fled from the chronic psychotics to the more 
hopeful precincts of the hospital.at Jordanburn. 
Here, and in the Army, I remained largely 
protected from severe, and persistent mental 
illness. 

To a similar extent I was afforded this 
shielding after my appointment at the Maudsley 
and later at the Bethlem Royal Hospital. Only 
voluntary patients were admitted. Schizo- 
phrenics who had suffered recent breakdowns 
were treated with insulin comas. Those who did 
not respond, chronic depressives and dements, 
were banished speedily to the outer darkness of 
the area mental hospital. Some did surprisingly 
well there, but many seen in relation to follow- 
up research confirmed one's sense of failure. 
Occasionally leucotomy prevented transfer to a 
long-stay hospital, but it was only after the 
introduction of major tranquillizing and anti- 
depressant drugs that such transfers on account 
of complete treatment failure became rare. 

I am well aware that there are scientifically 
validated studies which show that improvements 
in the outcome of severe mental disorders had 
become more striking and more frequent long 
before the introduction of modern somatic 
treatments. But in terms of my personal experi- 
ence of tremendous relief and increasing 
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hopefulness, the turning point occurred with 
the introduction of ECT, and even more so 
following the arrival of anti-psychotic drugs. 

Sometime before that stage had been reached 
I entered a clinical feld which was widely 
regarded as particularly distressing and de- 
pressing: the psychiatry of late life. Back in 
Edinburgh Professor Henderson had said to me 
at the end of a ward round: ‘Post, look at all 
these old people here, why don't you write 'em 
up?'—and so Шара what I have, been doing 
ever since! 

The Edinburgh vids daped? in this way 
had produced a pretty dismal picture. Dement- 
ing patients mostly died soon after admission, 
and it seemed likely that beds would be blocked 
to an increasing extent by what we then re- 
garded as involutional and senile melancholics. 
These were even then clearly recognized as 
being very different from dements, but likely to 
live longer without making good | remissions. 
Later on, of course, it turned out that the newly 
introduced physical and drug treatments were 
particularly effective in the affective illness of 
the old and ageing. While requiring continuous 
psychiatric attention over many years, they 
ceased to need long-term in-patient care. 
Paranoid illnesses of old people were shown to 
respond to major tranquillizing drugs even 
better than the schizophrenic conditions of 
younger subjects. 

In the case of patients of all ages. this change 


Хо a general sense of optimism was equally 


marked in relation to less ill psychiatric out- 
patients. There is in retrospect a strong im- 
pression that their numbers had increased over 
the years and that one began to see many more 
atypical and less severely ill patients, who more 
often might have asked. their family doctors for 
referral to psychiatrists. Many could be shown 
to be suffering from masked or mild affective 
disorders. In the past one had to carry psych- 
iatric out-patients over many months or years 
with bromides and very wearying supportive 
interviews: 'LS. Q. was the usual last or only 
entry in the progress notes. Now most of these 
patients could be significantly improved and 
much benefited by psycho-pharmacological 
preparations, whose therapeutic level can now 
be monitored. In the case of illnesses related to 
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more long-standing emotional problems there 
was no longer (at any rate in the out-patient 
department of my hospital) the need to struggle 
on one's own: facilities for expert planned and 
supervised group as well as individual psycho- 
therapy had begun to become available to an 
increasing extent. However, many patients with 
well-established phobic or obsessional symptoms, 
in whose case anti-depressant and simple 
behavioural approaches had failed, continued to 
prove an intractable problem. In adult psychi- 
atry, psychologists used to be backroom 
workers, who were asked’ occasionally to 
produce some cognitive or projective test 
results, and to whom an occasional hopelessly 
complicated patient would be turned over for 
‘psychological treatment’. Over the last twenty 
years increasing numbers of clinical psycho- 
logists have emerged as professional colleagues, 
investigating patients in general, devising 
management, and treating those with phobic 
and obsessional illnesses with increasingly 
impressive results. 

The first psychiatric social workers I met were 
formidable middle-aged dames who had taken 
some part-time training, and who often worked 
as voluntary ladies-bountiful. The professionally 
trained worker appeared after the war, and 
apart from assistance in the resettlement of 
patients the new psychiatric social worker 
developed expertise in assessing and guiding 
patients’ situations within the family during 
treatment and following discharge from hospital. 
With the introduction of modern treatments it 
became relatively easy to remove symptoms, and 
thus interest shifted to the assessment of long- 
term outcome and adjustment, both by clini- 
cians and by social workers. Once the outcome 
in response to treatment of the major psychiatric 
disorders had been described, the research 
interest of psychiatrists moved to international 
and transcultural follow-up studies, and that of 
social workers to the influence on outcome of 
family relationships. It is not surprising that the 
experiences gained have led many social 
workers to claim much more strongly a thera- 
peutic role. 

It would be tedious to enumerate in detail all 
the other paramedical workers like nurses and 
occupational therapists whose increasingly 


sophisticated standards of working have trans- 
formed psychiatric work. Instead, I would like 
to reminisce on the changing teaching ward 
round. Senior doctor, junior doctor and senior 
nurse used to move through dormitories and day 
rooms from patient to patient. It was important 
to have seen everybody and to have spoken to 
everybody; often there was also а sotto voce case 
discussion a few steps away from the patient. In 
my earliest professional lifetime this changed 
into a more secluded affair: patient, senior 
doctor and junior doctor in an interview room, 
occasionally and briefly joined by a senior 
nurse. Obviously the rounds of the more 
important consultants and teachers attracted 
more junior doctors, but the transformation of 
teaching round into ward conference has 
occurred only gradually over the last one third 
of my professional life. There is really no need 
nowadays to ask the patient's permission to 
appear at a ward conference. He can be truth- 
fully told that with the exception of an occa- 
sional visitor all the people present have been or 
are likely to be involved in the management of 
his problems. Everyone present may speak to the 
patient and take part in the discussion after the 
patient has left. In this way the patient is 
evaluated along many different dimensions and 
all decisions are agreed. When there is conflict 
of methods of approach the sequence in which 
opposing treatment policies are to be applied is 
agreed. Foolish or potentially dangerous plans 
can always be shown up as such during dis- 
cussion, and I cannot recall a single occasion 
when I have had to use the consultant's veto. 


. Time rarely allows an identical approach in the 


out-patient department, but fewer people are 
involved with the patient and mutual con- 
sultation can occur seriatim. 

My personal experience of psychiatry has 
thus changed profoundly. I started as a lone 
doctor, bewildered and frightened by the 
multitude of apparently hopelessly il and 
deteriorating patients. T end as member of a 
profesional team and with the certainty of 
being able to help to an important extent 
almost all my patients, not just through my 
own efforts, but by enlisting on their behalf 
other workers. Obviously, and especially in my 
own geriatric specialty, there are still hopeless 
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A Neglected Source-book on 
Homosexuality 


George W. Henry’s Sex Variants, published in 1941, 
presents the frustrating problem of having a valuable 
body of data which is inaccessible because it is not 
extracted statistically. It was originally brought out 
in two volumes and contained close to two hundred 
pages. It consisted of extensive case histories on 
40 male and 40 female homosexuals carefully 
studied psychiatrically and medically. Each history 
was accompanied by a chart of the family pedigree. 
The individuals comprising the study were volunteers, 
mostly from the professional classes, and in age varied 
from 20 to about 40 years. Interviews were open- 
ended as well as by questionnaire and were repeated 
two years later for validation. 


Henry’s studies are especially useful in providing 
data in three areas; frequencies of childhood effemin- 
ate and masculine behaviour in adult male and 
female homosexuals, occurrence of homosexuality in 
family members of index cases, and early nervous 
traits in homosexuals. ` 

Gender Behaviour. Although long believed to be true, 
statistical evidence that homosexuality has its 
beginnings in early childhood was lacking in the 
English language literature until recently. Henry’s 
cases provided ample information for compiling such 
evidence. This included very early cross-dressing, 
the expressed desire to have been born a member of 
the opposite sex, a dislike of games and sports of one’s 
own sex and a preference for those of the opposite sex, 
and employing the latter’s gestures and mannerisms 
and thus evoking epithets of ‘sissy’ and ‘tamboy’ from 
others. 


Two-thirds of Henry’s 40 male and 40 female 
homosexuals gave a history of early feminine- and 
masculine-type behaviour, respectively. Not until 
Saghir and Robin's 1973 study were comparable and 
similar figures available. ; 


t An costi di feature in the Book Section, where 
contributors give their personal choice of important, 
memorable or informative literature. 
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by Bernard Zuger 


Since then prospective studies by Zuger (1966), 
Lebovitz (1972), and Green (1974) have shown that 
approximately 40 to 80 per cent of boys with early 
effeminate behaviour later developed deviant sexual 
orientations. 

Familial Incidence. Homosexuality was present in 6 
(15 per cent) of first degree relatives and in 4 (10 per 
cent) of second degree relatives of Henry’s male 
group; the respective figures for the female group 
were 10 (25 per cent) and 5 (12.5 per cent). No 
similar study has been done on the relatives of male 
homosexuals; Kenyon (1968) did one on the relatives 
of female homosexuals. His postal inquiry yielded an 
incidence of 12.2 per cent for first degree relatives and 
11.4 per cent for second degree relatives, as against 
0.8 per cent for both types of relatives of a comparison 
group. An unexpected and, possibly, important find- 
ing came to light in Henry's data. In the male group 
all 4 uncles and aunts came from the maternal side of 
the family; again, in the female group, 4 of the 5 
uncles and aunts came from the maternal side. 

Nervous Traits in Childhood. Henry found enuresis to 
have been a problem in the childhoods of 21 (52.5 per 
cent) of his male homosexuals and in 7 (17.5 per 
cent) of his female homosexuals. The average dura- 
tion for the two groups was 9.2 years and 8.2 years, 
respectively. The frequency in the male group was at 
least three times that found by Lapouse and Monk 
(1969) in their representative sample of children 6 to 
12 years of age; it was not much higher in the female 
group. In a prospective study of boys with effeminate 
behaviour Zuger (1974) found 15 out of 43 (34.9 per 
cent) to be enuretic with a duration similar to that of 
Henry’s cases. Data on speech impairments, timidity, 
fears and other traits are also available in Henry’s 
book. 

The purpose of this note is not to discuss the 
significance of such data but to call attention to their 
existence in this book. Sex Variants continues to 
remain an excellent resource for students of homo- 
sexuality, written by a conscientious and com- 
passionate scientist. 
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Book Reviews 





Fish’s Outline of Psychiatry (Third Edition). 
Edited by Max Haron. Bristol: John 
Wright & Sons. 1978. Pp 243. £5.00. 


I found the third edition of this book extra- 
ordinarily interesting, on a number of accounts so 
complex, and on other accounts so subtle, that I doubt 
whether the Outline is now best suited for the medical 
students and general practitioners for whom it was 
aimed. When read in conjunction with Fish's original 
text of 1964, the experienced psychiatrist will 
discover important features which will be lost on 
artless readers or those who study only the new 
edition. The developments of the past 14 years are of 
course inserted by Hamilton, and the seams are 
sometimes clearly visible. Some vintage Fish, very 
characteristic of him, is eliminated (e.g. his synonym 
for depression on p 101 of the first edition: Autonomous 
Dysthymia). There are now two different orientations 
in the book, not so much a marriage of minds as 
stylistic and doctrinal cohabitation between author 
and editor, which will be perceived only dimly or 
perhaps entirely overlooked by newcomers to 
psychiatry and by non-psychiatrists. ' 


, 


One of Fish’s main aims was to state the pheno- 
mena and the syndromes of psychiatric illness in a 
system of precisely formulated definitions. He 
omitted Child Psychiatry and Mental Deficiency, so 
the ‘book cannot claim to be comprehensive. The 
medical students and general practitioners for whom 
the book was written will need to augment it with 
other texts. 

In his preface, Fish states that his orientation is 
‘neo-Meyerian’, thereby indicating his understanding 
that although psychiatric patients are to be studied in 
terms of their directly observable attributes, ‘the 
appropriate action taken by the doctor has to be based 
on grounds additional to and other than the clinical 
appearances. Fish advises that, for effective clinical 
action, empirical knowledge needs to be augmented 
by, ‘psychoanalytic theory, sociology and common 
sense’. In his original text Fish gave considerable 
emphasis and scope to psychoanalytic theory. 
Unfortunately these references are often so tele- 
graphic as to produce mystification in the uninitiated. 
An entry (surviving on p 131 of the new edition) about 
the psychoanalytic view of Paranoid Delusions ‘reads 
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starkly: ‘Freud believed that paranoid delusions were 
ways in which the patient could deny his wish for a 
homosexual relationship’. Reference on p 114 to 
The Fixation Point in Depression (‘at the oral stage of 
libidinal development’) is likewise disconcertingly 
brief. Hamilton not only abstains from expanding on 
the psychoanalytic content to make it more intelli- 
gible; he leaves out Fish’s references to the Freudian 
revisionists, e.g. in chapter 7 on the Psychosomatic 
Disorders he omits Fish’s reference to Fenichel’s view 
about oral attitudes, and also cuts out a long dis- 
cussion by Fish of Alexander’s views. 


Chapter 7 is a key part of the book, because medical 
students and doctors who are not psychiatrists will 
expect to be enlightened by the presentation of the 
Psychosomatic Disorders. Hamilton prefaces Fish’s 
definition of the term psychosomatic by a sizeable 
paragraph which includes the statement: ‘... the 
physician takes into account the social and physio- 
logical (sic) factors as well as the physical factors. This 
is the correct practice of medicine and does not need a 
special designation’. Hamilton leaves out the dis- 
cussion by Fish about personality theories of psycho- 
somatic illness. In considering Peptic Ulcer, for 
example, the headings by Fish ‘psychodynamic 
explanations’ and ‘the relation of psychological and 
physical factors’ are left out. This is not to say that 
Hamilton minimizes the psychosomatic disorders. 
His chapter is 84 pages long, while Fish’s was only 
44 pages. | 

Chapter 8, named by Fish Alcoholism and Addiction, 
bécomes Drug Dependence. Aversion therapy, still 
described by Fish at some length, is now seen as of 
‘extremely doubtful’ value. In the chapter on 
Affective Psychoses the recent views about biochemical 
abnormalities are indicated. In treatment of the 
affective psychoses there is now no reference to 
prefrontal leucotomy, and psychotherapy gets a 
mention (p 126) which it did not before. The chapter 
ends, very differently from the original version, with 
an emphasis on Anxiety States, new arguments being 
adduced for including them with the Affective 
Psychoses. 

A muddle arises from Hamilton’s , trenchant 
assertions on pp 21-2 that a distinction between 
psychoses and neuroses is absurd. Yet the reader is 
urged to accept a triple subdivision of psychiatric 
disorder: organic states, functional psychoses and 
*variations of human existence'. These are dealt with 
in Chapter 6 under the title: Psychogenic Reactions, 
Personality Developments, and Neuroses, the last term 
introduced despite the earlier strictures. 

Psychiatric phenomenology, largely Jaspers’ crea- 
tion, sprang from the limitations of Kraepelin’s work. 


These limitations were especially evident with regard 
to paranoid patients; and one of Jaspers’ main 
achievements was to establish the difference between 
psychosis and normal or neurotic life. Paranoid 
states are described in this book not only in Chapter 
10, dealing with Schizophrenia, but also in Chapter 6 
where on p 81 they are called Paranoid Reactions and 
Developments, and deal with such conditions as 
Morbid Jealousy and Erotomania. This dual 
treatment may prove confusing to some readers. 
Moreover, although Fish is known for his special 
interest in German psychiatry, he is at times unclear, 
e.g. on pp 137-8: ‘Some paranoid states can be 
considered to be understandable developments of 
abnormal personalities. On the other hand, in some 
paranoid patients there has been a sharp break in the 
personality. Jaspers suggested that such a sharp, 
irreversible change was due to a psychic process. As 
the only non-organic psychosis which produces such 
an effect is schizophrenia, then it can be assumed 
schizophrenia has produced the paranoid state’. 

There 1s a brief paragraph on p 136 about 
pseudoneurotic schizophrenia, stating that this 
‘is probably neurotic pseudoschizophrenia’ ; considera- 
tion could usefully have been given to the relation 
between this U.S. concept and the U.K. counterpart 
of ‘Borderline States’. 

The description of the clinical features of anorexia 
nervosa, under the heading of Psychogenic Reactions, is 
incomplete. No mention is made of the pressing food 
preoccupations together with the ‘drive to slimness’. 

Hamilton contributes a view which Fish did not 
express, when he writes on pp 80-1 that ‘Many 
chronic invalids are persons with slight physical 
illnesses with a marked hysterical overlay. In Britain 
this means they are able to draw sick benefit and will 
not be regarded as chronic unemployable misfits’. 

Some infelicities remain from the original text. In 
discussing Psychotherapy: Temple Sleep in Ancient Greece, 
Fish states: ‘God appeared to the patient while he 
was asleep and cured him’. The terse comment fails to 
convey that ‘the’ god Asclepios might be implied if 
the temple concerned is e.g. Epidaurus, but in the 
pantheistic culture of ancient Greece some temples 
were dedicated to his father Apollo, by whom doctors 
still swear. à 

Coming to more recent developments, the refer- 
ence to Harlow’s chimpanzees on p 5 is also mislead- 
ing, in a different way: it was not antisocial behaviour 
that was studied by using wire and terry-cloth 
covered surrogate mothers, but attachment behaviour; 
it is social interactions with other monkeys that 
prevents antisocial behaviour and not 'the normal 
texture of monkey fur’. 
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On p 10 the name of Johannes Weyer (Wierus), 
whom some consider the father of psychiatry (Zil- 
boorg ranks him among those responsible for ‘the first 
psychiatric revolution’) is given an unusual spelling. 
There is a comprehensive glossary ‘to help the 
newcomer to psychiatry and those without a medical 
training’. There is also a useful index. It includes the 
Editor’s name, but reference to him is omitted from 
the page indicated. 


Henry WALTON, Professor of Psychiatry, 
University of Edinburgh 


Treat Yourself to Sex: A Guide for Good 
Loving. By PauL Brown and CaRoLyn FAULDER. 
London: J. M. Dent. 1977. Pp 118. £4.95. 


I found this book dehghtful and easy to read. It had 
all the hallmarks of professional journalism and 
contains none of the technical jargon used in most 
textbooks on sexology. The authors make every effort 
to stress the positive, good, respectable and acceptable 
aspects of sex and undo the negative attitudes that 
are rampant in our society. 

They put forward the new concept that 
individuals must take personal responsibility for their 
own sexuality. We should see ourselves as sexual and 
recognize that we have a right to enjoy sex. They 
emphasize the importance of sharing, the giving as 
well as the receiving of sexual pleasure, and for these 
reasons they say the book should be read together 
with one’s sexual partner. They make a special effort 
to change attitudes towards masturbation and 
advocate its use in improving sexual responsiveness. 

The book contains 25 sexual exercises which they 
call “sexpieces’. They are clearly described and easy 
to follow. The whole programme emphasizes practical 
sex education and desensitization using the visual, 
auditory and tactile senses. The importance of mind 
and body interaction in all sexual activity is stressed. 
Sexpieces 1-17 are devoted to sex education by use of 
all the sensory media, the learning of a sex language, 
acquiring the skill of masturbation, non-sexual and 
sexual pleasuring. The ban on intercourse placed 
during Sexpiece 2 is lifted in Sexpiece 17. In this part 
of the book the authors stress the importance of 
giving oneself permission to be sexual. They give 
three permussions (1) please myself; (2) please me, 
please; and (3) let me learn to please you. 

Sexpieces 18-25 are concerned with the treatment 
of sexual dysfunctions, which include erectile and 
ejaculatory difficulties in the male and arousal 
difficulties in the female. They list a number of causes 
for each dysfunction and classify these in a treatment 


chart on pages 118-9. The dysfunctions are illus- 
trated by case histories and the authors thereby 
hope the readers will be able to identify their parti- 
cular problems and follow the treatment programme 
outlined. The techniques they use are not new and 
have been used before with some variations and 
modifications by other workers. 

This book cannot be considered a textbook, yet it 
requires a high degree of sexual expertise in order 
to appreciate it to the full. It has a very short refer- 
ence list and no diagrams so a lot is left to the 
imagination. I feel it would be most useful to those 
involved in the treatment of sexual dysfunctions and 
those who wish to make good sex better. Those with 
sexual difficulties and inhibitions may find its 
frankness somewhat off-putting. 

The book has a few shortcomings. The authors 
discourage the use of technical terms when describing 
human genitalia, yet on all occasions they use tech- 
nical terms except for the scrotum, which they call 
‘balls’, and ejaculation, which they call ‘come’. The 
reasoning behind this inconsistency is not clear. In 
chapters aimed at the treatment of sexual dys- 
functions they introduce the use of a vibrator and the 
concept of sensate focusing, with little or no previous 
explanation. In Chapter 5 they describe the almost 
fairytale story of the female who after experiencing 
her first orgasm was able to turn her back on a dull 
and dreary life and walk into the arms of an expert 
lover and a whole new existence, yet elsewhere they 
say that a certain number of females will never 
experience orgasm despite adequate sexual stimula- 
tion and sex education. Those with little sexual 
expertise may find these conflicting views difficult to 
understand. 


ErHNA C. O’Gorman, Lecturer in Mental Health, 
The Queen's University of Belfast 


The Sex Role System: Psychological and 
Sociological Perspectives. Edited by JANE 
CHETWYND and OoNAGH HanrNETT. London: 
Routledge & Kegan Paul. 1978. Pp 157. £2.95. 


It is only in this decade that the movement to 
improve women's opportunities started to show its 
power. Earlier campaigns, of course, had their 
successes, as shown for example by achieving for 
women the right to vote and to enter into higher 
education and some of the professions. But given that 
‘women’s rights’ is not a new idea, progress to-day 
seems slow. And this book tries to explain where the 
blockages have been. It is a serious and well-thought- 
out collection of essays, analysing the position of 
women in society today. 
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Successive chapters explore the stereotypes about: 


female roles in relation to theories of biological 
inheritance, socialization of children at home and in 
the school, the institutions of marriage and the 
family, work, mental illness and the tax and social 
security systems. By drawing on published research 
and theoretical work, the chapters build up: the 
picture of deep-rooted assumptions about women's 
roles that society has adopted. 

On the credit side, the book does not take an 
excessively evangelist line, but suggests more modestly 
that by understanding the existing system, a more 
tolerant and equitable arrangement can be intro- 
duced to replace it. However, there are some criti- 
cisms to be made. The use of jargon is excessive and 
unnecessary, and there is too much -repetition of 
material between chapters. The editors could have 
avoided this without difficulty. Furthermore, not 
every chapter suggests exactly what the reader may 
deduce from the quoted research findings. As a 
result, unless the reader has already read the original 
sources, s/he may be left uncertain of the weight of 
arguments being offered. The chapter on tax and 
social security stands out from the rest, since it does 
introduce much more ‘objective’ references than the 
others do. 

Despite these points the book is worth referring to; 
I hope it may point the way to future publi- 
cations written more simply and developing the 
arguments on a less rarified plane. 


RUTH LEVITT, Lecturer, 
School for Advanced Urban Studies, University of Bristol 


Signs of Stress: The Social Problems of Psych- 
iatric ness. By J. WALLAcE McCuLLocu and 
Herscuer A. Prins. Plymouth: MacDonald and 
Evans. 1977. Pp 195. £3.00. І 

This is а worthy book. It із worthy in intention: 

‘It is the authors’ hope that this book will help to 

diminish the fears and anxieties so often associated 

with mental illness by providing realistic information, 
in lay terms, about the various manifestations of 

mental illness, its causes and its management’ (p 14). 

And it is worthy in execution: there are chapters on 

the neuroses, the functional psychoses, psycho- 

geriatrics, personality disorders, alcoholism and drug 
dependence, suicide’ and mental subnormality. All 
are presented in a straightforward and readable 
fashion which should make them readily digestible to 
the ‘concerned layman’, at whom the book is aimed. 

It is, however, ultimately an unsatisfactory book. The 

numerous case-studies fail to liven what is an other- 

wise dull text. More seriously, the authors’ wholly 


uncritical stance leaves unanswered, and unasked, 
central questions concerning the meaning of mental 
illness and the role of psychiatric intervention. A book 
on psychiatric illness rather along the lines of a 
‘do-it-yourself? car manual may have its uses, but the 
nagging doubt remains that perhaps being a psych- 
iatrist is not quite the same as being a motor mechanic. 


Davw May, Lecturer in Sociology, 
Unwwersity of Dundee 


Psychosurgery and the Medical Control of 
Violence: Autonomy and Deviance. By 
SamueL I. Suman. Detroit: Wayne State 
University Press. 1977. Pp 351. $18.50. | 


Professor Shuman holds Chairs of Law and 
Forensic Psychiatry. His legal and philosophical 
training explain why doctors seeking clinical inform- 
ation on psychosurgery will be disappointed in his 
book. His wordy arguments are based on the Detroit 
psychosurgery case (1972). The appendix contains 
the detailed briefs. Surprisingly the judgement— 
‘That involuntarily detained adults cannot give 
legally adequate consent to experimental or inno- 
vative procedures on the brain to ameliorate be- 
haviour'—is not stated until p 138. Shuman wrote 
the book to expand his arguments against that 
decision and it emerges that he was advocate for the 
defendants who lost the case. He personally attacks 
the chief opposition witness, Dr Breggin, criticizing 
his lack of scientific achievement and academic 
position. 

A reader engaged in psychosurgery who could 
overcome the book's biased standpoint may learn 
about informed consent and the concepts of causation 
and justification in medicine. 


D. A. Toms, Consultant Psychiatrist, 
Mapperley Hospital, Nottingham 


Ageing and Dementia. Edited by W. Lynn SurrH 
and Mancer Kinssourne. New York: Spectrum 
Publications. 1977. Pp 244. £11.25. 

This book was originally planned as a publication 
of papers from the Fourth Cerebral Function 
Symposium in 1972, but in fact only two of those 
papers have been included and these have been 
updated, and much of the work is more recent. There 
are many distinguished contributors, but the degree 
of overlap is not sufficient to be irritating as is often 
a problem with such: a compilation. The early 
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chapters contain definition and neuropathological 
descriptions. Some of the slide reprints do not, I feel, 
do justice to the quality of the original material, but 
the text is very comprehensive and descriptive, and 
the chapter on morphological changes in dementia in 
old age (B. E. Thomson) is particularly good. 

There is an excellent chapter on vascular disease 
and dementia in the elderly, and this, in combmation 
with preceding chapters clearly demonstrates that 
the diagnosis of ‘arteriosclerotic dementia’ is made 
more often than pathological change will justify. 
There is a very interesting chapter on Transmissible 
Virus Dementia describing careful research by the 
authors, and the latter chapters of the book are 
devoted in the main to describing cognitive and 
intellectual change. Psychological testing is described 
and its scope and value discussed in realistic terms. 
The social management of dementia is not covered 
in the book. 

This compilation is a comprehensive, interesting, 
mainly organic study which would be of great value 
to anyone interested in the neuropathological aspects 
of ageing. The references at the end of each chapter 
are very comprehensive. At £11.25 it is a little 
expensive‘ for personal purchase, but it certainly 
deserves a place in the hospital library. 


ALICE ЈАСЕ, Consultant Psychiatrist, 
Runwell Hospital, Essex 


Biological Bases of Psychiatric Disorders. 
Edited by ALAN Frazer and ANDREW WINOKUR. 
London: SP Medical and Scientific Books. 1977. 
Pp 262. £11.25. 


This multi-authored book presents a simple outline 
summary of a number of important topics relevant to 
psychiatry, suitable for medical stüdents and students 
from other disciplines entering the field. The style is 
simple, the presentation clear, the figures adequate. 
The first section presents a very brief account of 
basic brain anatomy, neurophysiology and neuro- 
chemistry of monoamine neurons. Then attention is 
paid to how different disciplines are useful in under- 
standing psychiatric syndromes—neuroendocrinology, 
genetic studies, sleep, primate modelling of human 


psychopathology, and the neuropsychiatric means of `` 


studying a particular brain lesion. Each section is only 
ten pages long; yet a large number of the essential 
points are covered adequately. 

In Chapter 9 we reach a more detailed account of 
the psychotropic drugs, which I was glad to see 
included the remarkable series of hypotheses and 
experiments that Dr Cade followed to discover the 
anti-manic effects of lithium—surely a medical 
discovery on a par with the discovery of penicillin. 


Chapters 11-14 cover the clinical biology of schizo- 
phrenia, mania and depression. One peculiarity.in 
the essay by Lipinski and Matthysse on “Biochemical 
Theories of Schizophrenia’. is the ascription of the 
transmethylation hypothesis to only one of the three 
authors in fact jointly responsible. Furthermore, in 
discussing the alleged lowering of platelet monoamine 
oxidase in schizophrenia only positive reports are 
quoted, and none of the negative ones. One last 
criticism: Research into schizophrenia i$ still pre- 
sented in this book largely as the search for a unitary 
lesion instead of a search for a possible number of 
different lesions in what is really a group of schizo- 
phrenias with probably widely differing biochemical 
bases. This has been the cause for immense confusion 
in the past and the basis for a large amount of poorly 
designed research in which some biological measure- 
ment was made or reaction tested in x ‘schizophrenics’ 
and y normal controls and the results expressed in 
terms of the statistical differences between the 
groups. Yet we are accumulating increasing evidence 
of the heterogeneity of schizophrenia. For example, 
40 per cent of chronic schizophrenics respond to 
methionine with an acute psychosis, whereas 60 per 
cent show no such response. Van Kammen has 
shown that some schizophrenics get worse on amphet- 
amine whereas others show an improvement. There 
are numerous other examples. Therefore, the only 
solution is detailed longitudinal studies of sub-groups 
identified by some biological marker, and in parti- 
cular, the search for cross-correlations between 
different such sub-groups. The last two chapters 
cover the topical subjects of opiate and alcohol 
dependence. 

The book offers a useful, straightforward, if 
necessarily oversimplified, introduction to a most 
complex and rapidly developing field. 


Joun R. Smyrunes, The Neuroscience Program,. 
University of Alabama Medical Center 


Primer of Lithium Therapy. By James W. 
JEFFERSON and Joun Н. Grerst. Baltimore: 
Williams and Wilkins. 1977. Pp 211. $10.50. 

This relatively inexpensive, compact yet compre- 
hensive survey of the present state of knowledge of 
lithium therapy cannot be too highly recommended: 

a copy should be available in every psychiatric unit, 

in every lithium clinic and in every setting in which 

lithium is prescribed; it is a.must for practising 


‘psychiatrists and could be read with advantage by 


family doctors, physicians, medical students and 
psychiatric nurses. . The book, despite an unusual 
format—its text, printed with crystalline clarity, was 
developed from a lithium consultation computer 
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programme—is readable, informative and admirably 
dispassionate. It is divided into three sections: 
(i) therapeutic uses of lithium; (ii) principles of 
lithium therapy; and (ii) adverse reactions and 
poisoning. Each section contains several chapters, 
each of which is well organized, lucid and amply 
referenced; short case histories are included and a 
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valuable index is provided. The work obviously 
merits regular updating for its contents are likely to 
remain relevant for years to come. 


ANTHONY Новревм, Honorary Psychiatrist, 
Sydney Hospital, Sydney, Australia 





CHILDREN AND ADOLESCENTS ' 

Enhancing Self-Concept in Early Childhood. By 
Suey C. SAMuELsS, Human Sciences Press. No price 
stated. 

Epidemiological Approaches in Child Psychiatry. 
Edited by P. J. GRAHAM. Academic Press. £10.00. 

Helping Parents Help Their Children. Edited by 
L. EUGENES ARNOLD. Brunner| Mazel. $17.50. 

Child Psychiatry: Treatment and Research. Edited 
by Maz Е. MoMirLAN and Sercio Henao. Brunner| 
Mazel. $15.00. : 

The Piggle: An Account of the Psychoanalytic 
Treatment of a Little Girl. By D. W. WiNNICOTT. 
International Universities Press. $10 00. 

The Inner World of Childhood. By Franazs С. 
Wickes. Coventure. £2.95 (paperback). 

Can't Your Child See? By Enezen Р. Scott, James Е. 
Jan and Roger D. Freeman. University Park Press. 
£550. ' 

Children Living in Long-Stay Hospitals: SIMP 
Research Monograph No. 5. By MAUREEN Oswin. 
William Heinemann. £5.00. 

Fragile Families, Troubled Children: The After- 
math of Infant Trauma. Ву ELIZABETH ELMER, 
University of Pittsburgh Press. $7.95. 

Theory and Problems of Adolescent Development. 
By рлу P. AususEL, RAYMOND MONTEMAYOR and 
PERGROUHI Svajian. Стипе & Stratton. £13.95. 

Growing Pains: A Study of Teenage Distress. By 
Ерма M. Irwin. The Woburn Press. £8 50. 

Children in Foster Care: Destitute, Neglected ... 
Betrayed. By Atan R. Gruser. Human Sciences Press. 
$11.95. 


HISTORICAL 


Manic-Depressive Illness: A History of a Syndrome. 
Edited by Epwarp A. WorPERT. International 
Universities Press. $22 .50. 

The Dark Awakening: A History of St. Lawrence’s 
Hospital Bodmin. By C. T. Anprews, Cox & 
Wyman, £5.50. 


SEXUAL 


The Secrets of Sexual Fantasy. By GLENN WILSON. 
J. M. Dent. £4.95. 

Sex Law. By Tony Honors. Duckworth. £8.95. 

Biological Determinants of Sexual Behaviour. 
Edited by J. B. Нотонвом. John Wiley. £19.00. 


HOME OFFICE 
Prisons and the Prisoner. The Work of the Prison 
Service in England and Wales. Home Office. 
HMSO. £5.25. 
Gambling: A Review of the Literature. Home 
Office Research Study No. 42. Research Pus 
Home Office. HMSO. £4.25. 


MISCELLANEOUS 


Epileptics in Prison. Edited by Joun Gunn. Academic 
Press. £6.50. 

Persons and Minds: The Prospects of Non-reductive 
Materialism. By Josera Marcois. D. Reidel. 
$26.00, $11 95 (paperback). 

Escape Attempts. By STANLEY COHEN and LAURIE 
TAYLOR. Penguin. £1.00. 

Behavioral Self-Management. Edited by Riomar B. 
STUART. Brunner] Mazel. $17.50. 


Many of these books will be reviewed at a later date 


Publications for: review should be sent to the Book Review Editor, The British Journal of Psychiatry, 
17 Belgrave Square SW1X 8PG 


Brit. 7. Psychiat. (1978), 133, 94-6 


Correspondence 


Letters for publication in the Correspondence columns should not ordinarily be more than 500 words and should be addressed to: 
The Editor, British Journal of Psychiatry, 17 Belgrave Square, London SW1X 8PG 


FAILURE OF BROMIDE PSYCHOSIS TO 
RESPOND TO ECT 
Dear Sr, 

Several investigators (Arneson and Ourso, 1965; 
Mayer-Gross et al, 1969; Carney, 1971) have reported 
electroconvulsive therapy (ECT) to be effective in 
treating patients with bromide psychosis. We 
recently had the opportunity to treat one such patient 
and found that ECT had no therapeutic effect. 


Case Report: 

A 35-year-old housewife, who had had a depressive 
illness treated with ECT nine years ago, was brought 
by her husband who stated that she had not been 
herself for the past month: she appeared glassy-eyed 
and would frequently mistake the day of the week, 
she had to hold on to the wall while walking in order 
to keep from falling, she claimed she saw people 
marching outside thé house, and heard intruders. She 
had difficulty staying awake, and had anorexia and 
weight-loss. On the day of admission, he found at 
home empty bottles of ‘Sleep-Eze’ (each tablet 
contains 25 mg methapyrilene hydrochloride and 
0.125 mg scopolamine hydrobromide) and Miles’ 
‘Nervine’ (each tablet containing 292 mg sodium 
bromide, 292 mg potassium bromide, 32 mg ammo- 
nium bromide, 7 mg niacinamide, 1 mg thiamine, 
1346 mg citric acid, and 1747 mg sodium bicarbo- 
nate). He estimated his wife had taken a combination 
of about 600 pills during the month prior to admis- 
sion. There was no evidence that she had recently 
abused alcohol. 

On admission, mood was labile, varying between 
irritability/perplexity and joviality, her speech was 
slurred and rambling, and she described visual 
hallucinations and said the hospital staff was involved 
in orgies on the ward. She was disoriented. Concen- 
tration and memory functions were not testable. 
Physical examination was normal, except for a facial 
acneiform rash. There was no evidence for anti- 
cholinergic toxicity (mydriasis, tachycardia, hot/dry/ 
flushed skin) or focal neurological dysfunction. 

The initial serum bromide level was over 400 mg 
per cent; all other laboratory values were normal. 
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A therapeutic trial of physostigmine did not alter her 
symptoms, and she was given a course of six bifronto- 
temporal ECTs over two weeks. She remained 
disoriented, with slurred speech and rambling 
thought processes, visual hallucinations, and de- 
lusional ideas. Serum bromide levels remained 
above 250 mg per cent. ECT was discontinued and a 
vigorous medical regimen begun with 3,000 ml 
intravenous sodium chloride and 6 grams ammonium 
chloride per day in divided doses, and 80 mg per day 
of furosemide. Within several days a marked improve- 
ment was noted. After ten days her psychosis had 
cleared and bromide could not be detected in her 
serum. After recovery from her toxic state, , she 
continued to have depressive symptoms with vege- 
tative phenomena; she responded to three additional 
ECTs and was discharged in a fully recovered state. 
The failure of our patient with bromide psychosis 
to respond to ECT may be related to her very high 
(2 400 mg per cent) serum bromide level—higher 
than levels previously reported in patients who 
responded to ECT. We did confirm Carney's (1971) 
finding that when the delirium clears it may reveal 
another psychiatric syndrome requiring treatment. 
Коверт A. Davis 
Department of Psychiatry, 
Albert Einstein College of Medicine, 
Montefiore Hospital and Medical Center, 
Bronx, New York 10467, U.S.A. 
RICHARD ABRAMS 
MiCHAEL ALAN TAYLOR 
Department of Psychiatry and Behavioural Sciences, 
University of Health Sciences] The Chicago Medical School, 
Chicago, U.S.A. 
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ECT UNDER COMPULSION 


In answer to an enquiry from the College Public 
Policy Committee about the giving of treatment to 
patients detained under a Section 25 order, Dr E. F. 
Carr, of the Department of Health and Social 
Security writes: 


Our legal advisers consider that the inference from 
Section 25, supported by the plain indication of 
Section 29 that admission under Section 25 may be a 
matter of ‘urgent necessity’ justifying an abridged 
emergency procedure, is that some treatment may 
properly be given without his consent to a patient 
detained for observation. Their view is that treatment 
so authorized cannot exceed what is reasonably 
required by way of observation (i.e. for the purpose of 
diagnosis and the determination of what future care 
and treatment may be appropriate) or is immediately 
necessary in the interests of the patient’s own health or 
safety or with a view to the protection of other 
persons. It is, of course, for the doctor concerned to 
judge, in the light of the facts of each case and these 
rather restricted criteria, whether he could properly 
administer ECT to a particular patient without the 
patient’s consent. It seems to us that the advice given 
in the College guidelines on the use of ECT, about the 
seeking of consent of patients who are able to under- 
stand the nature and purpose of the treatment and the 
seeking of the approval of relatives in other cases, was 
wise. As indeed were the recommendations that, 
except in an emergency, two consultants’ opinions 
should be sought and that a defence organization 
should be consulted in cases of doubt. 


Department of Health and Social Security, 
Alexander Fleming House, 
Elephant and Castle, London SE1 6BY 


TEACHING PSYCHOTHERAPY 
Dear Sir, 

In their paper, Teaching Psychotherapy in Mental 
Hospitals, Dr S. Lieberman et al (Journal, April 1978, 
132, 398-402) stated, under the heading of Group vs 
Individual Supervision, *Nearly all trainees preferred 
individual to group supervision of their psychotherapy. 
Generally, our attempts at group supervision were 
unsatisfactory. This was reflected mainly in poor 
attendance, and was a problem we shared with the 
two specialist psychotherapists already in the Region’. 
This does not accord with my experience of carrying 
out both types of supervision. I have not found one 
type of supervision to be superior to the other, but 
rather that each type involves different experiences of 
supervision. 


In individual supervision, there is usually a more 
detailed dissection and discussion of sessions, and the 
ventilation of aspects of the countertransference and 
its possible relationship to personal problems in the 
trainee will certainly be more open than in the setting 
of a group. 

However, in group supervision trainees have the 
opportunity, not only to present their own cases, but 
also to listen to their colleagues’ cases, and ail 
members can put forward their own ideas about the 
sessional material presented. This means a fair 
degree of exposure of the supervisee presenting to his 
colleagues, and necessitates his being able to tolerate 
some criticism of his work, which can only occur if 
there is a feeling of trust in the group between the 
supervisees themselves and, of course, between them 
and the supervisor. | 

The supervisor’s role 18 crucial here and I think that 
two important ingredients in achieving this are 
(a) by maintaining a non-competitive relationship 
towards, and among, the trainees, and (b) by taking 
all contributions to the discussion as worthy of 
serious consideration in understanding the material. 
This trust takes a while to develop, but has been 
worth working for. 

I am writing this to combat the notion that if 
individual supervision is not available group 
supervision is unsatisfactory. I should add that my 
supervisees at tbis Centre agree with the view 
expressed here. 

HAROLD STEWART 
Paddington Centre for Psychotherapy, 
217-221 Harrow Road, 
London W2 5EH 


NURSE THERAPISTS 
Dear Sir, ° 

I must thank the authors of the Monograph I 
reviewed (Journal, September 1977, 131, 320) on 
Nurse Therapy for their good humoured response to 
my review (Journal, April 1978, 132, 416). Since I do 
not wish to exchange puerile insults with Dr Harding, 
and as my old friend Dr Marks is in firm possession of 
the wrong end of the stick, I will content myself with 
commenting on their disingenuous suggestion that 
nurse therapists might be responsible to that old work 
horse, the ‘multidisciplinary team’. 

In a primary care setting, such a team is headed by 
the general practitioner, and contains social workers 
and receptionists, as well as an array of specialized 
nurses. Should one of Dr Marks’ specialized nurses 
require advice concerning a problem arising in 
therapy, he or she would need to refer the patient— 
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presumably with the consent of the G.P.—to the 
district clinical psychology service or even to the more 
familiar, hospital-based ‘multidisciplinary team’. 

Your readers may wonder why Dr Marks and the 
authors of the Monograph have been so reticent about 
debating these issues in public. Could it be because 
the nurses are already arguing to the Whitley Council 
that ‘if they do the work of a psychiatrist they should 
receive large incomes’ (On Call, 13 April 1978, page 
13)—and they therefore do not wish anyone to think 
they need to be responsible to anyone? Or have they 
had difficulty persuading clinical psychologists to 
supervise treatment programmes for patients they 
have not seen? 

I would not like to rest my ‘case without referring 
once more to the number of highly intelligent young 
unemployed psychology graduates in this country. 
We have recently advertised a post for a research 
psychologist and received twenty-two applications. 
More than ten of these have good ‘honours degrees 
in Psychology, yet have had to work since graduation 
as barmen, bricklayers and in labouring jobs. 

Since Dr Harding saw fit to write—and you, Sir, 
saw fit to print—reference to my attitude towards 
midwives, my wife and I wish to inform readers of the 
Journal that we were happy when our last baby was 
delivered by a midwife. The midwife was, after all, 
directly responsible to an obstetrician. 

Davip GOLDBERG 
Department of Psychiatry, 
The University Hospital of South Manchester, 
West Didsbury, 
Manchester M20 8LR 


A CORRECTION 


In the article ‘A Controlled Evaluation of the 
Therapeutic Effectiveness of a Psychiatric Day 
Centre for Pre-School Children’ by S. Wollacott, 
P. Graham and J. Stevenson (Journal, April 1978, 
132, 349-55) Table I, first line, the mean age of the 
community group should be 36.0 months and not 
26.0 months. 


INTER-PROFESSIONAL COOPERATION 
Dear Sir, ' 

Two ideas which could be useful in tackling the 
problem of institutions which are set up for short-term 
assessment and become clogged by long-term cases, as 
clearly presented by Dr Jean Harris in her Paper 
‘Child Observation and Assessment Centres: Psych- 
iatrist and Social Workers’ Difficulties’ (Joumal, 
February 1978, 132, 195—9) are: (1) putting more of 
the total resources (including residential staff) into 
pre-admission work (Bruggen, Byng-Hall and Pitt- 
Aitkens, 1973) and (2) doing much of the assessment 
work in the home (Campbell, 1975). ~ 

PETER BRUGGEN 
Hill End Hosfntal, 
St Albans, 
Herts AL4 0RB 


‘References : . 
Bruaoen, PETER, Bvuo-Harr, Јонч & Ргтт-Атгкемз, Tom 
(1973) The reason for admission as a focus of work 
for an adolescent unit. British Journal of Psychiatry, 122, 
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CAMPBELL; Davi (1975) Adolescents în care. Social Wors 
Today, 6 (9), 265-9. 


LIST OF BOOKS SUITABLE FOR A 
PSYCHIATRIC LIBRARY 


Dear Sr, 

' Later this year the Library Books Sub-Committee 
will start compiling a Supplement to the List recently 
published and welcomes suggestions from members of 
the College of books that might be included. The 
titles proposed in the letter from Dr Merritt (Journal, . 
May 1978, 132, 527) and his colleagues will, of course, 
be considered. 

Jous BowLBy 
Chairman, Library and Reading Lists Sub-Committee . 
The Royal College of Psychiatrists, 
17 Belgrave Square, 
London SW1 8PG 
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NOTICE TO CONTRIBUTORS 


The British Journal of Psychiatry is published monthly under the auspices of the Royal College of Psychiatrists. 
The Journal publishes original work in all fields of psychiatry. Communications on general editorial matters, 
including manuscripts for publication, printed matter and books for review, should be sent to The Editor, 
The Royal College of Psychiatrists, 17 Belgrave Square, London SW1X 8PG. 


Contributions are accepted for publication on condition that their substance has not been published or 
submitted for publication elsewhere. The Journal does not hold itself responsible for statements made by 
contributors, Unless so stated, material in the Journal does not necessarily reflect the views of the Editor or of 
the Royal Ccllege of Psychiatrists. 


Articles published become the property of the Journal and can be published elsewhere in full or part only 
with the Editor’s written permission. 


Manuscripts Three high quality copies (one of which should be the original typescript) should be submitted. 


Articles must be typed on one side of the paper only with double spacing and wide margins, and the pages 
must be numbered. 


The title should be brief and to the point. A sub-title may be used to amplify the main title. The names of 
the authors should appear on the title page; their names, degrees, and affiliations should be given at the end of 
the paper. 

A summary should be given at the beginning of the article. It should be brief and factual and not normally 
more than 120 words. 


References should be listed alphabetically at the end of the paper, the titles of journals being given in full. 
For the reference list, authors should follow the style of the Journal and study the illustrations set out below. 
Titles of books and of journals will be printed in italics and should therefore be underlined in the typescript. 
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RurrER, M., Trzarp, J. & Warrmore, К. (1970) Education, Health and Behaviour, p 14. London: Longman. 


Scorr, P. D. (1964) Definition, classification, prognosis and treatment. In Pathology and Treatment of Sexual 
Deviation (ed. 1. Rosen). Oxford University Press. 


Durxuem, E. (1897) Le Suicide. Paris. Translated 1952 as Suicide: A Study in Sociology, by J. A. Spaulding 
and C. Simpson, pp 191-206. London: Routledge and Kegan Paul. 


In the text, references should be made by giving in brackets the name of the author and the year of 
publication, e.g. (Smith, 1971); or ‘Smith (1971) showed that...’ 

Symbols and Abbreviations Follow ‘Units, Symbols and Abbreviations, a Guide for Biological and 
Medical Editors and Authors’ (1971, The Royal Society of Medicine, : Wimpole Street, London W1M 8АЕ). 
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Tables and Figures Each table and figure must be on a separate sheet and its desired position in the 
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the author's name and the title of the paper should be written in pencil on the back. Tables and figures should 
be self-explanatory, with adequate headings and footnotes. Units of measure must always be clearly indicated. 


Editing Manuscripts accepted for publication are subject to copy-editing and to editorial changes 
required for conformity with Journal style. 


Proofs A proof will be sent to the senior author of an article. Corrections other than printer's errors 
may be disallowed or charged to the authors. Reprints prepared at the зате time as the Journal should be 
ordered for all authors from the printers when the proof is returned to the Editor. 


General advice to authors In the assessment of papers submitted to the Journal, great importance is attached 
to conciseness and clarity. Authors should study ‘General Notes on the Preparation of Scientific Papers’, published 
by the Royal Society (6 Carlton House Terrace, Lendon SW1Y 5AG), 1974 edition. They should check the 
accuracy of all references in their manuscript and ensure that dates and spellings correspond in the text and 
reference list. 
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Years ahead 
with clinicalexperience 


and controlled research studies 


Modecate 


(fluphenazine decanoate) 


internationally accepted as the standard depot treatment for schizophrenia 


Full prescribing information is available from: 
Technical Department, E. Н. Squibb & Sons Ltd., Regal House, Twickenham, ТУЗОТ. SQUIBB 
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The Retreat, York 


for Psychiatric lilnesses 





Founded in 1792 by the Quaker, William Tuke, who established the tradition of concern 
for patients as individuals. The Retreat is a 250 bedded private registered nursing home 
surrounded by extensive grounds on the outskirts of the historic City of York. It is easily 
reached by rail and motorways. 


Care and treatment is offered for most types of psychiatric illness on the short or long 
term in a sympathetic and friendly atmosphere. Patients suffering from neuroses, 
psychoses, alcoholism and dementia are treated in surroundings suitable for their indivi- 
dual needs. 


The Nursing Home is a registered charity and is able to offer inclusive care in shared 
accommodation from £12.65 per day or in single rooms at slightly increased charge. The 
Nursing Home is recognised by the main private patient schemes. 


For further details apply to The Medical Director, The Retreat, York YO15BN 
(Telephone 0904-54551). 





Ticehurst House 
Wadhurst, Sussex TN5 7JA | 


First-class medical and nursing care are 
available at Ticehurst House A the 
treatment of both short stay and longer 
term psychiatric patients. 


ALCOHOLISM 


BOWDEN HOUSE CLINIC 


Harrow-on-the- Hill, Middlesex 
Tel: 01-864 0221 
Only 20-25 Mins, from London 
via Westway Extension 


Founded in 1911 by Dr. H. Crichton- Miller 


A non-profit making Charity outside the National 
Health Service 


A private clinic (all patients having single rooms) for 
the treatment of patients suffering from neuroses, 
early psychoses, psychosomatic disorders, drug 
addiction and alcoholism, 
Treatment is supervised by experienced psychiatrists 
whose services are inclusive in the patients’ fees. 
A full physical examination and pathological investi- 
gations are made in the first week. 
Facilities are also available to Consultants wishing to 
treat their own patients independently. 


Apply for details: Administrative Secretary 
Applications for admission to the Matron 


Comprehensive resources also exist to 
help those with alcohol-related disorders 
in the Newington Unit at Ticehurst 

| under a new Director. 


Further information is 
available from the Matron, 
Telephone: 0580 200391 


A Nestor 3 
Nursing Home $ 
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Ativan 


(lorazepam, Wyeth) | 
stands out in the treatment of anxiety 


Unlike most other benzodiazepines, ativan has а 
direct one-step metabolism and is converted 
almost entirely to one inactive metabolite. ATIVAN 
thus ensures a more rapid and predictable 
anxiolytic response from your patients with fewer 
unwanted effects. 


Ativan ~ rapid and predictable anxiolytic response 


ativan is presented as yellow tablets containing 2.5 mg lorazepam, (A blue oblong tablet and an injectable 
form are also available.) Further information is available on request to the Company. 
Wyeth Laboratories John Wyeth & Brother Ltd. Taplow, Maidenhead, Berks. "trade marks 


ST. ANDREW'S HOSPITAL, NORTHAMPTON 
PRIVATE PSYCHIATRIC CARE—A COMPREHENSIVE FACILITY 


St. Andrew's aims to provide the best in psychiatric care in a comfortable and relaxed 
environment. Staffed by eight full-time Consultant Psychiatrists, three Clinical Psychologists and 
with a full complement of skilled nursing and rehabilitation staff, the hospital offers a broad range 
of psychiatric treatments. Care is provided on a short, medium and long term basis and the 
following specific units are available: 


SHORT TERM ACUTE TREATMENT PSYCHOGERIATRIC 


ALCOHOL TREATMENT 
BEHAVIOUR MODIFICATION 
DAY HOSPITAL 


BRAIN DAMAGE AND EPILEPSY INVESTIGATION 
PSYCHOTHERAPY 
MENTAL HANDICAP 


Out-patient facilities are available at the hospital, at 148 and 152 Harley Street, London W.1., 


Oxford and Bedford. 


St. Andrew's is an Independent Hospital and subscribers to the main Private Contributory 
Schemes may claim benefits within the terms of these schemes. 


Further details and brochures may be obtained from the Medical Director, 
St. Andrew's Hospital, Northampton. 


Telephone 0604 21311. 


ш 





iv BRITISH JOURNAL OF PSYCHIATRY, AUGUST 1978 


BAY OF PLENTY HOSPITAL BOARD 


WHOLE-TIME SPECIALIST PSYCHIATRIST, 
WHAKATANE HOSPITAL, NEW ZEALAND 


Applications are invited from registered medical practitioners possessing a recognised specialist qualification in psychiatry 
for the above position. Whakatane is an extremely popular area. It is situated on the coast and has one of the country’s best 
climates, as well as excellent recreational and educational facilities. 


The Psychiatric Unit accepts all referrals from the Eastern Bay of Plenty (population 46.000) and has inpatient. day-patient 
and out-patient facilities. It caters for acute, short-stay patients, and runs as far as possible as a therapeutic community. 
There are at present 14 acute admitting beds. Long stay and psychogeriatric patients are assessed locally. but admitted to 
more appropriate hospital units elsewhere, 


A new psychiatric unit is being planned with 20 beds and full inpatient and day-patient facilities, with an integrated out 
patient consultation area. Planning for this unit is well advanced. 


The post requires wide psychiatric experience, and a wish to work with patients of all ages, i.e., children and adolescents to 
the psychogeriatric age group. The accent is on individual, marital and family counselling and group therapy. Rehabilitation 
and support for patients to remain in the community is emphasised and a psychiatric domiciliary nurse is occupied full-time 
in this sphere. 


Present staff includes a specialist psychiatrist (whole-time), an assistant medical officer (part-time 9/10), a clinical psycho- 
logist, a psychiatric social worker, occupational therapist and appropriate nursing staff. There is a vacancy for a senior 
psychologist (at present being advertised). All staff are involved in the planning and running of the unit on team lines. Fuller 
details of the post, with further information on the proposed new psychiatric unit, can be supplied on request. 

Salary will be within the scale $NZ17,060/$N222,161 plus 3.5 per cent special interim allowance, plus $NZ 365 cost-of- 
living allowance, commencing rate depending on qualifications and experience. 


Applicants close on August 4, and should be addressed airmail to the Chief Executive, Bay of Plenty Hospital Board, P.O. 
Box 241, Whakatane, New Zealand. 









LORD 
CHANCELLOR'S 
VISITOR 


Applications are invited for the post of a Lord Chancellor's 
Medical Visitor. Applicants must be medical practitioners 
with special knowledge and experience in cases of mental 
disorder. 

There are four Visitors, three of whom are medically 
qualified and one who is legally qualified. They work in con- 
junction with the Court of Protection which manages the 
property and affairs of persons who, by reason of mental 
disorder, are incapable of doing so for themselves. Visitors 
are required to visit persons already under the Court's 
jurisdiction and to report to the Court: a Medical Visitor 
may also be required to visit a person in order to investigate 


Special offer to Members of the Royal 
College of Psychiatrists 
Save 20% on 


Aggression and Anti-Social Behaviour in Childhood and 
Adolescence. A book supplement to the Journal of Child 
Psychology and Psychiatry. Edited by L. HERSOV & N. 
BERGER, Associate Editor, D. SHAFFER. 








A collection of contributions to a Conference on Aggression 
and Anti-social Behaviour in Children, held under the 
auspices of the Child Psychiatry Specialist Section of the 
Royal College of Psychiatrists. 









£4.25 $9.50 
College of 
£3.40 $6.80 






Published price 
Price to Members of the Royal 
Psychiatrists 





To take advantage of this offer, members must place their 
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The Qualities of a Good Psychiatrist* 


By DENIS HILL 


There are in the eyes of the world different 
sorts of ‘good’ psychiatrists. It depends who is 
making the judgement; it depends what is 
asked of the psychiatrist, what role he is 
expected to take and how successfully he has 
measured up to it. One would expect that the 
qualities of a doctor would be judged to a very 
large degree by his capacity to treat patients. 
This is what his long period of undergraduate 
and postgraduate training and education is 
about. Recently this concept of the doctor, and 
particularly that of consultant psychiatrist, has 
been challenged. The expectation that in the 
future he will continue to treat patients per- 
sonally seems to be doubted. I wish to make my 
own attitude clear at the outset. The psychiatrist 
in my view is a physician in psychological 
medicine—a clinician—which means that his 
business and his professionalism are the personal 
care of patients. He is now called upon to do 
much more than this, and the reasons are 
several and complex. But the old view of a 
psychiatrist as physician may be lost if he 
accepts only the role of administrator, PR man, 
member of a multiprofessional team with far- 
ranging, ubiquitous responsibilities. 


The Official View 


In 1969 the Department of Health (DHSS) 
in a document called The Responsibilities of the 
Consultant. Grade, the result of a working party 
chaired by Sir George Godber, the Chief 
Medical Officer, said this: 


‘A consultant is a doctor, appointed in open 
competition by a statutory hospital authority to 
permanent staff status in the hospital service after 
completing training in a specialty and, in future, 
being included in the appropriate vocational 


* Based on a Maudsley Bequest lecture given at a 
Quarterly Meeting of the Royal College of Psychiatrists, 
8 February 1978. 


97 


register; by reason of his training and qualifications 
he undertakes full responsibility for the clinical care 
of his patients without supervision in professional 
matters by any other person; and his personal 
qualities and other abilities are pertinent to the 
particular post’, 


As late as 1977 the General Medical Council 
said this about every doctor's responsibilities: 


"The Council recognizes and welcomes the growing 
contribution to health care by nurses and other 
persons who have been trained to perform speci- 
alized functions, and it has no desire either to 
restrain the delegation to such persons of treatment 
or procedures falling within the proper scope of 
their skills, or to hamper the training of medical or 
other health students. But a doctor who delegates 
treatment or other procedures must be satisfied 
that the person to whom they are delegated is 
competent to carry them out. It is also important 
that the doctor should retain ultimate responsibility 
for the management of his patients because only the 
doctor has received the necessary training to 
undertake this responsibility’. 


Our National Health Service (NHS) of 
which everyone in the past has been justly 
proud, has been an expression of the moral 
renaissance of the democratic western world. It 
has tried to implement the principle that 
medical care shall be equally available to every 
citizen, free on demand. We cannot be proud of 
our mental health services, because we know 
that the human and physical resources neces- 
sary to implement that ideal have not been 
made available—and quite simply because they 
were not sufficiently regarded to be afforded. 
But this has not been admitted. 

When the blue-print for the mental health 
services was drawn up in 1971, it was based 
upon several propositions, whose only claim was 
that they suited the limited human and financial 
resources of the country at the time. Several 
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convenient assumptions about the nature of 
mental illness and mental disorder were 
accepted by those who advised the DHSS. The 
first assumption was that the mental health 
hospital services should be concerned mainly 
with the psychotic and the subnormal, and the 
needs were estimated accordingly. The second 
assumption was that in the main the neurotic 
and the disordered in personality should be 
looked after, as it was thought they always 
had been, by general practitioners. At the start 
they actually forgot the disturbed adolescents, 
the alcoholics, the drug dependent, although 
the Department had for some years put out 
papers of advice on all these subjects. The third 
assumption was the implicit acceptance of the 
medical model of mental illness. The psychia- 
trist’s primary role was to diagnose and assess 
the illness and prescribe the appropriate 
psychotropic drug. The fourth assumption was 
that social factors were of great importance, 
perhaps in precipitation but certainly in 
recovery from mental illness. Here the training 
and the skills of the psychiatrist were seen as 
complementary to those of the social worker, 
who was the expert and the responsible pro- 
fessional person, The psychological element in 
mental illness, as something which the psychia- 
trist’s training might equip him to understand, 
and for which treatment by him might be 
advisable, was ignored altogether. Indeed no 
provision was initially made in the mental 
health services for psychologists or psycho- 
therapists. 


A New Role 


The psychiatrist's role was thus conceived as 
being no different from that of the traditional 
hospital physician or surgeon whose job was to 
diagnose the illness and prescribe the appropriate 
physical treatment. At this point a phenomenon 
of double-think appeared—a universal function 
for the psychiatrist was envisaged. Dr A. A. 
Baker, until lately Director of the Hospital 
Advisory Service, has outlined his view of the 
consultant's responsibilities (1976)—to para- 
phrase: 


He must assess the needs of the population he 
serves and the facilities available—and decide how 
to allocate his time between in-patients, day 


hospital, 
service. 
He must see every new referral, every admission, 
every long-stay patient—the new cases within a 
week, the emergencies within 24 hours. 

He should hold some out-patient clinics in large 
health centres or in group practices and he should 
not leave to junior staff consultation work in 
casualty departments or in other areas of the 
hospital service. 

He must be available to provide an opinion on 
patients in medical, surgical and other wards, and 
if the number of referrals are great, he should 
extend his teaching to junior medical, surgical and 
other staff. 


out-patient clinics and community 


'The ideal consultant would appear to be at 
the centre of a communication or information 
net. He of course, works as one of a team, and he 
must be freely available to all other professionals, 
volunteers and lay-workers, and should meet 
them for full discussion and exchange of 
information. Face-to-face communication is 
obviously better, it is held, than that by tele- 
phone, post or through third parties, and the 
consultant, in addition to meeting his own team, 
should visit health centres, group practices and 
social work area offices to meet his other 
professional colleagues. 


Dr Baker admits that a ‘significant pro- 
portion’ of the consultant’s time—and one 
wonders which part of it—is taken up in 
committee work, but the ideal consultant is a 
super-chairman, or if not chairman himself can 
make sure that the discussion keeps to the point, 
that the relevant information is immediately 
available, and that everyone's interests are 
represented. i 

The consultant also, it is suggested, should be 
careful not to let any special interest of his own, 
or particular skills he may have for a particular 
type of patient, unbalance his model service to 
the detriment and neglect of other patients. 

It is when we come to the questions of the 
consultant’s responsibility that we are faced 
with the new look-—or the new ‘theology’, as a 
senior physician has called it—in its sharpest 
form. To quote Dr Baker: 


‘Some doctors, both general practitioners and 
consultants, consider that full responsibility for 
patient care lies with the medical profession. As 
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noted earlier, doctors do have a prime responsibility 
for some aspects of patient care, particularly 
diagnosis and prescription of medical treatments’ 
(italics mine). 


But Dr Baker concluded: 


‘Мапу professional staff, therefore, now accept that 
just as patient assessment and the pattern of care is 
determined by a consensus, so responsibility for the 
total care and management of the patient lies 
within the team, rather than with any one mem- 
ber’. 


The extreme position advocated by Dr Baker 
is not one which is likely to be shared by the 
majority of our profession. If it were generally 
adopted it would result in an abandonment of 
the doctor’s role and responsibility. He must, 
in fact, offer leadership where his skills, his 
knowledge and his training allow him to do so. 
Hopefully his personality will be such as to lead 
others to accept it. It has been said that it has 
been due to lack of medical leadership, or 
failure of others to accept it in recent times, that 
some of the scandals and abuses in the psychia- 
tric services have occurred. (An example was the 
Whittingham Inquiry Report.) 

Dr James Birley has commented on this: 


‘There are certain risks in regarding the psychiatrist 
as a leader. It smacks of a return of the medical 
superintendent. The rest of the team may not be 
allowed to develop and use their own skills and 
responsibilities; the latent conflicts may be 
suppressed or ignored and allowed to erode the 
efficiency of the team; and the team may be led to 
concentrate on the doctor’s own special interests 
and not on the needs of all his patients. But to 
ignore the importance of the most highly paid and 
highly trained member of the team is equally 
dangerous. If he participates, he is bound to have a 
considerable influence. If he does not, his absence 

. will be regarded as an abandonment. So, in 
addition to clinical skills, our psychiatrist will have 
to become more sophisticated about the problems 
of management not only in his organization of 
others but in the way he sees himself in the organi- 
zation’. (Birley, 1973). 


Psychiatrists are trained to be clinicians, 
which means trained to the personal care of 
patients. Long may it last, but are we to accept 
Dr Birleys harsh conclusion that though 
psychiatry is a fascinating and rewarding 
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career, in the future we shall be unable to 
practise it because of lack of staff? 

Professor Gerald Russell (1973) has high- 
lighted the position of the consultant operating a 
hospital-community service based on the guide- 
line of one consultant per 60,000 of the popu- 
lation. His calculations showed that ten sessions 
of his time would be required to see patients 
personally—assuming the traditional role that a 
psychiatrist should do just this. His time would 
be fully occupied with new patient referrals, 
new in-patients, follow-up out-patients and his 
chronic long-stay patients. This means that the 
psychiatrist, if he is a good psychiatrist, could 
give almost the whole of this time to patient 
care. What of all those other functions which 
Dr Baker in particular considers our respon- 
sibility ? 


Clinician or Administrator ? 


This issue must be faced and is a personal one. 
The consultant psychiatrist cannot undertake 
the role suggested without progressive dele- 
gation of his essential functions, without 
progressive abandonment of his job as a 
doctor taking personal care of patients. Much 
that he has learned he can teach others, but the 
psychiatrist should not abandon his claim that 
through training and education he has know- 
ledge and therapeutic skills which only he can 
exercise in his patients’ interests. 

Professor Neil Kessel (1973) in the same 
debate said this: 


"The development of community links to further 
the rehabilitation of psychiatric patients has been 
the recent glory of British psychiatry, but it has 
been brought about in the sure framework of 
psychiatry being a clinical and personal subject. 
Good psychiatrists have never lost themselves 
either in the prescribing of pills or in the rami- 
fications of social networks, and we must preserve 
ourselves from having the latter foisted on us just 
because it helps solve "interface problems" . . . 
between hospitals and social service departments’. 


It is therefore with the qualities of the 
psychiatrist as good clinician that my main 
theme will be developed. At the end of the day, 
when we hope that the District General Hospital 
units have been properly developed, when the 
Social Service Departments have adequately 
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trained staff and money to develop community 
care, the survival of psychiatry as a specialty 
needed by society will depend upon whether 
there are still well-trained psychiatric clinicians 
who want to care for their patients. 

It might appear that viewed from the heights 
of NHS administration the good psychiatrist at 
the present time is a good psychiatric com- 
munity physician. He need not himself treat 
patients, so long as he shows an ability to 
organize and help others in teams to do so. The 
present ethos, although it may have been 
overstated, is engined by the fact that the 
population of the mentally ill and disabled is 
vastly greater than our psychiatric resources 
can cope with. One way out of this difficulty is, 
of course, to buttress the belief that the causes of 
mental disorder are in the main social, not 
personal; cultural, not biological. We do not, of 
course, have to believe this. Indeed, we have a 
moral obligation not to believe it, for as a 
general statement about mental illness it has 
not been proven. 

One of the most important developments of 
British psychiatry in the last quarter-century is 
the refreshing wind of doubt, and this owes its 
origins to a new scientific psychiatry, which 
demands that as far as possible our belief 
systems should be subject to control by scientific 
evidence and objective validation. Since in the 
case of most mental illness we are not within 
sighting distance of this, it behoves us all to 
keep our minds open, whatever the nature of 
our work, whatever our special expertise, 
whatever our particular orientation may be. 

'This then identifies one characteristic of the 
good psychiatrist, that he has an open mind to 
the fundamental issues of the subject, that he is 
aware of them, and that he has not allowed 
himself to be committed exclusively and blindly 
to one total ideology, to one exclusive sort of 
explanation. The dangers of so doing may be 
obvious and do not need emphasis, although 
many are trapped by them. An exclusive 
commitment to the biological position can lead 
to therapeutic nihilism or damaging scepticism 
on the one hand, or on the other to a dangerous 
polypharmacy or an excessive use of hazardous 
physical treatments. The psychiatrist on the 
other hand as amateur sociologist is liable to be a 
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poorly trained social worker who tends to lose 
sight of the individual patient in the com- 
plexities of his social nexus. Again, the exclusive 
psychodynamic psychiatrist will ignore or 
reject the methods and opportunities which are 
now available for reducing his patients' suffering 
or shortening their illnesses. Lastly, there is the 
new emergent psychiatrist as exclusive Бе- 
haviourist. The field of his therapeutic opera- 
tions, although expanding, is still very limited, 
and the danger here is that he is only a poorly 
trained psychologist. All must accept that by the 
nature of his ideology the exclusive specialist 
may neglect the patient as individual. 

It has been a painful if salutary experience 
that many of the beliefs about the nature of 
mental illness, many of the so-called clinical 
facts which seemed to have been fully established 
thirty years ago have been shown to be wrong. 
Others, which seemed obvious from everyday 
clinical experience, but doubted for decades, 
are now being shown to be true; but only as a 
result of painstaking carefully prepared research. 
For some time it has seemed that authoritative 
statement and inspired guesswork were the 
worst enemies of psychiatric progress. There 
is now an even worse enemy of which we 
should be aware. It is an insidious and per- 
suasive form of antipsychiatry. This is the 
invitation to allow our belief-systems about the 
nature of mental illness to be regulated by what 
is economically or politically expedient, what 
fits the social ethos of our times. 

In speaking of what makes a good psychia- 
trist, I am not speaking of what makes the 
good psychotherapist or good behaviourist. I am 
also firmly convinced that psychiatry needs 
these specialists, and in far larger numbers than 
at present, just as it needs child psychiatrists, 
forensic psychiatrists and experts in sub- 
normality. I am concerned with the qualities of 
the general psychiatrist who makes up the 
majority of our profession. 


The all-purpose psychiatrist 


Thirty years ago, when the Maudsley set its 
course for intensive postgraduate training, the 
objectives were clearly set out by Aubrey 
Lewis (1947). They were to produce the ‘all- 
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purpose psychiatrist’, and Lewis clearly des- 
cribed him: 


"When he is asked to treat a child, to report on a 
criminal, to explain the origins of a strange 
symptom, to supervise a course of insulin, to 
diagnose a highgrade defective, or to avail himself 
of the results of psychological tests, he should not 
have to choose whether he will excuse or hide his 
deficiencies; he ought not to be nonplussed and as 
much off his own ground as if he had been called to 
deliver a baby. His all-round training is not 
designed to make him a sciolist who thinks he can 
answer every question, but to put him in the way 
of getting the experience that will give him 
scientific grounding, standards and a sure frame of 
reference, and will fit him for the general practice 
of psychological medicine as our times require it’. 


The times have indeed changed, and the 
all-purpose psychiatrist is no longer possible, nor 
indeed desirable, but the general objectives of 
psychiatric training remain as true now as they 
were then. They were, however, essentially 
academic objectives, the emphasis being on 
knowledge; there was no mention of therapeutic 
skills, nor of the particular qualities of the 
psychiatrist as individual, nor the skills which 
differentiate him from the good physician who 
happens to be dealing with the mentally 
disturbed. As Stengel once said, the qualities 
of the psychiatrist which distinguish him from a 
physician are only those which come from his 
psychological knowledge and his psychological 
skills. I would add to these his attitudes towards 
the field of his work. 


Some goals 


One way to examine the qualities of the good 
psychiatrist is to ask whether he has achieved 
what are regarded as desirable objectives in his 
education and training. In 1969 the then 
R.M.P.A. held a three-day conference on 
postgraduate psychiatric education. Each of the 
seven topics chosen was assigned to a working 
party and each of these produced in advance its 
working paper, which at the conference was 
presented and discussed by members of the 
panel, between themselves and with the 
conference. The proceedings were published by 
the Association (The Training of Psychiatrists, 
1970). The third topic was on Educational 
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objectives. Since then our College has produced 
much advice regarding training programmes 
and the content of vocational and educational 
experience, but since that time the matter of 
objectives has not been considered in such 
depth or in such a comprehensive way. There 
were, of course, different and even contrasting 
views on matters of detail, but arising from the 
work a broad degree of agreement on many 
issues appeared. 

Among the general considerations, the con- 
trasting objectives of the physician and of the 
scientist were discussed. The latter are to 
increase knowledge. The scientist does not 
work in the service of the individual. His 
curiosity motivates him, although he may 
believe he works in the service of humanity. The 
physician, on the other hand, works to serve the 
individual first and last. For him knowledge is 
not an end in itself; nor is he motivated pri- 
marily to scholarship. But he must acquire 
certain qualities which the scholar and the 
scientist possess, in particular ‘a critical attitude 
towards the nature of evidence, the capacity to 
evaluate it, the understanding of what is 
knowledge and what inspired guesswork or 
authoritative statement’. 

The clinician, moreover, must tolerate the 
discrepancies in the quality of psychiatric 
knowledge ‘without recourse to any of the 
common methods of escape, such as clinical 
non-commitment, denial or disdain of psych- 
iatry, or by contrast a contempt for the relevance 
of knowledge or a shallow pretence to it’. The 
future development of knowledge in psychiatry 
will depend upon the efforts of clinical scientists 
and research workers in the basic neuro- and 
psychological sciences, but research ability of 
itself is not one of the distinctive characteristics 
of the good clinician. It is fortunate indeed 
when the good clinician is also an able research 
worker. Nevertheless the good clinician is alert 
to developments in scientific research, is able 
to appreciate and evaluate them. He must thus 
be a scientifically-minded doctor, who thinks 
scientifically, who amasses and uses clinical 
experience and accepts that he must frequently 
take action on inadequate data. John Ellis gave 
his opinion that the scientist who seeks only 
after the truth and never uses clinical experience 
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is a potential menace with individual patients, 
partly because he is not prepared to take action 
on inadequate data. For Dr Ellis the lowest 
category of medical person is the doctor- 
technician capable only of blindly applying a 
currently acceptable formula, say the psycho- 
tropic drug in vogue, to what is a currently 
recognized situation—say a particular psychi- 
atric diagnosis. 

After outlining the range of knowledge which 
the good psychiatrist should acquire, attention 
was directed to skills and attitudes. The former 
were divided into clinical, therapeutic, teaching 
and administrative skills. Teaching and adminis- 
trative skills were held to be desirable for all 
future consultant psychiatrists. A good psych- 
iatrist will always find that he enjoys teaching. 
There are a range of objective clinical skills in 
relation to diagnosis and appraisal of the 
patient’s situation which are needed. There are 
also subjective skills which the good psychiatrist 
acquires. They involve the development of 
sensitivity, the capacity for empathy and 
identification which enable him to gain access 
to the patient’s experience and to understand it. 

This question of subjective clinical skills is 
intrinsically connected with therapeutic skills, 
which the working party believed should be 
broad-ranging, to cover the safe use of drugs 
and physical procedures as well as psycho- 
therapeutic literacy; 'to be able to enter and 
maintain a psychotherapeutic relationship with 
a patient without undue anxiety, but with 
understanding of its nature and of the hazards 
involved'. 

To recapitulate: having implied some of the 
qualities which the good psychiatrist will have, 
one can ask what the good psychiatrist is not. 
He is not only a physician, although he shares 
with the physician a basic knowledge of medicine 
and above all the physician's personal commit- 
ment and responsibility to his patient. He shares 
with the physician the basic ethos of medicine 
and his professional role. He is not a tech- 
nician, nor a scientist, but he has technical 
skills peculiar to psychiatry and he is a scienti- 
fically minded doctor. He is not necessarily a 
research worker. Good clinical research workers 
are not necessarily good psychiatrists; it is an 
immense bonus if they are. The good psychiatrist 
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is not necessarily a psychoanalyst, although he 
may have had a personal or training analysis 
and justly claim that he has greatly benefited 
from it. The practice of psychoanalysis is not, 
of course, the practice of psychiatry. Yet all 
good psychiatrists have psychotherapeutic skills. 


Attitudes 


Itis when we come to the question of attitudes 
that our difficulties begin. These are important 
for two reasons. Attitudes determine to a large 
extent the professional role which the psychia- 
trist is prepared to take; and secondly attitudes 
determine the psychiatrist's fundamental orien- 
tation to his subject. 

At this point it may be conceded that good 
psychiatrists are to be found taking different 
professional roles and having different attitudes. 
Possibly, then, there are several types of good 
psychiatrist. Are there, however, attitudes 
which can be discerned common to all of them? 
It is a basic requirement of the good psychiatrist 
that he should expect and acquire the capacity 
to take actual responsibility for patients, which 
includes a continuing participation in their 
treatment, and it is not fulfilled merely by 
offering consultant advice to others. This is part 
of the psychiatrist's contract as a physician and 
is intrinsic to his professional role, whether he is 
called upon or indeed allowed to exercise it. In 
this lies a. difficulty, for the psychiatrist must 
combine the apparently contrasting roles of 
physician with that of therapeutic participant or 
mediator. On the one hand he is the objective 
observer and investigator using scientific know- 
ledge and skills, and on the other he is involved 
as a subjective participant in the patient's 
distress, including intuitive and empathic 
methods of thought and feeling. 

The report of the Conference (1970) was 
concerned with educational objectives, and a 
great deal of time was spent in arguing the case 
of whether it is wise or legitimate for teachers to 
attempt consciously to alter the attitudes of 
their students. There was no consensus on this, 
but the Conference deplored the polarization of 
attitudes towards the so-called medical model 
and the psychosocial models of mental illness, 
either of which if held exclusively produces 
serious limitations on the skills of the psychia- 
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trist. There was less certainty as to Һом to 
overcome the difficulty. Some suggested that 
sensitivity training is helpful—an increased self- 
awareness of one's own motivations, one's own 
needs, normal or neurotic, and the extent tó 
which these influence or interfere with relation- 
ships with patients. There are some who seem to 
have these necessary positive qualities of 
personality; but for many, given suitable 
exposure to appropriate experience, they can be 
acquired. There are, of course, a few in our 
profession who suffer from personality defects of 
a serious nature which render them always a 
potential danger to patients. I believe it is the 
duty of educators to steer such people away 
from a career involving the personal care of 
patients. 


Clinical Maturity 


Clinical maturity is a characteristic of the 
good psychiatrist. It was Laurence Kubie who 
pointed out that to learn about psychiatry was 
not to become a psychiatrist (1971). Scholarship 
is not enough, only long and painful exposure to 
the ongoing care of sufficient and varied types of 
patient will allow the doctor to become a 
psychiatrist. Kubie wrote (1971) that there is 
one setting in which it is impossible for the 
student of psychiatry to become a psychiatrist. 
"This is the setting which uses only an assembly 
line approach to patients, and where the official 
attitude is to scorn sustained individual inter- 
action, and to take pride in brief interviews and 
a rapid turnover’. 

What then are the characteristics of clinical 
maturity? I think these are: personal and 
emotional maturity, which mean freedom from 
personal neurotic nostalgia with one's own past; 
protection of the patient from the negative 
aggressive aspect of one's self, but ability to 
acknowledge to oneself when one does not like a 
patient; the capacity to empathize with the 
mentally ill, but to remain objective about the 
significance and meaning of the various mani- 
festations of illness; to be kind but not to 
indulge oneself or the patient in excessive 
compassion. 

Most difficult of all, and perhaps the hall- 
mark of clinical maturity, is the capacity to 
combine effectively the roles of objective 
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observer of the patient himself and of his 
interpersonal and intrafamily relationships with 
that of participant-observer or mediator in the 
therapeutic process. David Shakow (1972), the 
distinguished American psychologist, has divi- 
деа the functions of the psychiatrist as observer 
into four—objective, participant, empathic and 
self-observing. They are used by all physicians, 
but they are most highly developed in the 
psychiatrist and constitute the core of his 
clinical skills. All those working in the mental 
health field need them. It need hardly be said 
that the clinically mature are skilled in objective 
observation, in the capacity to take the relevant 
comprehensive history, and to examine the 
mental state of the patient, if necessary in great 
depth without upsetting him. Great psychiatrists 
like Laurence Kubie and Manfred Bleuler have 
always insisted on maintaining a personal 
continuing care of at least a small group of 
patients. Ultimately, as John Romano has 
written (1972), it is the patients who teach us 
most, and the clinically mature psychiatrist 
knows that throughout his career he will 
continue to learn. 

What then are the consequences which flow 
from these attributes? To know when to treat 
and when not to treat, but always how to 
manage. To know whom to treat oneself, and to 
make time to do it. To know who should treat, 
and not to involve onself excessively in a 
relationship on which the patient will come to 
depend if one is not the best person, nor the 
appropriate person, nor the person capable of 
providing that continuing care which all 
patients, for a short or a long time need. This 
colleague, as we now realize, may be a nurse, 
a social worker or a psychologist. Delegation of 
responsibility, however, does not absolve one 
from it. 

Today increasing numbers of senior nurses 
and social workers are involving themselves in 
therapeutic activities, including psychotherapy, 
for which they have had little or no training. 
In time many will become experienced and 
sophisticated in this work. The clinically mature 
psychiatrist will want to teach and will obtain 
great rewards from doing it. If he must, as 
indeed he must, restrict the field of his extra- 
mural work, he should give the highest priority 
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to the role of helping his professional colleagues 
within his team who share with him the burden 
of care of so many patients. 


Hazards to Good Practice 


The opinion has been firmly expressed that 
the psychiatrist is a clinician, a special sort of 
physician, and that his primary responsibility 
first and last is to the care of his patients. There 
are special problems here for the psychiatrist 
who follows an academic career or who is a 
clinical scientist or primarily a clinical research 
worker. There are many such who are expert 
clinicians, but the problems which they face in 
the context of the present theme cannot be 
examined here. 


Two further aspects of the psychiatrist's work 
deserve attention. First there are hazards which 
can arise both for patients and doctors from the 
doctor’s own personality. Second, there are the 
temptations which are put in the psychiatrist’s 
way to avoid his clinical commitment. 


Many of the hazards to patients which can 
arise from the psychiatrist’s own personality can 
be traced to his inadequate or biased training. 
Briefly, there are the well-known risks of 
excessive identification with the patient and 
neglect of the phenomena of transference and 
counter-transference inherent in every doctor- 
patient relationship. Ignorance and neglect of 
this can bring pain and damage to both. 
Mention has already been made of the limita- 
tions on psychiatric skills which result from total 
acceptance of one ideology—one type of 
explanation for mental illness. There is the 
serious hazard for patients which occasionally 
arises from this when the psychiatrist is in- 
tensely motivated to cure at all costs, when he 
has a passionate and excessive zeal to treat, and 
an unfortunate inability to accept that in the 
present state of knowledge we are not infre- 
quently therapeutically impotent. Out of this 
attitude has come some of the abuses of psych- 
iatry—the excessive use of ECT, multiple 
leucotomy operations, excessive use of drugs, 
and worst of all the use of legal methods of 
restraint, which under the present Act allow the 
psychiatrist, acting of course honestly although 
ignorantly, to impose excessive treatment. 


THE QUALITIES OF A GOOD PSYCHIATRIST 


Despite all the difficulties, administrative, 
practical and social which afflict the subject at 
the present time, a career in psychiatry can still 
be one of the most rewarding in the whole of 
medicine. It provides, almost uniquely, the 
opportunity for the continued personal growth 
of the psychiatrist himself. The rewards of 
helping patients to get well and learning oneself 
from the process are very special to our profes- 
sion. There are, however, many temptations 
and avenues open to the clinician who wishes to 
avoid his clinical responsibility. There are many 
activities, honourable and desirable in them- 
sevles, which now more than ever beckon the 
consultant away from his clinical commitments. 
Indeed official advice would seem to make it 
desirable for him to be persuaded. 

'The difficulties should not be belittled, the 
great demands which are being made on all 
psychiatrists operating hospital-community ser- 
vices. Moreover, the concept of the psychiatric 
team of different professionals has proved a great 
advance, but the psychiatrist must be the leader 
of that team. There can be no place for con- 
sensus diagnosis or consensus treatment, 
although the psychiatrist could not sustain 
leadership and would be a poor clinician if he 
did not listen to and take advice from every 
member of his team. Each has his own expertise 
to contribute. Ultimately, however, respon- 
sibility must rest with the consultant psychiatrist. 

It is a function of self-observation to examine 
repeatedly what one does and how effective it is. 
This can help determine the quality of the care 
the patient receives, As McKeown (1976) has 
pointed out, we can examine the quality of care 
by asking three questions. How well do I do 
what I am doing (the standard) ? Is what І am 
doing worth doing (the effectiveness), and finally, 
whether what I do makes better use of resources 
than the available alternatives? 
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Vulnerability Factors and Depression in Women 
By ALEC ROY 


SUMMARY A matched controlled study of 84 depressed women 
confirms the findings of Brown et al, that loss of mother before 11, 
three or more children at home under 14 years of age, lack of a con- 
fiding marital relationship and lack of employment may be 
vulnerability factors predisposing to depression in working-class 


women. 


Brown, Bhrolchain and Harris (1975) and 
Brown, Harris and Copeland (1977) ‘identified 
four vulnerability factors, that is factors which 
increase chances of developing a psychiatric 
disorder in the presence of an event or difficulty, 
but which have no effect in their absence. They 
are: loss of mother before the age of 11; pre- 
sence at home of three or more children aged 
less than 14; lack of a confiding relationship with 
a husband; and lack of full or part-time 
employment. The first three are more common 
in the working class and between them largely 
explain the class difference in incidence of 
psychiatric disorder’. 

This is the hypothesis tested here. 


Subjects and Method 


From July 1976 to September 1977 a con- 
secutive series of white women, 18 to 65 years of 
age whose doctors’ referral letter mentioned 
depression were assessed as out-patients twice a 
week at the Maudsley Hospital. From January 
to September 1977 consecutive referrals of 
white women seen at Dulwich Hospital either as 
in-patients or in the psychiatric clinic were 
assessed. 

Those diagnosed as suffering from depressive 
neurosis (300.4, A Glossary of Mental Disorders, 
1968) of at least one month’s duration were 
included in the study. Those patients with 
co-existing disorders or illness such as homo- 
sexuality, drug or alcohol dependence and 
organic brain disease or other physical illness 
were excluded from the study. During the 
fourteen months of the study 84 women with 
depressive neurosis were seen. 


All the subjects completed the General 
Health Questionnaire (30 item version, Gold- 
berg, 1972) and the Wakefield self-assessment of 
depression inventory (Snaith ef al, 1971). 
During a psychiatric interview the Hamilton 
rating scale (Hamilton, 1960) was completed. 

All the subjects were matched for age 
(within five years), marital status and social 
class with the next woman admitted to a 
gynaecological unit with no past history of 
depression (diagnosed by a psychiatrist) and 
with no current psychiatric disorder; eight 
women who were admitted for investigation of 
infertility were matched with the next depressed 
childless married woman. The General Health 
Questionnaire (30-item version) was given to 
detect psychiatric disorder in conjunction with a 
short psychiatric symptom interview to detect 
false positive and negative scores. The method 
of determining social class was that reported by 
Brown et al (1977). Their division of Goldthorpe 
and Hope's (1974) classification of occupations 
into middle and working class was also used. 

All subjects were asked about age, marital 
status, ages of children at home, own level of 
education, own, husband's and father's occu- 
pation, first degree relatives and history of 
psychiatric. disorder (diagnosed by a psych- 
iatrist), and about: 


(1) Loss of parent before 17 through (a) 
death, (b) parents! separation, and (c) 
separation from a parent for more than 
one year. 

(2) Loss of sibling by death while the subject 
was under 17. 


P 


ALEC ROY 


Those subjects who had full or part-time 
employment at the onset of depression but who 
subsequently gave up employment were re- 
corded as being employed (at onset). 


From March 1977 all married subjects and 
controls were also assessed as to their marriage 
(Quinton et al, 1976). In this study ratings from 
1-3 were grouped together as ‘good’ marriage 
and ratings from 4-6 as ‘poor’ marriage. The 
rating evaluated the state of the marriage before 
the onset of the depression and if a recent 
marital discord in a previously ‘good’ marriage 
had led to depression the marital rating 
recorded was that of a ‘good’ marriage. In many 
subjects an informant, often the husband, was 
also separately interviewed. 


At the end of the study a reliability study of 
the marital interview ratings was done on ten 
psychiatric patients with a psychiatric colleague 
who, using the rating guidelines, rated in- 
dependently at the end of each interview. 

In the statistical analysis Fisher's exact test 
and the Chi-square test with Yates' correction 
were used. 
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Results 


For the whole group of depressed women the 
range of duration of the depression was from one 
month to two years. Table I shows that the 
Dulwich patients were older than those seen at 
the Maudsley but that otherwise the groups were 
very similar for marital status, mean duration 
and symptom scores. The mean score of the 
control group on the General Health Question- 
naire was 1.8. 


Several depressed women had a ‘poor’ 
marriage and yet were able to confide in their 
husbands. There was only one subject with a 
‘good’ marriage who also claimed that she was 
unable to confide in her husband. The number 
of marriages assessed (Table II) are smaller 
than the number of married patients given in 
Table I as marital assessments commenced after 
the start of the study. Amongst the 50 working- 
class depressed women statistically significant 
differences, when compared with their controls, 
were found for all four vulnerability factors 
amongst the 33 patients seen at the Maudsley 
Hospital but only for poor, non-confiding 


TABLE I 


Marital status, age, duration of depression and symptom scores of subjects 
(Mean scores) 






































Maudsley Dulwich Total 
Working Middle Working Middle Working Middle 
class class class class class class 

(N = 33) (N = 23) (N = 17) (N = 11) (М = 50) (№ = 34) 
Married (or cohabiting) 25 15 16 8 41 23 
Single 4 6 0 2 4 8 
Divorced 4 2 1 1 5 3 
pur years 34.2 30.8 39.4 43 35.9 34.7 
Duration of depression 
in months 5.7 8.5 7.5 5.6 6.2 7.9 
Goldberg 15.9 20.0 < 23.1 23.0 odes 18.0 20.8 
Wakefield 24.3 23.3 25.5 24.8 24.7 23.6 
Hamilton 16.5 14.3 14.0 14.5 15.6 14.4 
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marriage and unemployment amongst the 17 
seen at Dulwich Hospital. Fisher’s exact test and 
the Chi-squared test with Yates’ correction were 
used to examine inter-relationships between 
the vulnerability factors found here for the 
working-class women. This was done separately 
for both the patient groups seen at the Maudsley 
and Dulwich Hospitals and also for the total 
group. No statistically significant relationships 
were found between the four variables. 


VULNERABILITY FACTORS AND DEPRESSION IN WOMEN 


Forty-one of the subjects had a past history of 
psychiatric contact and treatment. In 34 (40.5 
per cent) this was for depression and 47.1 per 
cent of these had a loss before 17. Amongst the 
whole group of 84 patients 41.7 per cent had a 
loss before 17. Only one of the controls had a past 
history of psychiatric contact. Table III shows 
only the statistically significant findings in 
relation to loss. The total number of depressed 
women with separation before 17 from mother 






























































Tase П 
Vulnerability factors and family history of depression 
Working class Middle class 
Depression Controls Significance Depression Controls Significance 
(N = 50) (М = 50) (N = 34) (№ = 34) 
Any loss before 17 28 17 P «0.05 11 7 NS 
Poor marriage 20/32 0/32 P «0.001 8/16 0/16 P «0.001 
Non-confiding 14/32 0/32 P «0.001 4/16 0/16 P «0.05 
Three children under 
fourteen years 9 2 P «0.05 2 4 NS 
Unemployed 29 10 P «0.001 4 8 NS 
Family history of depression 
(in first degree relatives) 11 6 NS 13 5 P «0.05 
Taste ПІ 
Data about loss 
Working class Middle class Total 
(N = 50) (N = 34) (N = 84) 
De-  Con- Signi- De- Con- Signi- De- Con- Signi- 
pressed trol ficance pressed trol ficance pressed trol бсапсе 
Father Separation 0-17 15 11 NS 10 3 P«0.05 25 14 P«0.05 
Separation 0-10 10 3 P«0.05 4 0 NS 14 3 P<0.001 
Separation 0-17 12 5 NS 5 1 NS 17 6 P<0.05 
Mother 
Any Loss 0-10 12 7 NS 4 0 NS 16 7 P«0.05 
Any Loss 0-17 17 9 NS 5 1 NS 22 10 P«0.05 
Either Separation 0-10 16 9 NS 9 3 NS 25 12 P«0.05 
Parent Separation 0-17 21 12  P«0.05 10 4 NS 31 16  P«0.001 
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or father is 42 but the number with a separation 
from either parent is only 31 as 11 depressed 
women had had separation from both mother 
and father. 

In the reliability study of the marital inter- 
view, agreement was reached in nine of the ten 
cases about both the judgement as to whether or 
not the woman was normally able to confide in 
her husband and whether the rating before 
onset was within the ‘good’ or ‘poor’ marriage 
range. Agreement about the exact rating 
between 1 to 6, within one rating, was achieved 
in eight of the ten assessments. (Neither psychi- 
atrist had any training with the interview or its 
rating.) 


Discussion 


Twenty of the 28 depressed women seen at 
Dulwich Hospital, a general hospital, were 
admitted following a drug overdosage. They 
suffered from depression, which was subse- 
quently treated, and not just from transient situ- 
ational disturbances (Glossary 307.0). The 
remaining 8 were referred to the out-patient 
clinic and had no physical disorder and included 
a depressed wife of a patient and a self-referred 
member of staff. 

In respect to past loss in depression Brown 
et al (1977) comment that ‘it is, of course, 
important to exclude depressed women from the 
comparison group, and the failure of previous 
research to do this is probably one reason for 
the many negative results’. In this study 
women with either a past history of depression 
(diagnosed by a psychiatrist) or a current minor 
psychiatric disorder on the day of admission 
were excluded from the control group. 

The General Health Questionnaire is a 
screening instrument for both conspicuous and 
hidden psychiatric disorder (Goldberg and 
Blackwell, 1970; and Johnstone and Goldberg, 
1976). Ballinger (1977) using the 60-item 
version found that 53 per cent of 217 women 
between 40 and 55 years of age newly referred 
to the gynaecological out-patient clinic in 
Dundee were identified as possible psychiatric 
cases. In the present study amongst the women 
newly admitted to the gyaecological unit the 
percentage of excluded possible psychiatric 
cases was even higher. 
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The majority of the psychiatrically normal 
control patients were admitted for routine 
minor investigations or operative procedures. 
Referral factors may be a possible source of bias 
in the control group. Thirty-four of the 84 
women were admitted for sterilization and 
include women limiting their family to less than 
three children. However, other referral factors 
may account for the fact that five of the six 
control women with three or more children 
under 14 years were amongst those admitted for 
sterilization. 


The study by Brown et al (1975) was a 
community study. In the present study the 
subjects and controls were not drawn from the 
community but were hospital attenders. The 
percentages with any loss of mother or father 
before 17 years of age bear comparison with 
those found by Brown et al (1977) amongst both 
114 depressed hospital patients and 382 ‘normal’ 
general population women (excluding cases). In 
this study 13.0 per cent of the depressed 
women had any loss of mother before 17 
(14.0 per cent amongst Brown et als’ patients) 
compared with 5.9 per cent of the controls 
(8.1 per cent in Brown et als’ study). In the 
present study 29.7 per cent of the depressed 
women had any loss of father before 17 (21.1 per 
cent amongst Brown et als’ patients) compared 
with 16.6 per cent of the controls (16.5 per 
cent in Brown et ais’ study). 


This independent hospital study confirms 
Brown et арз (1975 and 1977) community 
findings that loss of mother before 11 years of 
age, three or more children under 14 at home, 
a lack of a confiding marital relationship and a 
lack of full- or part-time employment are 
associated with depressive neurosis in working- 
class women. It also reports that depression in 
middle-class women is associated with separation 
from father before 17 and lack of a confiding 
marital relationship. 


Personality factors may contribute to these 
vulnerability factors, particularly in relation to 
marital harmony and employment. These four 
factors may not be specific to depression but 
also apply to other psychiatric disorders. These 
points are the focus of a current study. 
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Evaluation of a Social Work Service for Self-Poisoning Patients 


By J. S. GIBBONS, J. BUTLER, P. URWIN and J. L. GIBBONS 


SUMMARY Four hundred patients aged at least 17 who came to 
Casualty in one year after deliberately poisoning themselves were 
randomly assigned between an Experimental social work service 
(task-centred casework) and a Control (Routine) follow-up service. 
139 patients were excluded from the trial, most of whom were already 
in continuing psychiatric treatment. After one year there was no 
difference in the proportions of E and C patients who repeated self- 
poisoning (about 14 per cent), but significantly more of the excluded 
group had repeated (36 per cent). A random half of the trial patients 
were re-interviewed four months after admission. Both E and C groups 
had improved to a significant extent on measures of depressed mood 
and of social problems. E patients showed more change in social 
problems and were more satisfied with the service they had received. 


Introduction 


Deliberate self-poisoning has increased so 
markedly over the past two decades that in 
young women it is now the commonest cause of 
emergency admission to a medical ward, and it 
has been predicted that by 1984, if the trend 
continues, adults who have poisoned them- 
selves will fill all the emergency beds (Jones, 
1977). Although in each year only 1-2 per cent 
of patients kill themselves following the original 
attempt, this is а very high suicide rate com- 
pared to that of the general population 
(Ettlinger, 1975). The rate of non-fatal repeti- 
tion is also high, about 20 per cent repeating 
their attempt within a year. Since little is 
known about the reasons for the rise in self- 
poisoning, it is difficult to plan programmes for 
primary prevention, but secondary prevention— 
prompt intervention after the event to prevent a 
repetition of it—is an important aim in view of 
the high repetition rate. The literature on 
secondary prevention is conflicting. Table I 
gives brief details of six studies carried out in 
different parts of the world since 1971, three 
of which report positive findings. However, the 
only study using a random allocation design 
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(Chowdhury et al, 1973) found no difference in 
the repetition rate of parasuicides who had 
received intensive after-care, including 24-hour 
availability, compared to that of a control group 
having routine follow-up. The present study was 
designed as an experimental trial of the feas- 
ability and effectiveness of a specially designed 
social work service for cases of deliberate self 
poisoning. 


Nature of the Experimental Service 


Although all ‘attempted suicides’ are officially 
required to be assessed by a psychiatrist before 
leaving hospital, only a minority suffer from a 
major psychiatric illness. The act is more 
usually an impulsive answer to an unbearable 
social situation, often involving other key people 
and persistent social and relationship difficulties. 
Psychiatric treatment is not necessarily the most 
appropriate way of responding to this complex 
of problems, and the structure of psychiatric 
services may make them least accessible to 
people with the severest social problems. For 
these reasons it was decided that the experi- 
mental service should be a social work one, 
crisis-oriented, explicitly time-limited and direc- 
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TABLE I 
Outcome of secondary prevention of parasuicide 





Positive outcome: 





Author Date Intervention Follow-up Repetition Other Experimental 
criteria design 

Greer & Bagley 1971 Psychiatric treatment 1-2 years Yes — No 
Kennedy 1972  Poisons treatment 

centre 1 year Yes — No 
Chowdhury et al 1973 Intensive aftercare 6months No Yes Yes 
Ettlinger 1975 Systematic assessment, 

etc. l year No No No 
Oast & Zitrin 1975 Social work == Half sample Yes 

refused service 
Ternansen & 
Bywater 1975 Intensive aftercare 3months Yes Yes No 








ted wherever possible at the patient in the 
context of his close relationships and in his 
home rather than the hospital. 

The method used, task-centred casework 
(Reid and Epstein, 1972) is based on an explicit 
contract of limited work which both social 
worker and client agree to undertake during a 
defined time-period (up to a maximum of 
three months in this trial). This social work 
method is considered suitable for problems of 
personal relationships; social transitions——losses 
and changes which impose the necessity of 
finding new roles; problems in social relations 
generally; problems of role performance, as a 
worker, parent, etc; emotional distress inter- 
fering with coping ability; problems with 
officials and organizations; and of inadequate 
resources. Difficulties in all these areas were 
thought to be common in the lives of self- 
poisoning patients, although it was recognized 
that some of their problems, such as alcoholism, 
were less likely to respond to the task-centred 
approach. The method involves four stages of 
work: 


1. The range of problems the client perceives 
in the life areas listed above is explored in 
order to locate a target, the problem perceived 
as most salient by the client and which he is 
most motivated to reduce. 

2. The goal of treatment is then defined in 
terms of one or more specific tasks, formulated 
collaboratively by client and worker. Agree- 


ment is reached about the time needed to 
complete the tasks. 


3. The social worker’s job is then to help the 
client complete the tasks. 


4. At termination there is a formal evaluation 

when client and worker discuss what has been 

achieved and identify further tasks to be 

undertaken by the client alone. 

This social work service was provided by two 
qualified and experienced social workers who 
were employed in the Department of Psychiatry. 


Methods 


Patients attending the Accident and Emer- 
gency Department of Southampton General 
Hospital from April 1975 to March 1976 after 
deliberate self-poisoning (defined as the de- 
liberate taking of a pharmacologically active 
substance in more than the prescribed dose or 
the usual consumption), who were aged 17 or 
over and came from a defined geographical 
area, were assessed for inclusion in the trial. 
Altogether 539 patients were assessed; while 
14 per cent of eligible patients were not assessed 
for a variety of reasons: refused, failed to 
contact, too ill in police custody. The 87 
missing patients included more men and fewer 
people admitted to a medical ward. 

One of two research psychiatrists interviewed 
every patient as soon as possible on full recovery 
of consciousness and obtained demographic, 
clinical and social information, using structured 
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instruments. After all assessment procedures 
were completed, the psychiatrist decided 
whether a patient was eligible for the trial. 
Patients were excluded if they had a formal 
psychiatric illness requiring immediate psych- 
iatric treatment (34 cases, 6 per cent of the 
sample); if they were judged, from scores on a 
predetermined scale, to be an immediate 
suicide risk (9 cases, 2 per cent of the sample); 
or if, though otherwise suitable, they were in 
continuing treatment with a psychiatrist or 
social worker whom they had seen within two 
weeks (18 per cent of the sample). On one or 
other of these grounds 139 patients were 
excluded from the trial. The remaining patients 
were randomly allocated to Experimental or 
Control groups until there were 200 in each. 
E patients were directly referred to one of the 
special social workers, who tried to make 
immediate contact. C patients received the 
routine service: referral back to a G.P. (54 per 
cent); psychiatric referral (33 per cent) and 
other referral (13 per cent). The trial therefore, 
was not comparing a treated with an untreated 
group, but the E service differed in being 
systematic, explicitly time-limited, immediately 
available and offered in the patient's home. 

E and C groups did not differ significantly on 
any baseline measures. As described, 139 
patients were excluded from the trial as needing, 
or already in, some other form of treatment. 
This "I" group differed significantly from the 
rest both clinically and socially. They included 
more men and more from social class V. They 
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had had more previous psychiatric treatment 
and admissions for parasuicide. In relation to 
the index attempt they scored significantly 
higher on measures of intent to die and on a 
standard predictive scale (Buglass, 1974) were 
shown as more likely to repeat their attempt. 


Follow Up 


Table II summarizes our outcome criteria 
and sources of information. To check on re- 
peated admissions for self-poisoning during the 
year after the index admission tnedical records 
of the two general hospitals serving the arca 
(Southampton General and the Royal Hamp- 
shire County, Winchester) were monitored. 
A search was made of general practitioner 
records, including those of patients who had 
moved, and any mention of a repeated admis- 
sion was checked from the hospital concerned. 
The records of the three psychiatric hospitals 
serving the area were monitored, and G.P. 
records were used to obtain data on psychiatric 
treatment during the following year. The records 
of Hampshire Social Service and Probation 
Departments were examined. 

Information about changes in depressive 
mood and social problems was obtained by 
re-interviewing patients. A randomly chosen 
half of E and C groups were re-interviewed four 
months after the index attempt. The remainder 
are being re-interviewed 18 months after it, but 
these data of longer-term social outcome are not 
yet available. The follow-up interviews were 
carried out by three experienced interviewers 








Taste П 
Criteria of outcome and sources of information 
Criterion Period of Source of data 
follow-up 
Repetition of self-poisoning 1 year G.P. and hospital records 
Use of psychiatric and social services 1 year G.P., hospital, social service 
and probation records 

Change in depressive mood 4 months Scores on Beck Depression 

(18 months) Inventory 
Change in social problems 4 months Interview 

(18 months) 
Satisfaction with service 4 months Interview 





(18 months) 
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after a short training period. The interviewers 
had had no connection with the Project and did 
not know what treatment patients had received. 
Out of 200 patients 159 were successfully 
re-interviewed, 78 per cent of the C sample and 
81 per cent of the E sample. Forty-one could not 
be re-interviewed. Three were too ill, 14 
refused, 24 had moved out of the region and/or 
could not be traced. There were no differences 
in age and sex distribution between the inter- 
viewed sample and the missing cases. 


Results 
Service input 

Nearly 90 per cent of E cases had some social 
work help immediately after their overdose, and 
in two-thirds of the cases the contact lasted for 
twelve weeks or less. The mean number of 
interviews per case (including interviews with 
collaterals) was 10. Twenty-two cases (11 per 
cent) had to be re-opened after closing at the 
prearranged time limit, and 34 cases (17 per 
cent) had to be referred on to another agency 
when the case was finally closed. The mean 
number of significant other people contacted 
per case was 1.55, and the mean number of 
social or medical agencies contacted on the 
client's behalf was 2.65 per case. 

Table III shows the number of E, C and T 
cases who were in contact with psychiatric or 
social agencies during the 12 months after the 
index self-poisoning. Significantly more T cases 
were in contact with psychiatric and social 
services (Р « .001). C cases had significantly 
more contact with psychiatric services than did 
E cases (Р « .02). 











ТАВІЕ ПІ 
Contact with psychiatric and social services in year following 
index self-poisoning 
E C T 
N = 200 N = 200 М = 139 

Psychiatric 

services 44 (22%) 65 (38%) 115 (83 %) 
Social services 

department 34(17%) 47 (23%) 63 (45%) 
Probation 13 (6%) 10 (5%) 21 (10%) 
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Satisfaction with service 


Compared with C patients who had the 
routine after-care service, E patients reported 
themselves at the four months follow-up as 
having had significantly more help following 
their self-poisoning. Forty-eight per cent of E 
cases, compared with 15 per cent of C cases, 
said they had had ‘a lot’ of help. In particular, 
E cases reported themselves as having had more 
help with improving their relationships with 
some significant other person (P < .05) and 
with leading a more satisfying social life (P 
< .01). Of those who had received any service, 
half the E patients but only 17 per cent of the 
C patients were ‘very satisfied’ with the service 
received. 


Repetition of self-poisoning 

Repetition can be measured in four ways. 
1. Readmission for self-poisoning to a medical 
ward or to Casualty at the same hospital as the 
original attempt. 2. Documented readmission 
for self-poisoning at any hospital. 3. Repetition 
of self-poisoning known to general practitioners 
including cases not taken to hospital. 4. All 
repetitions reported by patients in interview, 
whether or not they led to medical attention. 
Since we carried out a systematic survey of 
general practitioners’ records we were able to 
compare the results obtained by the first three 
methods. If ‘readmission to the same hospital 
is taken, 95 cases repeated self-poisoning in the 
12 months following the index attempt. Eleven 
cases are added if 'documented hospital re- 
admission' is taken. Thirteen more cases are 
added if all self-poisonings recorded by a 
general practitioner are counted. We decided 
to use method 2, since our primary concern, 
from the public health point of view, was with 
the strain on hospital services imposed by 
repeaters. 

There was no significant difference in repe- 
tition of self-poisoning in the 12 months following 
the index attempt between Experimental and 
Control cases (13.5 per cent vs 14.5 per cent). 
In the T group 50 patients (36 per cent) 
repeated self-poisoning, a significantly greater 
number (P « .001). 

It was likely that the increased repetition rate 
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of the T group could be explained by its 
containing a preponderance of high risk 
patients. This was tested by means of the scale 
developed by Buglass et al (1974) to predict the 
risk of repetition of parasuicide. The scale 
contains six items: previous parasuicide; pre- 
vious in-patient and out-patient psychiatric 
treatment; not living with relatives; problem in 
the use of alcohol; diagnosis of sociopathy. 
Risk category is computed by adding one point 
for each item positively scored. Overall, the 
scale performed approximately as well in 
Southampton as in Edinburgh in predicting 
repetition. If 0 were taken as the cut-off point, 
one-third of the total cases could be ignored at a 
cost of missing 5 per cent of the repeaters. 
Table IV shows that the Experimental service 
did not perform significantly better than the 
routine service for any risk category. However, 
patients in the T group continued to repeat 
significantly more even when their higher level 
of risk was controlled for. 


Change in depressive mood 


After they had recovered consciousness, the 
self-poisoning patients were asked to complete a 
self-rating depression inventory (Beck, 1961). 
A randomly selected 50 per cent of the E and C 
cases were followed up four months later and the 
depression inventory was repeated. 74 E patients 
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scores on the Beck Depression Inventory to PSE 
ratings of psychiatric iliness in the present 
sample. Scores on the BDI are correlated with 
measures of intent to die (Silver et al, 1971), and 
have been shown to correlate well with psychi- 
atrists’ ratings of the severity of illness in about 
two-thirds of a group of depressed patients; in 
the remaining cases agreemerit was poor 
(Bailey and Coppen, 1976). A high score on the 
BDI is therefore not always equivalent to a 
clinical diagnosis of depressive illness, but it can 
be regarded as an indicator of depressed mood 
(Metcalfe and Goldman, 1965). Table V shows 
that the mean BDI scores of both E and C 
groups had fallen to a highly significant extent 
four months after the index self-poisoning. 
There was no difference between E and C 
groups in the amount of change shown. 
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Change in social problems 

A semi-structured questionnaire was de- 
veloped and tested during the pilot stage to 
gather information about patients’ perceived 


Taste V 


Mean Score on Beck depression inventory at time of self- 
poisoning ( T.1) and after four months (T.2) 





E C 
N=74 N72 














and 72 С patients (73 per cent of the follow-up Time | 17.61 19.63 
sample) completed ratings on both occasions. Time 2 11.15 13.49 
The missing patients did not show any signifi- Difference -6.46 -6.14 
cant difference in age, sex or mean depression ns 6.05* 4.84* 
score at time of self-poisoning. : : 
A later paper will show the relationship of * P < .001 
Taste IV 
Repetition of self-poisoning, by predicted risk of repetition (Buglass scale) 
% Repeating 
Buglass E T* All Edinburgh sample 
score N == 200 N = 200 N = 136 N = 536 N = 907 
0 6 6 0 5 5 
1 12 16 18 15 9 
2 19 25 43 27 16 
3 36 15 59 36 27 
4 40 20 4 38 37 
5-6 25 60 67 57 48 





* Buglass score not known for 3 T cases. 
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social problems. Structured information was 
gathered about the nature and extent of the 
problems experienced by patients in various 
life areas. The problem areas were those which 
the method of social work offered to the E 
group (task-centred casework) had most chance 
of influencing, according to the literature. After 
detailed questioning, patients were asked to rate 
the severity of the difficulties they mentioned 
under each heading on a scale ranging from 0 
(no problem) to 4 (very considerable problem), 

During the pilot stage a reliability study was 
carried out on 20 patients who were indepen- 
dently assessed by the two male psychiatrists 
doing the baseline interviews. Reliability was 
90 per cent or better on all but two of the 
problem areas investigated. The exceptions were 
questions relating to perceived problems in the 
domestic roles of housewife and parent, where 
reliability was reduced to 70 per cent. The 
women follow-up interviewers obtained more 
information under these headings, so that 
measures of change were also unreliable. In its 
final version, therefore, the social problem 
questionnaire provided information on five 
areas of social life—personal relations, social 
transitions, social relations, emotional distress 
interfering with coping, and material resources 
—-each rated on a scale of perceived seriousness 
by patients at the time of seli-poisoning and 
four months later. 

Table VI shows how patients’ views of their 
overall social circumstances changed in the 
period following self-poisoning. Although the 
social problems of both E and C groups had 
improved, the improvement was significantly 
greater for E patients. 








Taste VI 
Improvement in social problems four months after self- 
poisoning 
Improved Not improved Total 
E 70 11 81 
C 53 23 76* 


х? = 6.43; dil; P «1.02. 





* 2 C cases not known 
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Discussion 

In considering the results of the trial, ques- 
tions must be asked about how far they can be 
applied to the treatment of self-poisoners in 
general. Our original aim was to exclude from 
the trial only those self-poisoners whom it 
would have been unethical to include, because 
of their urgent need for some other form of 
treatment. In fact, only 43 cases (8 per cent) 
would have been excluded on these grounds. 
However, the trial sample was less representative 
than we had planned for two reasons. First, 
because of the difficulty of contacting the total 
population of casualty attenders for baseline 
assessment, 87 cases were not interviewed. The 
interviewed sample of 539, though represen- 
tative of the total in terms of age distribution 
and marital status, included more women. 
Secondly, an unexpectedly high proportion of 
the interviewed sample had to be excluded on 
administrative grounds: they were already in 
continuing treatment with someone else whom 
they had seen within two weeks. The 139 
excluded cases turned out to be an unexpectedly 
homogeneous group in terms of their high degree 
of psychiatric and social disability. The trial 
sample of 400, therefore, represents relatively 
lower-risk self-poisoners, living in more stable 
conditions and with relatively less personal and 
social pathology. The psychiatric and social 
services appear to be highly successful in 
selecting the most disturbed and disadvantaged 
people for treatment. However, being in 
continuing active treatment at the time of self- 
poisoning is shown in this study to be an un- 
favourable prognostic characteristic (cf. Hankoff, 
1976). 

The second point to consider in assessing the 
results is our choice of outcome criteria. Repeti- 
tion of self-poisoning is an objective criterion, 
relatively easy to establish in a reliable way. 
Trying to assess change in people's subjective 
morale and immediate social circumstances is a 
more difficult undertaking. In gathering in- 
formation about patients’ psychiatric and social 
status we obtained standardized clinical and 
social data which will be reported elsewhere. 
However, in assessing change, we were interes- 
ted in penetrating as far as we could into the 
subjects’ views of their own social situations, 
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rather than imposing meanings on their 
experiences from our vantage point. We have 
therefore been prepared to use as data patients’ 
own statements of how they assess their prob- 
lems, together with changes in their statements, 
both over time and resulting from treatment. 
Since self-poisoning is a willed act carried out by 
a person as a result of his own view of his social 
situation at that time, we believed that his own 
estimation of improvement had more meaning 
than a value judgement by an outside observer. 

These limitations and assumptions borne in 
mind, the results of this study are consistent 
with those of Chowdhury et al (1973) in suggest- 
ing that preventive intervention after self- 
poisoning has no effect on repetition, The 
studies of Greer and Bagley (1971) and Kennedy 
(1972), both of whom suggested that psychiatric 
assessment or treatment had a positive effect, did 
not use an experimental design. Our findings do 
not support the view that psychiatric treatment 
reduces repetition (in fact the opposite could be 
argued). The Canadian trial reporting reduction 
in repetition after three months follow-up is of 
interest in its methods of intervention: ‘mental 
health workers! followed up the experimental 
group very intensively but for a short period— 
daily in week 1, every two days in week 2, 
twice in weeks 3 and 4, thereafter declining. 
However, methodological problems make the 
findings hard to evaluate (Ternansen and 
Bywater, 1975). 

Our Experimental social work service had no 
advantage over the Control (routine) service in 
preventing repetition. However, it was rated as 
more satisfactory and helpful by its consumers. 
After four months, E patients also showed more 
improvement in social problems than did C 
patients. At present our conclusions must be 
that we do not know how to prevent people 
from repeating self-poisoning, but that a planned 
social work service using a task-centred approach 
is more acceptable to patients and can reduce 
some of their most pressing difficulties in a 
relatively economical way. 
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Specific Psychological Deficits in Alcoholism 


By J. CUTTING 


SUMMARY Forty alcoholics and 40 controls were compared on tests 
of frontal lobe functions, abstracting ability, and verbal and picture 
memory. Álcoholics were inferior to controls, and heavy drinkers 
poorer than moderate ones (life-time alcohol consumption) on picture 
memory and a verbal fluency test of frontal lobe functions. Verbal 
memory and abstracting ability were not significantly impaired. 
Although this pattern may indicate that frontal and right temporal 
areas of the brain are particularly vulnerable to the effects of chronic 
alcoholism, the possibility that it may merely reflect general sensitivity 
of the tests to brain damage cannot be ruled out. 


Introduction 


It is now recognized that heavy and pro- 
longed alcohol intake can lead to a deterioration 
of mental functions which, although not 
clinically apparent, can be identified by psycho- 
logical testing (Tarter, 1975; Ron, 1977). The 
factors responsible for this, and the precise 
effects on mental functions, are still in dispute. 
A long history of heavy drinking (Jones and 
Parsons, 1971) and a short period of abstinence 
before testing (Clarke and Haughton, 1975) 
appear to increase the chances that psychological 
deficits will be found. Parker and Noble (1977) 
have even claimed that cognitive impairment 
can be detected in heavy social drinkers. 

Three areas of psychological deficit have been 
emphasized: loss of abstract attitude (Klein- 
knecht and Goldstein, 1972; Page and Linden, 
1974), impairment of frontal lobe functions 
(Tarter, 1975; Ron, 1977), and deficient ability 
to perceive and remember complex non-verbal 
material ( Jones and Parsons, 1972; Clarke and 
Haughton, 1975). Impairment of frontal lobe 
functions has received most attention because 
pathological findings (Courville, 1955) are 
consistent with this and because loss of the 
abstract attitude can be attributed to damage 
in the same area of the brain. The defective 
perception and memory of non-verbal material 
has been relatively neglected in formulations 
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of the topic. The aim of the present study is to 
compare the performance of a group of alco- 
holics with that of controls on tests of abstract 
attitude, frontal lobe functions and non-verbal 
memory, in order to identify the relative 
contributions of each of these deficits. 


Patients and Methods 


Forty alcoholics and 40 controls were selected. 
Each group contained 30 men and 10 women. 
The age range was 40 to 60 years, and the 
mean age and verbal intelligence (Mill Hill 
Vocabulary) of the groups were not significantly 
different (see Table). The alcoholics were all 
under psychiatric care for alcohol dependence 
at the time of testing, and none had a clinical 
diagnosis of Korsakov’s syndrome or alcoholic 
dementia. Thirty-one were consecutive in- 
patients in one hospital, whose ages were within 
the specified range and who had been abstinent 
for more than four weeks since admission; the 
remaining 9 were out-patients, for whom the 
same period of abstinence could be confidently 
accepted. 

There are several ways in which the severity 
of alcoholism can be evaluated. For the present 
purpose this needs to be quantified, and the 
measure chosen was an estimate of total lifetime 
alcohol consumption (Smith et al, 1973; Parker 
and Noble, 1977). In this way the alcoholics 
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TABLE 
Comparisons of means of test result scores in alcoholics and controls 











All subjects Males Females Male alcoholics 
Alc. Cont. Alc. Cont. Alc. Cont. Heavy Moderate 
Number in group 40 40 30 30 10 10 15 15 
Age in years 50 49 50 49 48 50 50 50 
Intelligence (Mill Hill 
Vocabulary) 99 98 99 99 98 93 98 102 
Verbal memory % score 75.5 77.0 73.0 78.5 84.0 73.0 70.5 75.5 
Picture memory % score 
Patterns: 
Hit 68.4* 77.6 64.8* 76.8 79.6 80.0 58.0 71.6 
False positive 20.4 15.2 19.6* 13.2 23.6 21.6 25.6" 13.6 
Total correct 48.0** 62.4 45.2** 63.6 56.0 58.4 32.4** 58.0 
Object pictures: 
Hit 85.6* 92.4 84.4 91.6 90.8 94.8 76.0** 92.8 
False positive 4.0 1.6 4.4 1.6 2.8 2.8 7.6 1.6 
Total correct 81.6* 90.8 80.0* 90.0 88.0 92.0 68.4** 91.2 
Abstract attitude 
Similarities % score 44.6 48.0 43.0 50.0 50.0 42.0 41.8 44.2 
Proverbs % score 58.5 60.0 57.5 61.2 61.5 56.4 57.6 57.4 
Verbal fluency 
Animals/minute 15.1 17.2 15.1 17.4 15.3 16.6 14.0 16.2 
‘S’ words/minute 10.2* 14.1 9.9* 14.4 11.1 13.3 7.0* 12.8 





P (t-test)  0.05*; P < 0.01**. Comparisons between means of adjacent columns. 


were allocated to two equal groups—-‘heavy’ 
and 'moderate' drinkers. As all the women fell 
into the group with the lower consumption 
only male alcoholics were considered in the 
eventual comparison of heavy and moderate 
drinkers. The cut-off point between these 
groups was a lifetime consumption of about 
1,200 litres of pure alcohol (equivalent, for 
example, to moderate social drinking for 20 
years, followed by the consumption of a bottle 
of whisky a day for eight years). Controls were 
obtained from two sources: 21 were patients 
in a neurological ward without brain disease; 
19 were psychiatric out-patients attending for 
personality disorder or neurosis; none gave a 
history of excessive alcohol intake. The selection 
of such abnormal controls can be criticized, but 


it was impracticable to find 40 healthy volun- 
teers who could be matched for age and intelli- 
gence, All subjects were informed that the 
author was investigating 'concentration and 
memory in people with their condition', and 
were invited to participate. 

In addition to obtaining the subjects’ Mill 
Hill Vocabulary score, six tests were carried 
out. Two measured abstract attitude: the simi- 
larities subtest of the Wechsler Adult Intelli- 
gence Scale, and proverb interpretation (answers 
to each of the ten common proverbs were 
marked out of 2). Two assessed frontal lobe 
functions through verbal fluency: number of 
animals named in one minute, and number of 
words beginning with 'S' produced in one 
minute. A yes-no picture-recognition test was 
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designed to study picture memory. Subjects 
viewed 50 pictures on cards, each for three 
seconds; these items were then shuffled with 
50 new pictures (fillers) and the whole set 
re-presented, with the request that subjects 
should report whether they had been shown 
any picture earlier. Half the items and fillers 
were patterns (e.g. photographs of histological 
specimens) and half were of simple objects 
(e.g. elephant). The test was scored by calcu- 
lating hit rate on items, false positive rate on 
fillers and subtracting the latter from the former 
to give a total correct score. The final test, as a 
contrast to non-verbal memory, was a verbal 
learning task: a modified version of the paired- 
associate learning subtest of the Wechsler 
Memory Scale (easy and hard pairs were 
replaced by moderately easy pairs, and the 
ten pairs were presented twice instead of three 
times, giving a maximum score of 20). Statis- 
tical analysis of the results was by means of a 
t-test on each psychological score between each 
of the four pairs of subject groups—all alco- 
holics/controls, male alcoholics/controls, female 
alcoholics/controls, and male heavy/moderate 
drinkers. 
Results 

Significant differences between alcoholics and 
controls were confined to the picture memory 
task and one of the verbal fluency tests (produc- 
tion of words beginning with the letter ‘S’). 
The level of significance was greatest on the 
total correct score for patterns between the 
entire groups and between the male groups. 
‘Heavy’ drinkers were significantly worse than 
‘moderate’ drinkers on the same tests. Verbal 
learning, the two measures of abstract attitude, 
and the other verbal fluency test (production 
of animal names in a minute) did not differen- 
tiate the groups. 


Discussion 

Recognition memory for pictures, particu- 
larly patterns, was deficient in the alcoholics. 
This confirms the findings of several authors 
who included some measure of non-verbal 
perception or memory in their test battery 
(Boeke, 1970; Brewer and Perrett, 1971; 
Clarke and Haughton, 1975). Performance was 
worse in those with a greater lifetime consump- 
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tion of alcohol. This supports the opinions of 
Jones and Parsons (1971) and Smith et al 
(1973). Parker and Noble (1977), however, 
found that the amount drunk in an average 
sitting correlated better with psychological 
deficit than did lifetime consumption, but their 
sample consisted of social drinkers and their 
conclusions may not generalize to alcohol- 
dependent subjects. The ability to interpret 
proverbs or appreciate similarities between 
items was not significantly impaired. If one 
assumes that these tests adequately reflect the 
abstract attitude, then this finding is in conflict 
with the reports of most authors who have 
investigated the topic. Jones and Parsons (1972) 
are an exception. They found that the abstract 
attitude was only impaired if the test involved 
non-verbal skills, and argued that visuo- 
perceptual deficits might be responsible for 
findings which had been attributed by other 
authors to impaired abstracting ability. This 
formulation receives support in the present 
study. The only test on which alcoholics per- 
formed poorly, which did not rely on visuo- 
perceptual or visual memory skills, required 
subjects to produce words beginning with a 
specified letter in limited time. This is regarded 
as a valid test of frontal lobe functions (Perret, 
1974; McFie, 1975) and according to Perret is 
a better measure than the listing of animal 
names. 

It would appear, therefore, that in the present 
sample of alcoholics picture memory and 
frontal lobe functions were each deficient, 
whilst abstracting ability and verbal learning 
remained intact. Jones and Parsons (1972), who 
reached a similar conclusion, discussed the 
implications of the co-existence of these two 
areas of deficit. They considered whether the 
impairment of non-verbal skills could be 
attributed to frontal lobe deficit, and mentioned 
deficient eye scanning movements and failure 
to inhibit temporally and spatially integrated 
behaviour as possible primary defects. It is, 
however, generally recognized that non-verbal 
memory relies on an intact right temporal lobe, 
and it is therefore unlikely, on the basis of the 
present results, that the brain damage respon- 
sible for psychological deterioration in alcoholics 
is situated solely within the frontal lobes. 
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It is more plausible to assume one of two 
hypotheses to account for the prominence of 
these two areas of psychological deficit. Either 
the tests which revealed the deficits are parti- 
cularly sensitive to brain damage and therefore 
the apparent prominence of frontal and right 
temporal damage merely reflects the failure to 
use tests sensitive to damage in other areas of 
the brain; or, these two areas of the brain are 
particularly susceptible to the effects of pro- 
longed alcohol intake. In support of the former 
hypothesis is the finding in the present study 
that alcoholics were poorer than controls on 
other tests, for example verbal memory, 
although this did not reach statistical signifi- 
cance. It could be argued that a verbal learning 
test and a picture recognition memory task are 
not comparable in such sensitivity and that the 
significant disassociation which emerged should 
be attributed to this. The development of 
alcoholic dementia (Horvath, 1975), where 
global intellectual deterioration occurs, also 
suggests that other psychological functions and 
other areas of the brain are not immune from 
the effects of alcohol. In support of the second 
hypothesis is the finding (Cutting, in press) that 
alcoholics resemble patients who have had a 
right temporal lobectomy, more than they do 
left lobectomy patients or dements, in the 
pattern of their memory impairment. Resolu- 
tion of these issues would have important 
clinical implications for the management of 
alcoholism. 
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Recurrent Unipolar Depressions with a 48-hour Cycle: 


Report of a Case 
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SUMMARY Since 1804 there have been twelve case reports of patients 
with mood disorders showing a regular periodicity of 48 hours, eight 
bipolar and four unipolar. This paper describes an additional patient, 
a 57-year-old man with a 48-hour unipolar cycle. Although his 24-hour 
serum cortisol pattern was abnormal, there were few clear-cut bio- 
logical abnormalities. Possible mechanisms are discussed, and 
comparisons made with previous reports of similar patients. 


Affective illness is often a periodic disorder of 
alternate, recurring episodes of abnormal mood. 
Most commonly, the intervals between occur- 
rences are of irregular lengths and of a magni- 
tude measurable in months or years. Rarely, 
however, a patient shows a regular periodicity 
of 48 hours, with mood phases alternating 
every 24 hours. Twelve such cases have been 
reported, the first as early as 1804, with 8 of a 
bipolar type (one day manic—one day 
depressed), and four of a unipolar type (one day 
depressed—one day euthymic) (Bunney et al, 
1965). This paper will describe an additional 
patient with a 48-hour unipolar cycle; his 
treatment is described elsewhere (Gelenberg, 
1978). 


History 

Present illness 

Mr S. G. was a married, white businessman 
who first came to psychiatric attention at age 57. 
He had had no emotional complaints or 
symptoms and no psychiatric contact up to the 
age of 56, at which time he suffered a sudden 
onset of depressive episodes which lasted exactly 
24 hours and alternated with 24 hours of 
normal mood. The depressed days (‘bad days’) 
were marked by feelings of sadness, hopeless- 
ness, worthlessness, and inadequacy. On those 
days he had little energy, no inclination to work 
or play, few interests, and no sense of enjoyment 
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or pleasure. Anxious and worried, Mr G. had 
difficulty concentrating, could not make deci- 
cions, and was forgetful. Frequently he ‘wished 
he were dead’, but was nonetheless able to 
recognize that he was in a state of depression and 
to maintain an intellectual awareness that the 
next day would be better. 


The following day would always be a ‘good 
day’ and the patient would awaken with a ‘new 
lease on life’, Energetic, happy, and productive, 
he would do ‘two days’ worth of business in one 
day’. In contrast to the preceding day, his sense 
of humour returned, his appetite was good, and 
he slept soundly. While he was passive and 
apathetic on ‘low’ days, his ‘good days’ found 
him assertive at home and at work. At no time 
through his illness were symptoms of elation, 
excitement, or overactivity present. 


From the beginning of this illness, there was 
no change in the 48-hour periodicity of the 
cycles. The patient and his wife could plan 
social engagements months in advance by 
calculating what his mood would be on a 
particular day. The intensity of depressions, 
however, would fluctuate. 

About one year after the onset of his illness, 
S.G. first consulted a psychiatrist. Isocarboxazid 
30 mg daily was administered for one month, 
without improvement, and Mr G. was then 
referred to one of us (G.L.K.). Amitriptyline 
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was prescribed with doses raised gradually to 
200 mg daily, and a gradual amelioration of the 
depressive symptoms occurred over several 
months. Yet while the amplitude of depression 
was diminished the alternate-day cycles per- 
sisted. Because of anticholinergic side-effects, the 
patient discontinued amitriptyline on his own 
and symptoms returned to previous levels. He 
was then lest to follow-up for about two years, 
at which time the continuation of his illness 
drove him to seek psychiatric attention again. 
Approximately four years after the beginning of 
his illness, he was hospitalized on a metabolic- 
research unit for further evaluation. 


Past history 


S.G. was a first child, product of a normal 
pregnancy and delivery. Development was 
normal and there were no serious childhood 
illnesses. As a child he was a nail-biter, but he 
showed no other 'nervous' traits or neurotic 
symptoms. Academic and social performance 
were good, and he completed a baccalaureate 
degree. At the age of 27, Mr G. was hospitalized 
for two years for treatment of pulmonary 
tuberculosis. 


Marriage 


The patient did not marry until age 42. His 
wife, several years younger, was a registered 
nurse. Mr G. was the more retiring of the two, 
while Mrs G. displayed a maternal and protec- 
tive attitude towards him. She was particularly 
attentive to him at times when he was feeling 
depressed. The couple elected to have no 
children. 


Family history 


The patient's father was a businessman, 
subject to fits of temper. S.G. was closer to his 
mother, whom he described as quiet. He had 
three younger brothers, all apparently psychi- 
atrically normal; there was no family history of 
mental illness. Medical illnesses in first-degree 
relatives included coronary artery disease, 
hypertension, diabetes mellitus, rheumatoid 
arthritis, bronchial asthma and cancer. 
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Evaluation and Testing 
Medical 


A general physical examination was normal, 
except for an inguinal hernia. Neurological 
examination revealed only a slight facial 
asymmetry and high myopia. Routine blood 
count and chemistries, urinalysis, and standard 
cerebrospinal fluid studies were within normal 
limits. Chest X-rays showed evidence of old 
tuberculosis, while skull X-rays with polytomes 
displayed some erosion of the sella turcica of 
uncertain significance. His electroencephalo- 
gram and technecium brain scan were normal. 
An electrocardiogram recorded an incomplete 
right bundle branch block. Daily body weights 
and urine output were stable and did not 
fluctuate from day to day. 


Psychiatric and psychological 

The patient presented himself as а соп- 
servatively and neatly attired gentleman, appear- 
ing his stated age. On depressed days he looked 
depressed and worried, tense and preoccupied. 
He would be discouraged, apathetic, and 
withdrawn, ruminating on pessimistic and self- 
deprecating themes. At all times, his thinking 
was logical and goal-directed, without hallu- 
cinations or delusions, and he was orientated 
with intact memory and above-average intelli- 
gence. On non-depressed days he was pleasant 
and outgoing, optimistic and energetic, al- 
though his interpersonal style was always 
reserved. 

Cortical function psychological testing on a 
normal day revealed superior verbal ability and 
average non-verbal, with a 21-point difference 
on the Wechsler Adult Intelligence Scale. His 
general ability was ‘bright-normal’, A Hunt 
Minnesota test showed greater difficulty with 
material presented visually than auditorily. 
Re-administration of the same psychological 
tests on a depressed day produced identical 
results. 


Rating scales 

'The patient filled out a symptom check-list 
(SCL-90) and Zung Self-Rating Depression 
Scale every morning and evening during his 
hospitalization. A Hamilton Depression Scale 
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and a Clinical Global Index were administered 
by a psychiatrist every evening (Fig 1). The 
four scales varied together and clearly showed 
the alternate-day cycle. On a subsequent week 
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out of hospital, the patient and his wife each 
independently completed a Zung Scale daily 
(Fig 2). Their ratings were quite similar and 
comparable to those in hospital. 


Endocrine 


Radioactive iodine uptake was 13 per cent in 
24 hours. This slightly low value was attributed 
to his excretion of 500 mg of urinary iodine in 
24 hours, the reason for which remained 
unclear. 

Thyrotropin releasing hormone was injected 
intravenously on three successive days: 
depressed-normal-depressed. Thyroid Stimu- 
lating Hormone response was normal on the 
first and second day, but the rise was blunted on 
the third day. A tentative explanation was that 
the increased serum T3 and T4 from the earlier 
two tests produced a negative feedback response. 

Plasma cortisol levels on two successive days, 
one with the patient depressed and one euthy- 
mic, were within normal limits of diurnal 
variation. 

Independent assays of serum cortisol were 
conducted by Drs Edward J. Sachar and 
Howard Roffwarg. Serum aliquots were drawn 
every twenty minutes for 72 hours, encompassing 
a ‘bad day'-'good day'-'bad day’ cycle. With 
the disruption on his normal routine caused by 
leaving home for several days, he was less 
depressed than usual on the two ‘bad days’. 
Total 24-hours secretion was normal and 
essentially the same for each of the three days. 
The number of major secretory episodes per day 
was also normal, approximately seven, and the 
peak cortisol values were normal. 

The shape of the 24-hour cortisol pattern, 
however, was abnormal on all three days. 
Although the patient did show a six- to seven- 
hour period of ‘turnoff’ on each day, instead of 
beginning four hours before sleep, as is usual the 
‘turnoff’ began nine to ten hours before sleep. 
Secretion turned on again in the evening. In 
addition, while the low-point for cortisol 
during the ‘good’ day was normal (below 1 mcg 
per cent), on the ‘bad’ days it fell only slightly 
below 2 mcg per cent at only one point. The 
major surges in cortisol secretion, on the other 
hand, did occur at a ‘normal’ time—between 
5 and 9 hours after going to sleep on each of the 
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three bad days. The abnormal turnoff time 
was most abnormal on the worse of the two bad 
days. 


Sleep studies 

The patient spent eight nights in the sleep 
laboratory—four consecutive nights in one week 
and four consecutive nights the following week. 
All-night polygraphic sleep recording, including 
EEG, EMG, and eye movements, were obtained. 
The overall pattern, considering the eight 
nights together, consisted of slightly over five 
hours of sleep per night, and six to eight 
awakenings, This pattern was present on ‘good’ 
as well as ‘bad’ nights. 

On ‘depressed’ nights (those following a 
depressed day) sleep tended to be more dis- 
turbed and shorter, with less total sleep time, 
more waking time, a greater number of 
awakenings, shorter REM latency, and slightly 
less REM time. These differences did not reach 
statistical significance with only four nights in 
each condition. 


Discussion 
Previous cases 
In 1965, Bunney and Hartmann reported a 
patient with 48-hour manic-depressive cycles 
(Bunney et al, 1965; Bunney «et al, 1965b). At 
that time they reviewed the French, German, 
Italian, and English literature and reported a 
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total of 10 previously described cases. Jenner 
and associates (Jenner et al, 1968) later des- 
cribed a twelfth patient. These cases are 
summarized in Table I. Ages of onset of the 
48-hour cycles have varied from the 3rd to the 
7th decade, and there were seven males, four 
females, and one case with sex unspecified. 
Eight of the cases were clearly bipolar, with 24 
hours of elation alternating with 24 hours of 
depression. The four other cases were probably 
unipolar, depression alternating with euthymia. 
The patient described in this paper represents, 
to the best of our knowledge, a thirteenth case 
of affective illness with 48-hour periodicity. Of 
these cases, he is the fifth of unipolar type. 


Other psychiatric and medical disorders have 
also displayed 48-hour periodicity. Some cases, 
although not labelled manic-depressive, may in 
fact have represented a disturbance of mood. 
Von Stockert (1958), for example, described a 
patient who would be stuporose for 29 hours, 
then hyperactive for 19 hours. Although 
Von Stockert labelled this case ‘catatonic’, 
there are many similarities to cases of 48-hour 
affective cycles; in fact, catatonia may often bea 
manifestation of a mood disorder (Gelenberg, 
1976). Richter (1960) апа  Menninger- 
Lerchenthal (1960) reviewed other cases of 
48-hour cycles manifesting different types of 
physical and mental symptoms. 


TABLE I 
Summary of 48-hour patients 











Case Age at Age at onset Sex Year of Bipolar or Investigator 
no. report report unipolar 
1 58 55 м 1961 B-P Delay et al 
2 48 33 M 1804 B-P Domling 
3 ? ? ? 1878 B-P Mueller 
4 47 ‘Number of years’ M 1900 ?U-P Ferrarini 
5 ? 63 M 1901 B-P Schreiber 
6 60 60 F 1938 ?U-P Richter 
7 67 ?37 M 1921 B-P Starobinski 
8 40 25 M 1928 B-P Wiesel 
9 64 32 F 1930 U-P Pfanner 
10 57 57 F 1938 ?U-P Richter 
11 43 41 F 1965 B-P Bunney & Hartmann* 
12 56 44 M 1967 B-P Jenner et alt 
13 60 57 M 1977 U-P Gelenberg et al 





Cases | to 10 are referenced in Bunney and Hartmann. 
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Fluid and electrolyte studies 


Jenner et al (1968), describing a 56-year-old 
man with a bipolar 48-hour period, reported 
extracellular fluid volume changes amounting 
to about 2 litres each cycle. They also reported 
regular alternations in body weight, serum 
sodium, and an increased urine output during 
the later afternoon of a ‘manic’ day. Von- 
Stockert’s patient showed similar changes, 
with water and. sodium retention during his 
hyperactive phase. Our patient, a male of 
comparable age with unipolar cycles, showed no 
differences in serum sodium, body weight, or 
urine volume between depressed and non- 
depressed days. 


Light-dependency 


In a later communication, the Jenner group 
(Jenner et al, 1968b) stated that by artificially 
changing the patient’s light-dark environment 
to simulate 22-hour days, they were able to 
change his cycle period from 48 to 44 hours. 
This fascinating intervention was never per- 
formed with our patient, but we did note that 
changes in environment altered the amplitude, 
although not the length of his cycles, 


Corticosteroid studies 


The serum cortisol data are similarly per- 
plexing. In Bunney and Hartmann's (1965a, 
1965b) description of a 43-year-old woman 
with a 48-hour bipolar cycle, they reported 
regular changes in urinary 17-hydroxycortio- 
steroids (17-OHCS), with decreased output on 
manic days and increased on depressed days. 
They noted a correlation between 17-OHCS 
and denial of illness, noting that 17-OHCS is 
low when manic denial is high, but rises when 
denial breaks down and the patient becomes 
depressed. Sachar et al (1973) analysed plasma 
cortisol every twenty minutes for twenty-four 
hours in six psychotically depressed patients and 
eight normal controls. Similar to the Bunney 
and Hartmann findings, the Sachar group 
found that the depressives, during their iliness, 
secreted substantially more cortisol; their 
patients also had an increased number of 
secretory episodes, more minutes of active 
secretion, and relatively high secretory levels 
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during late evening and early morning, when 
normally secretion is minimal. Successful treat- 
ment of the depression normalized secretory 
patterns. Similarly, Carroll (1976) found. ele- 
vated free cortisol secretion in urine, high CSF 
cortisol, and failure of the normal suppression- 
response to dexamethasone in patients with 
primary depressive illness during their depressed 
phases. By contrast, psychotic schizophrenic 
patients with secondary depressive symptoma- 
tology did not show these changes, 

Mr G. did not show increased corticosteroid 
excretion, either during normal or ‘bad’ days. 
He did, however, show an altered pattern of 
secretion and slightly — higher-than-normal 
plasma cortisol concentration during the turn- 
off period of his ‘bad days’. The meaning of this 


is not clear. 


Sleep studies 


Results of sleep studies are likewise in- 
conclusive. The pattern of Mr G.’s depressed 
nights was consistent with changes seen in 
patients undergoing generalized stress or dis- 
comfort. Reduced REM latency and disturbed 
sleep have been related to stress or ‘defensive 
strain’ in several studies (Hartmann et al, 1976; 
Greenberg et al, 1976). S.G.s sleep pattern 
resembled changes reported in unipolar de- 
pressed patients, including nocturnal awakenings 
and early morning awakenings without diffi- 
culty falling asleep. Severe insomnia in unipolar 
depressed patients, however, shows diminished 
time in stages 3 and 4 sleep (Mendels et al, 
1971)—stages which were relatively normal in 
our patient. 


Possible regulatory mechanisms 

Much has been written concerning the bio- 
rhythms of the body, so-called ‘biological 
clocks’, and their relevance to medical and 
psychiatric illness. Richter et al (1960) have 
speculated that the body possesses many regular 
biological rhythms of different period-lengths. 
Under circumstances of normal healthy func- 
tioning, most of these rhythms are not readily 
apparent; however, in certain illnesses or 
abnormal circumstances, the regular cycles 
become manifest, Furthermore, Richter stated 
that the 48-hour cycle, with alternating 24-hour 
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phases, is a normal biological rhythm which can 
become manifest in certain disease states. 
Reviewing 108 psychiatric patients with regular 
cycles of length under one week, he found that 
78 (72 per cent) showed 48-hour periods. Many 
of these patients had suffered head injuries, or 
‘illnesses with high fever, great stress in one 
form or another'. They also showed a variety of 
cyclic autonomic disturbances, including pulse 
rate, sleep, blood chemistry, appetite, and 
thirst; this led Richter to conclude that the 
clocks involved may be located in the hypo- 
thamlamus which controls these autonomic 
functions. 


Similarly, Durrell (1967), discussing psycho- 
endocrine mechanisms relating to biological 
rhythms in psychiatry, reviewed the literature 
regarding patients with 48-hour cycles. He 
found these patients to be mostly of a manic- 
depressive type. He had difficulty localizing the 
48-hour clock, but speculated that it must be 
within the central nervous system. 


Webb and Agnew (1974) demonstrated that 
normal subjects freed from regular day-night 
light-dark stimulation showed an innate cir- 
cadian rhythm, varying among individuals, but 
with periods averaging slightly over 24 hours. 
Similarly, Miles et al (1977) reported the case 
of a blind man with a severe, cyclic sleep-wake 
disorder traced to an innate circadian rhythm 
of 24.9 hours (insignificantly distinguished from 
the period of the lunar day, 24.84 hours). These 
data suggest that each individual possesses an 
innate circadian rhythm, yet one that for most 
sighted individuals is modifiable by light and 
usually synchronized to the 24-hour solar дау, 
The modifiability of this innate rhythm is 
demonstrated by Jenner’s altering his patient's 
cycle length through artificial control of the 
light-dark cycle. 


Axelrod (1974) has hypothesized a light- 
sensitive response in the suprachiasmatic nucleus 
of the hypothalamus, which in turn affects 
pineal melatonin and the circadian cycle, an 
area of considerable recent research interest 
(The Pineal, 1974). Other theories which have 
been advanced include the existence of geo- 
physical sensors within the body which register 
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cosmic radiation, gravitational, electric, and 
magnetic fields and thereby influence diurnal 
rhythms (Hopewood et al, 1976). 


Understanding this Case 


Having reviewed similar cases in the literature 
and speculations concerning biological rhythms, 
we turn back to the enigmatic case of Mr G. 
Unfortunately, we were able to find no clear 
biological marker which would help to explain 
the mechanism of Mr G.’s cycles. Similar cases 
which have been studied biologically, i.e. Jenner 
et арз and Bunney and Hartmann's, showed 
biochemical rhythm changes which did not exist 
in our patient. Is this discrepancy due to the 
differences between bipolar and unipolar 
patients, did Mr G. have a milder form of 
affective illness, or may his disorder have been 
of a fundamentally different type? There is some 
support in our data for the middle hypothesis, 
since even on his worst days his depression was 
only moderate and during the three days on 
which his serum cortisol was measured, his 
depression was relatively mild. 


The influence of psychosocial variables in 
S.G.s psychopathology also, cannot Бе 
discounted. Neurotic elements were evident in 
his own personality patterns, as well as in his 
interaction with his wife. There were certainly 
elements of ‘secondary gain’ for his illness in 
terms of attention and nurturing from Mrs G. 
Still, it would be hard to explain the significance 
of the 48-hour cycle on psychological or inter- 
personal mechanisms alone. Moreover, results of 
double-blind pharmacological therapy, to be 
reported in a future communication, support a 
biological explanation-—at least for the periodi- 
city, if not for the content of his depression. 


In summary, this is the case of a 57-year-old 
man with 48-hour unipolar affective cycles, with 
biological findings which tease but do not 
satisfy. Is this an ordinary mid-life, neurotic 
depression which was coupled by some unknown 
mechanism to an endogenous biological clock ? 
Definitive answers must await further explica- 
tion of both the normal and abnormal in 
human bio-behavioural phases. 
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Age Disorientation in Schizophrenia: 
A Constant Prevalence of 25 per cent in a Chronic 
Mental Hospital Population ? 
By M. STEVENS, T. J. CROW, M. J. BOWMAN and E. C. COLES 


SUMMARY The prevalence of age disorientation was estimated in 
the population of patients with a diagnosis of schizophrenia in a large 
mental hospital. Of these 357 patients 25 per cent demonstrated age 
disorientation, defined as a five-year discrepancy between true and 
subjective age, and 11 per cent of the population believed themselves 
to be within five years of the age they were at admission, although they 
were a mean 28.9 years older. Age-disorientated patients differed from 
the age-orientated in being significantly older. However, when age- 
matched, they were younger at first admission and had a longer 
duration of stay than patients with a diagnosis of schizophrenia 
without age-disorientation. Age-disorientation may thus be a feature 


of a type of schizophrenic illness of early onset and poor prognosis. 


Introduction 


In a recent investigation (Crow and Mitchell, 
1975) it was found that a substantial number of 
patients with chronic schizophrenia had a 
disordered concept of their own age. There are 
previous reports of this anomaly, e.g. Lanzkron 
and Wolfson (1958) described what is evidently 
the same phenomenon as a 'perceptual distor- 
tion of temporal orientation’ in 50 chronic 
schizophrenic patients, while Dahl (1958) 
replicated the finding in a population of 500 
institutionalized patients and claimed that this 
‘singular distortion of temporal orientation’ 
occurred only in schizophrenia. Ehrenteil and 
Jenney (1960) found that a number of hos- 
pitalized schizophrenic patients gave ages 
younger than their true age and asked: ‘Does 
time stand still for some psychotics?’ but could 
find no specific study of this phenomenon in the 
literature. Michelson (1968), also apparently 
unaware of earlier reports, described systematic 
errors made by 62 patients in estimating their 
ages over a six-year period. 
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The findings of these earlier studies, together 
with those of Crow and Mitchell (1975) and the 
more recent replication of this study by Smith 
and Oswald (1976) on a New York hospital 
population are collected in Table I. 

These studies have used different selection 
criteria, but have included populations of 
patients of approximately comparable mean 
ages and durations of hospital stay. With the 
exception of Michelson (1968) all investigators 
have noted that subjective age tends to be 
related to age at admission. Michelson stated 
that none of his 62 patients showed a chrono- 
logical correlation between subjective age and 
onset of the illness, but did not give his criteria 
for assessing such a relationship. 

From these studies, it appeared that age 
disorientation may occur frequently in a 
chronic mental hospital population and the 
present study was undertaken to determine the 
prevalence of age disorientation in a defined 
population of hospital in-patients with a 
diagnosis of schizophrenia. In view of the 


M. STEVENS, T. J. CROW, M. J: BOWMAN AND E, C. COLES 131 





























Taste I 
Duration 
Study and No. of Description of patients Age of stay 
year patients (all are hospitalized) (yrs): (yrs) Subjective age 

Lanzkron 50 Male schizophrenics selected 45—54 22-32 АН 50 patients gave ages close to 

and for age disorientation (with- their age at admission (mean 

Wolfson out details of the population subjective age = age at admission 

(1958) from which they were + 7months) 

selected) 

Dahl 382 Female schizophrenics Not stated Not stated 52 patients were found to show age 

(1958) disorientation while being able to 
answer other simple questions 
correctly, These patients had a 
mean discrepancy of 13.5 years 
between true and subjective age. 
Their mean subjective age was 5.2 
years older than mean age at onset 
of illness 

118 Міхеа diagnosis Not stated Not stated Мо non-schizophrenic patient 

showed age disorientation 

Ehrenteil 30 ‘Regressed’ schizophrenics 30 9 patients were mute but a further 9 

and Jenney gave ages younger than their true 

(1960) age, 7 giving ages approximating to 
age at onset 

10 Dementia paralytica 59-72 30 5 patients were ‘inaccessible’, 3 
gave a correct age and 2 were age 
disorientated (1 patient giving an 
age of 48,000 and 1 an age close to 
that at onset) 
10 Epileptics with psychosis 16-24 Опе patient showed аве dis- 

orientation 

Michelson 62 Male schizophrenics exa- Not stated Not stated 36 patients gave ages younger than 

(1968) mined over a 6-year period their true age (discrepancy not 
stated); 6 gave ages older than 
true age 

Stóffler 2 Female schizophrenics 54 --67 35 + 36 Both experienced a standing still of 

(1973) time 

Crow and 235 Male schizophrenics 54 19 60 patients (27 % of the sample who 

Mitchell (mean) (mean) replied) gave ages more than 5 

(1975) years less than their true age; 26 of 
these patients (12% of the sample) 
gave ages within 5 years of age at 
admission 

Smith and 144 Short-term and long-term 49 15 39 patients (2825 of the sample who 

Oswald patients, mostly schizo- (mean) (mean) replied) gave ages more than 5 

(1976) phrenics years less than true age; 12 (99%) 


were close to their age at admission 
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suggestion of Lanzkron and Wolfson (1958) that 
age disorientation may be an indicator of poor 
prognosis, age disorientated patients were 
compared with the remaining patients in the 
population from which they had been selected 
(i.e. the age-orientated) in respect of their age at 
admission, duration of hospital stay and present 
age. 
Methods 

The investigation was conducted in Shenley 
Hospital, a mental hospital of 1,700 beds, 
which serves an area of north-west London. It 
was opened in 1934, and probably includes 
most of those patients from a population of 
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550,000 who have required long-term hospital 
care since that date. 


Subjects 

There were 205 males and 152 females all of 
whom had received a hospital diagnosis of 
schizophrenia. No attempt was made to apply 
more rigorous diagnostic criteria, but cases 
where other diagnoses had been seriously 
considered were excluded. Cases where there 
was also a history of epilepsy, diabetes, head 
injury or subnormality were excluded. All 
subjects had a present admission exceeding 
5 years. The casenotes were inspected for date 
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Fre 1.— Distribution of subjective age (in years) in relation to true age in a total of 307 patients. 
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of birth and the dates of first and current 
adrnissions. 


Interview 

In a standard interview, the patient was 
asked specific questions relating to age, date of 
birth, present year, duration of present stay, year 
admitted and age on current admission. Those 
whose subjective age was more than 5 years 
greater or less than their actual age were given 
dates to help them calculate the real age and 
then asked a second time for their age. This 
procedure was repeated if they still gave a 
mistaken answer. 


Data organization 


The findings were analyzed by classifying 
patients according to the correctness of their 
subjective age into the following groups: 

(1) to within I year 

(2) to within 5 years 
those 


(3) outside the 5-year range (а) 
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(4) those who for the following reasons gave 
no analyzable reply: (a) muteness, (b) 
refusal, (c) constantly saying ‘don’t know’, and 
(d) incoherency, i.e. would give an irrelevant 
answer. 


Results 
G) The prevalence of age disorientation 

Of the 307 patients responding to a request to 
give their age, 141 (46 per cent) gave a reply 
correct to within 1 year (Fig 1), while 77 (25 per 
cent) gave an age more than 5 years younger 
and 8 (3 per cent) more than 5 years older than 
their true age. 

Fifty patients (14 per cent of the total sample 
of 357 patients) gave no definite reply and the 
reasons for this failure include refusal (16 
patients), incoherence (12) and mutism (11), 
while 11 patients replied that they did not know. 


(ii) Subjective age and age at onset 

In the population of 77 patients whose 
subjective age was 5 years or more younger 
than their true age (the age-disorientated), the 
relationship between subjective age and age 
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Fic 2.— Subjective age in 77 age-disorientated patients in relation to age on (1) first admission and (ii) current admission. 
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either at current or at first admission was 
examined. (In 61 per cent of cases current and 
first admissions were the same and in 90 per cent 
of cases the current admission began within 
5 years of first admission.) In either case, there 
were 35 patients whose subjective age was 
within 5 years of their age at first or current 
admission, These data are presented with 
respect to current admission (as presented, 
e.g. by Crow and Mitchell, 1975) and with 
respect to first admission, in Fig 2. In both cases, 
there is a well-marked association between 
subjective age and age at admission. It can also 
be seen that there are a number of patients who 
estimate their ages as younger than even their 
first admission. 


AGE DISORIENTATION IN SCHIZOPHRENIA 


(10) Age disorientation, age of onset and duration of 
hospital stay 

A comparison of the age-disorientated and 
age-orientated groups with respect to present 
age, age at present and first admission, duration 
of current admission and time from first 
admission (Table II) reveals that the age- 
disorientated are somewhat older than the age- 
orientated, but were admitted at a younger age 
and have been in hospital longer. These vari- 
ables are obviously inter-related and the 
apparently higher age of the age-disorientated 
may result, in part at least, from our use of a 
definition of age disorientation as a discrepancy 
of 5 or more years between true and subjective 
age. Thus, although we included in our study 
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Variables Age-orientated Age-disorientated Level of 
М = 222 N=77 significance 
Range Mean SD Range Mean SD t p 
Present age 25-94 54.9 131 25-88 591 12.8 2.0 «0.05 
Duration of current admission р 5-45 22 2 1 1.0 75-45 — 29.6 9.7 5.2 i « 0.001 
Duration from first admission 5-53 25.3 о 4 7-49 31.6 9 a 4.7 <0.001 
Age on present admission 18-85 33.6 10.5 Е 14-84 28.9 9.5 3.4 «0.001 
Age on first admission 16-78 30.9 88 15-77 272 98 31 «0.0 
Taste ITI 
Comparison of the two groups after matching for age and previous physical treatment 
| Agesorientated Е АЕ овоа Б Level of 
Variables N = 77 N = 77 significance 
І Range Mean SD Range E Mean SD t p 
Present age x 26-88 59.1 “12 5 25-88 — р 59.1 12.8 0 01 NS 
Duration of present admission 5-50 23.7 10.9 545 29.6 9.7 83.5 <.001 
Duration from first admission 5-50 26.9 Ў 10. 5 7-49 31 8 9.7 3.0 <.01 
Age on present admission 18-78 34.8 К .5 : 14-84 289 9,5 3.5. « 001 
Age оп first admission 20-80 32.6  1l1 15-77 272 95 32 <02 
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only those patients who had been in hospital for 
5 years or more, in some cases the age dis- 
crepancy will have come to exceed 5 years only 
at some later date. In this way, an excess of 
older patients may have been included in the 
age-disorientated sample. For this reason, a 
group of age-orientated patients were age- 
matched with the group of age-disorientated 
and were also matched on history of ECT, 
insulin coma and leucotomy to allow for the 
possibility that one or more of these treatments 
could have been associated with illnesses of 
particularly poor prognosis, or conceivably 
might have prolonged hospital stay. А com- 
parison of these age and treatment-matched 
groups (Table III) reveals that when these 
factors are taken into account, the age-dis- 
orientated were younger than the control group 
both at first and at current admission and have a 
longer duration of hospital stay. 


Within the age-orientated population, female 
patients had a mean age of 58.8 + 12.1 (SD) 
years and males a mean age of 54.6 + 12.8 
years (p < 0.01). Within the age-disorientated 
population, the mean age of the females was 
65.9 + 7.8 (SD) years and of males 55.8 + 
14.2 years (p «0.001). There were no signifi- 
cant sex differences in age on present or first 
admission. 


Discussion 


The phenomenon we have termed age 
disorientation appears to be a replicable finding 
in a sub-group of patients with chronic schizo- 
phrenic illnesses. Defined in different ways, it 
has been reported by several authors (Table I). 


These several studies are agreed in finding 
that, within the population of patients with 
chronic schizophrenia, there is a sub-group 
whose subjective age is systematically less than 
their true age. Here, we have used the opera- 
tional definition of age-disorientation of Crow 
and Mitchell (1975), also adopted by Smith and 
Oswald (1976), of a 5-year discrepancy between 
true and subjective age. For some purposes (e.g. 
particularly with younger patients) this criterion 
may be too lenient, but it ensures comparability 
between the present and the two most recent 
studies. 
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There is a continuum of subjective age in 
relation to true age in the patient population 
(Fig 1). The number of patients over-estimating 
their true age (8—2.6 per cent of the total 
population) is small by comparison with the 
number (77—25 per cent) who underestimate it. 
This is in agreement with previous studies 
(Table I). Within the population of age- 
disorientated patients, there are a substantial 
number (35—approximately 11 per cent of the 
original population) who estimate their true age 
to be within 5 years of their age at admission, 
although this is a mean 28.9 years earlier. This 
phenomenon was first noted by Lanzkron and 
Wolfson (1958). In the present study, we found 
in many cases a close relationship of subjective 
age to age either at the current or first admission 
(Fig 2). Ten patients estimated their age to be 
more than 5 years younger than their age at 
first admission. It is possible that the onset of the 
psychosis in some of these cases preceded the 
first admission by several years, but it appears 
likely that some patients believe themselves to be 
actually younger than they were at the onset of 
the illness. 

In those three studies (Crow and Mitchell, 
1975; Smith and Oswald, 1976 and the present 
study) in which standard criteria have been 
adopted and where it is possible to estimate the 
size of the age-disorientated population in 
relation to the larger population of long-stay 
patients with a diagnosis of schizophrenia, 
remarkably similar figures are found. In the 
present study, 25 per cent were age-disorientated 
and 10 per cent had a subjective age within 
5 years of their age at admission, while these 
figures were 27 per cent and 12 per cent in the 
study of Crow and Mitchell, and 28 per cent and 
9 per cent in that of Smith and Oswald. The 
patients studied by Crow and Mitchell were 
drawn from four long-stay male wards in four 
Scottish mental hospitals and those of Smith and 
Oswald were a random, mixed sex sample of a 
New York hospital population, whilst the 
present sample includes all those with a diag- 
nosis of schizophrenia in the long-stay popula- 
tion of one mental hospital. Thus, age 
disorientation may be a rather stable feature of 
long-stay populations with a diagnosis of 
schizophrenia. 
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We found significant differences between age- 
disorientated and age-orientated patients in 
present age, age at first and present admission, 
duration of present admission and time from 
first admission. The age-disorientated were 
older, had been younger on both first and 
current admission, had a longer history, as 
indicated by time from first admission, and had 
a longer current admission (Table II). 

As previously noted, the apparently higher 
age of the age-disorientated may result at least 
partly from the fact that age disorientation is 
defined as a discrepancy of 5 or more years 
between the true and subjective ages and this in 
turn may account for the longer duration of 
hospital stay. However, when the age-dis- 
orientated are compared with an age-matched 
group of age-orientated patients, it is clear that 
they became ill at a younger age. It seems 
possible either that the type of schizophrenic 
illness which progresses to age-disorientation has 
an early age of onset, or that an early onset 
predisposes to the development of age dis- 
orientation and its associated features. Studies at 
an earlier stage of the disease are needed to 
throw light on these possibilities. 
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Age Disorientation in Chronic Schizophrenia 
The Nature of the Cognitive Deficit 


T. J. CROW and M. STEVENS 


SUMMARY In an interview survey of temporal orientation in chronic 
schizophrenia, patients with age disorientation (n — 77) were much 
less likely than patients without age disorientation (n = 222) to be able 
to give correct answers to simple questions about dates and the passage 
of time (e.g. their date of birth, the present year and the duration of 
their hospital stay). The age disorientated systematically under- 
estimate the present year and their duration of hospital stay; in in- 
dividual patients the errors they make are consistent with their concept 
of their own age. ‘Time stands still’ for these patients. 


However, there are patients in whom an incorrect appreciation of 
their own age co-exists with correct awareness of the present year. 
Between these patients and those for whom subjective time stands 
still, there appears to be a continuum of increasing temporal dis- 
orientation. This dimension may be a clinical correlate of intellectual 


impairment. 


Introduction 


A recent study (Stevens, Crow, Bowman and 
Coles, 1978) has established the prevalence of 
age disorientation, defined as a five-year 
discrepancy between true and subjective age, as 
approximately 25 per cent in the population of 
long-stay patients with a hospital diagnosis of 
schizophrenia. The present investigation was 
designed to elucidate the meaning of this 
singular psychopathological feature. It might be 
that age disorientation is an isolated delusion 
relating specifically to the patient's concept of 
his own age. In this case it would be expected 
that the patient's appreciation of other aspects 
of the passage of time would be intact, and 
there would be an inconsistency between this 
awareness and his answers to questions about his 
age. On the other hand it might be, as Ehrenteil 
and Jenney (1960) have expressed it, that *time 
stands still’ for some psychotic patients. This 
latter view implies that age disorientation is but 
one element in a wider disturbance of temporal 
orientation. 

Previous studies have provided little inform- 
ation on the other capacities of age-disorien- 
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tated patients. Lanzkron and Wolfson (1958) 
found that of 50 age-disorientated patients 
35 (70 per cent) were able to give their date of 
birth, and only 18 (36 per cent) the present 
year. Dahl (1958), in a survey of chronic 
psychiatric patients of mixed diagnosis, found 
that only schizophrenic patients were age- 
disorientated, and some of these were unable to 
give the current year or their date of birth 
correctly. Neither study examined whether 
these errors are systematic. Michelson (1968) 
and Stóffler (1973) both quote single cases where 
the patient's answers to questions concerned 
with temporal matters other than age demon- 
strated errors apparently related to the year of 
admission. 


However, there are other cases, quoted by 
Dahl (1958), Michelson (1968) and Lanzkron 
and Wolfson (1958) where the patients, al- 
though age-disorientated, showed knowledge of 
the present year and also of their date of birth. 
For such patients it appears that age-dis- 
orientation is a specific delusion in the sense 
that it is maintained in spite of awareness of 
contrary evidence. 
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In the present study, therefore, we have 
investigated how well the age-disorientated are 
able to answer other questions relating to the 
passage of time. It was predicted that of age- 
disorientated schizophrenic patients as a group 
would answer such questions less well than the 
age-orientated, and it was hoped that the errors 
of the age-disorientated might throw some light 
on the nature of the defect. 


Methods 


The 299 patients with a case-note diagnosis of 
schizophrenia previously surveyed in Shenley 
Hospital (Stevens et al, 1978) were divided into 
two groups, age-orientated and age-disorien- 
tated according to the criterion of a subjective/ 
true age discrepancy of five years or more. 
There were 222 age-orientated (129 male, 
93 female), and 77 age-disorientated (49 male, 
28 female) patients. 

In the course of a standard interview patients 
were asked to give the following information: 

1. date of birth 

2. present year 

3. length of current hospital stay (in 
years) 

4. year of admission 

5. ageatadmission 
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Information on the correct answers to these 
questions was available from the case-notes. 
Patients were judged to have answered correctly 
if they gave a figure within one year of the 
figure calculated from the case-notes for the 
first two questions, and within five years for the 
other questions. 


Results 


Whereas 60 per cent of the age-orientated 
patients answered all five of the questions 
correctly, none of the age-disorientated group 
were able to do so. Conversely, while 62 per cent 
of the age-disorientated answered all five 
questions incorrectly or got only one right, only 
6 per cent of the age-orientated did so badly 
(Fig la). With the Kolmoragorov-Smirnov test 
(Siegel, 1956) these results are significantly 
different for questions answered correctly (D == 
0.68; р 0.001) and ‘don’t know’ responses 


An analysis of the responses to each of the five 
questions (Table I) reveals that significantly 
more of the age-disorientated gave incorrect 
replies to each of the questions (у? comparisons 
are calculated for the five-year criterion 
omitting ‘don’t know’ responses). 

An analysis of the percentage correct, 
incorrect and ‘don’t know’ responses to each of 
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"TABLE I 
Question Accuracy of reply Age orientated Аре disorientated x? P 
(n = 222) (n = 77) 

1. Year of birth To within 1 year 200 40 23.04 «0.01 
To within 5 years 210 40 
More than 5 years out 4 10 
Don't know 8 27 

2. Present year To within | year 187 19 85.42 «0.01 
To within 5 years 201 23 
More than 5 years out none 16 
Don’t know 21 38 

3. Duration of stay To within 1 year 116 2 118.32 <0.01 
To within 5 years 183 6 
To within 10 years 192 11 
More than 10 years out 9 33 
Don’t know 21 33 

4. Age of admission To within ! year 120 12 3.95 «0.05 
'To within 5 years 166 20 
To within 10 years 181 23 
More than 10 years out none 3 
Don’t know 41 51 

5. Year ofadmission To within 1 year 111 6 8.14 <0.01 
To within 5 years 152 16 
To within 10 years 169 22 
More than 10 years out none 2 
Don't know 53 53 





(x? comparisons are for the 5-year criterion with ‘don’t knows’ omitted). 











TABLE II 
Age-orientated Age-disorientated 
(n = 222) (n = 77) 
Correct Incorrect Don’t know Correct Incorrect Don’t know 
(%) (%) (%) (Ж) (%) (%) 
Year of birth 94 2 4 52 13 35 
Present year 91 0 9 30 21 49 
Length of stay 82 8 9 8 49 43 
Year of admission 69 7 24 2! 10 69 
Age at admission 75 7 18 26 8 66 





the questions in the two groups of patients 
(Table II) shows that for both groups the year 
of birth was the question answered best, and for 
the age-disorientated this was the only question 
answered correctly by a majority (52 per cent) 
of patients. The age-disorientated were less well 
able to give their length of hospital stay than to 
give their age at admission or year of admission 


but the converse was true of the age-orientated 
patients. 

A comparison of the subjective and true 
durations of stay of the two groups (Fig 2) 
reveals a very striking discrepancy in the age- 
disorientated. 

In the age-orientated the mean true duration 
of stay is 24 + 11 (SD) years and the mean 
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subjective duration of stay 22 + 10 years. In the 
age-disorientated these figures are 33 + 9 and 
13 + 11 years (Le. a mean discrepancy of 20 
years). 

Forty-four age-disorientated patients gave an 
estimate of the duration of their hospital stay. 
Within this group of patients a consistent 
relationship could be demonstrated between 
subjective age and subjective duration of stay. 
A calculation. of the discrepancies between 
subjective age and тше length of stay and 


between subjective age and subjective length of 


stay (Fig 3) indicated that the discrepancy was 
much less in the latter case. Indeed, for 21 
patients the discrepancy was less than five years, 
whereas when the discrepancy between sub- 
jective age and true length of stay was cal- 
culated this was found to be less than five years 
for only 2 patients, and for 36 patients the 
discrepancy was more than 15 years. 

Errors in estimating the present year were 
less frequent than those in estimating duration 
of hospital stay (Tables I and II). However, 
there were 16 patients who estimated the 
present year to be five or more years earlier 
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Total №, of patients (true age 5 years more 
than subjective age) who gave an estimate 
of their length of stay = 44 
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than the actual year, and in 6 cases subjective 
age and subjective present year were consistent 
within five years, and in some cases more 
closely than this, e.g. X, born in 1910, admitted 
to hospital in 1930, gave his age as 20 years, 
and the present year as 1931; Y, born in 1915, 
gave the present year as 1935 and present age 
as 20 years. 


Discussion 

The results demonstrate that age-disorien- 
tation is not an isolated psychopathological 
curiosity but forms part of a pattern of defects of 
temporal orientation. Schizophrenic patients 
with age-disorientation are severely impaired 
by comparison with age-orientated patients 
with respect to simple temporal information 
(Fig 1 and Table I) and may be strikingly 
contrasted with the latter group in their 
subjective duration of hospital stay (Fig 2). This 
defective conception of duration of hospital 
stay is consistent with these patients’ erroneous 
estimates of their own ages (Fig 3), and there- 
fore it does seem that for some patients ‘time 
stands still’, often for several decades. For many 
the clock stops not long after the onset of their 
illness. 

However, the pattern of answers given by the 
age-disorientated patients (Fig la) indicates 
that there may be heterogeneity within this 
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group. Whereas there are patients whose 
answers to all the temporal questions are 
systematically in error, there are others who 
answer these questions correctly at the same 
time as giving an incorrect age. In these latter 
patients age-disorientation appears to have the 
characteristics of an isolated delusion. However, 
we were unable to identify any criterion for 
dichotomizing the population of age-disorien- 
tated patients, and it is difficult to believe that 
these extremes are other than differing degrees 
of the same fundamental dysfunction. 

It is instructive to consider other clinical 
instances in which temporal disorientation has 
been described. Orme (1966) found that 40 per 
cent of the demented patients he studied were 
unable to give the present year, but he gave no 
information on subjective age. Ehrenteil and 
Jenney (1960) and Michelson (1968) described 
cases of age-disorientation in dementia 
paralytica and Alzheimer’s disease, and it has 
also been observed in cases of Korsakov’s 
psychosis (Zangwill, 1953). In these cases the 
phenomenon appears similar to that observed in 
schizophrenic patients. Weinstein and Kahn 
(1951) have described age disorientation as a 
transient and reversible phenomenon in patients 
with concussion. 

These observations lead us to propose the 
hypothesis that age-disorientation is an index 
of failure of the learning mechanism, the type of 
cognitive defect commonly associated with 
organic brain disease. The concept that there 
is a group of patients with chronic schizophrenia 
whose major psychological disability is of the 
type commonly associated with structural brain 
disease is consistent with the work of Lilliston 
(1970, 1973) and Depue (1976). Both these 
authors found psychological deficits of an 
organic type to be frequent in chronic schizo- 
phrenic patients, and when they occurred to be 
associated with apathy and withdrawal, the 
features of the ‘defect state’. In such psycho- 
logical studies it is difficult to refute the criti- 
cism that the apparent impairments are at 
least in part due to motivational failure. How- 
ever, there are earlier pneumoencephalographic 
studies (Asano, 1967; Haug, 1962) in which it 
has been demonstrated that schizophrenic 
patients with a steadily progressive form of the 
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disease have larger cerebral ventricles than those 
with episodic, less chronic, or ‘peripheral’ 
schizophrenic illnesses. In a recent study with 
the computerized axial tomography (EMIscan) 
technique, Johnstone, Crow, Frith, Husband 
and Kreel (1976) demonstrated that within a 
population of chronic schizophrenic patients 
cerebral ventricular size was inversely related to 
cognitive test performance. In their series of 
18 patients those with age-disorientation tended 
to have larger ventricles and poorer test 
performance, but the differences were not 
statistically significant. The precise relationship, 
if any, between age disorientation and ventri- 
cular size therefore remains to be determined. 
In a study of a variety of ‘soft’ neurological 
signs in chronic schizophrenia. Quitkin, Rifkin 
and Klein (1976) found such signs more 
frequently in patients with an insidious onset 
and poor prognosis. All three groups of studies, 
using psychometric, radiological and neuro- 
logical techniques are consistent with the con- 
cept that there is a continuum of impairment 
of an organic type in the population of patients 
with chronic schizophrenia. Whether all three 
techniques are identifying the same underlying 
variable remains to be investigated. We suggest 
that age disorientation, and the related pheno- 
mena we have studied, may be one aspect of 
intellectual impairment in chronic schizo- 
phrenia, and that its possible relationship to 
these other indices of neurological deficit may be 
of considerable interest. 
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Serum Calcium and Magnesium in Schizophrenia: 
Relationship to Clinical Phenomena and Neuroleptic 
Treatment 


By PAUL E. ALEXANDER, DANIEL P. VAN KAMMEN and WILLIAM E. BUNNEY, JR. 


SUMMARY Serum calcium and magnesium were studied in drug- 
free and neuroleptic-treated schizophrenic patients. Calcium and 
magnesium were not significantly different in 31 unmedicated schizo- 
phrenic patients compared with normal controls. Serum calcium was 
altered, however, in two subgroups: (1) Patients who remitted after 
neuroleptic withdrawal were significantly lower in calcium than those 
who did not remit; (2) catatonic schizophrenic patients appeared to 
have an increased calcium at the onset of catatonic stupor. 


Patients treated with pimozide were found to have a significant 
decrease in both calcium and magnesium compared with their drug- 
free values. These same patients showed a similar decrease in both 
electrolytes during treatment with fluphenazine, a structurally different 


neuroleptic drug. 


Introduction 


Neurotransmitters implicated in biochemical 
hypotheses of schizophrenia (Snyder e! al, 1974; 
Matthysse and Lipinski, 1975; van Kammen, 
1977) have been shown to be affected by calcium 
(Knapp et al, 1975; Morgenroth et al, 1975; 
Phillis, 1974; Lane and Аргіѕоп, 1977; Hammer- 
schlag ef al, 1975) and magnesium (Chutkow, 
1974; Wacker and Parish, 1968; Levy et al, 
1974; Walser, 1967). Previous reports of drug- 
free serum magnesium in schizophrenic patients 
have differed, showing either no differences 
compared to controls (Katzenelbogen апа 
Snyder, 1943; Brackenridge and Jones, 1971) 
or a relative increase in magnesium in schizo- 
phrenic patients (Cade, 1964; Chugh et al, 
1973; Carney et al, 1973). In studies by Gour 
and Chaudry (1957) and Pandey et al (1973) 
serum calcium was not different in schizophrenic 
patients compared with controls. Timerson et al 
(1977) have recently reported a decrease in 
cerebrospinal fluid (CSF) calcium levels in 
schizophrenic patients compared to neurological 
controls. 
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А comparison of psychotic states with 
remitted states have revealed differences in 
calcium concentrations in serum (Ueno et al, 
1961) and CSF (Jimerson, 1977). Changes in 
affective states have also been related to 
alterations in both calcium (Flach, 1964; 
Bjorum, 1972; Jimerson et al, 1977; Carman et 
al, 1977a; Carman and Wyatt, 1977b) and 
magnesium (Frizel et al, 1969). 

At the membrane level calcium competes with 
neuroleptics (Seeman, 1972) and with mag- 
nesium (Madeira and Antunes-Madeira, 1973). 
Clinically, Brackenridge and Jones (1971) 
reported a significant decrease in serum 
magnesium in schizophrenic patients during 
neuroleptic treatment compared with the drug- 
free state. Significant neuroleptic-induced 
changes in calcium have not been reported 
previously. 

This paper reports on serum calcium and 
magnesium in schizophrenic patients, both 
drug-free and during neuroleptic treatment. It 
also examines differences in these electrolytes 
among subgroups of patients. 
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Method 


The patient group included 31 patients whom 
a consensus of three psychiatrists had diagnosed 
as schizophrenic by DSM II criteria (American 
Psychiatric Association, 1968) and whom the 
primary psychiatrist had diagnosed as schizo- 
phrenic or schizoaffective by Research Diag- 
nostic Criteria (Spitzer et al, 1975). The patients, 
16 men and 15 women, 18 to 53 years old (mean 
age + SEM = 24 + 1) had been admitted 
voluntarily to a clinical-research unit of the 
National Institute of Mental Health; they were 
maintained on a controlled monoamine diet. All 
were in good physical health, and in all but one 
the results of blood tests done on admission had 
been within normal limits, including serum 
calcium, magnesium, sodium, potassium, phos- 
phate, and chloride. One patient was slightly 
below the normal range for calcium and was 
included in the drug-free study but not in the 
neuroleptic study. Bloods for calcium and 
magnesium were drawn weekly at 8.00 a.m. 
Drug-free calcium and magnesium values were 
defined as the mean of all values that were 
obtained at least three weeks after psychoactive 
medication was discontinued throughout the 
patient's stay in hospital. The mean number of 
drug-free samples for each patient was four. The 
calcium and magnesium values during pimozide 
and fluphenazine trials were determined as the 
mean of all values obtained from the beginning 
of the drug trial, which ranged from two to six 
weeks. Benztropine or diphenhydramine were 
prescribed for extrapyramidal symptoms when 
essential during the neuroleptic trials. 


SERUM CALCIUM AND MAGNESIUM IN SCHIZOPHRENIA 


Calcium and magnesium were measured by 
atomic absorption spectroscopy (Gochman and 
Givelber, 1970) by the Clinical Chemistry 
Laboratory of the Clinical Center of the 
National Institutes of Health (NIH). The 
coefficient of variation for laboratory error is 
2.8 per cent and 1.4 per cent for calcium and 
magnesium, respectively. Laboratory tech- 
nicians were blind to clinical information about 
both patients and controls. 

The controls for the drug-free electrolyte 
studies were normal subjects, aged 19-48, in 
good physical health, who volunteered to be 
admitted to hospital at NIH for selected studies. 
A single serum calcium and magnesium value 
was obtained as part of the admission evaluation 
of each volunteer. Subjects were unmedicated 
and not on a controlled diet. Their age and sex 
distribution were similar to those of the patient 
group. More control data were available for 
calcium (N == 173, mean age 22 + 1) than for 
magnesium (N = 54, mean age 25 + 2). 

Pimozide treatment was double-blind, 
placebo-controlled, and administered by a 
research psychiatrist who was not the patient’s 
primary psychiatrist. The dose ranged from 
1 mg to 20 mg per day. Fluphenazine, which 
was prescribed prior to hospital discharge, was 
administered by the patient's primary psychi- 
atrist as a  non-blind treatment. Patients 
received fluphenazine orally or parentally in the 
hydrochloride or decanoate form. When they 
prescribed the neuroleptics, the psychiatrists 
were not aware of the electrolyte values. 

Patients who were ‘drug-free remitters and 


"TABLE I 


Drug-free serum calcium and magnesium 








Magnesium [SEM] 











Sample N (mEq/l) N (mEq/l) 
Schizophrenic patients 31 4.70  [.03] 31 1.78  [.02] 
Normal controls 173 4.71  [.02] 54 1.75  [.02] 
Schizophrenic men 16 4.71 [.04 16 1.80  [.02] 
Schizophrenic women 15 4.68  [.04] 15 1.76  [.03] 
Drug-free remitters 8 4.62* [.03] 8 1.76 [.04] 
Drug-free non-remitters 12 4.77  [.04] 12 1.79 [.02] 





*P < .02, Student's t-test. 
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‘non-remitters’ (Table I) were defined according | 
to the criteria of Marder et al. (1977b). ‘Re-. 


mitters were psychotic on admission, and 
remitted within four weeks after neuroleptic 
drugs were discontinued. ‘Non-remitters’ re- 
mained psychotic for at least one month 
following neuroleptic withdrawal. 

All patients signed informed consent forms for 
the double-blind studies before participation in 
the research. 

Student's t-test was used for paired and 
unpaired data. 


Results 

Drug-free studies 

The mean drug-free calcium and magnesium 
data are shown in Table I. Schizophrenic 
patients were not significantly different from 
normal control subjects for calcium or mag- 
nesium. Male and female patients were not 
significantly different in these electrolytes. 
Patients who remitted following neuroleptic 
withdrawal (‘drug-free remitters’) showed a 
significantly lower drug-free calcium than 
patients who relapsed (p « .02). Drug-free 
serum calcium did not correlate with drug-free 
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‘Effect of neuroleptic drugs on serum calcium and 


magnesium 

Schizophrenic patients who were treated with 
pimozide (N = 23) showed a decreased serum 
calcium from a drug-free level of 4.71 + 0.03 
mEq./l. to 4.63 + .03 mEq./l. (p < .025) 
(Fig 1). Their serum magnesium decreased 
from 1.78 + .02 тЕд./1. to 1.73 t .02 
тЕа./1. (р < .005) while on pimozide. (In 
s.i. units calcium decreased from 2.35 to 2.31 
mmol/l, magnesium from 0.89 to 0.86 mmol/l). 

Twelve of these patients were later treated 
with fluphenazine. A comparison of their 
electrolyte response to both fluphenazine and 
pimozide is shown in Fig 2. These patients 
showed a strikingly similar decrease in calcium 
and magnesium during treatment with each 
drug compared to their drug-free state. The 
route of administration and form of fluphenazine 
did not influence the decrease. 


Discussion 
Drug-free studies 
The drug-free serum calcium and magnesium 
values in schizophrenic patients need to be 
evaluated within the context of the sample and 
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Fic 1.—Serum Ca and Mg in schizophrenic patients — drug-free and on pimozide (N = 23). 
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Fio 2.—Effect of 2 neuroleptics on serum Са and Mg in schizophrenic patients (N = 12). 


good physical condition, and not chronically 
institutionalized. The calcium and magnesium 
values were means of multiple determinations, 
which lessened transient changes due to diet, 
menstrual state, or other factors. Patients were 
off neuroleptics at least three weeks, which was 
essential for a stable baseline (Simpson et al, 
1964). The control group was matched for age 
and sex, but not for the low monoamine diet of 
the patients. It has been shown previously that 
age and sex differences influence serum mag- 
nesium determinations in normal subjects 
(Roberts, 1967) and in schizophrenic patients 
(Brackenridge and Jones, 1971). 

Neither calcium nor magnesium values were 
significantly different from those of the control 
group. The calcium findings replicated earlier 
reports with smaller groups of patients (Gour 
and Chaudry, 1957; Pandey et al, 1973). The 
magnesium data replicated the only other study 
found with an age and sex matched control 
group (Brackenridge and Jones, 1971). The 
alterations in magnesium in schizophrenic 
patients compared to controls in other studies 
may have been due to age and sex differences in 
the controls (Cade, 1964; Carney et al, 1973; 
Chugh et al, 1973). 


Calcium in drug-free remitters 

Patients who remitted spontaneously when 
withdrawn from neuroleptic drugs had a 
lower calcium than the non-remitters. In this 
study all drug-free values were examined after 
three weeks off medication; the remitters were 
defined as a group who entered into a remission 
within four weeks of discontinuing neuroleptic 
drugs. Serum electrolyte determinations, there- 
fore, began during the fourth week after 
neuroleptic withdrawal, when the patients were 
in a predominantly non-psychotic state. Examin- 
ation of the data for the entire schizophrenic 
patient group suggested that calcium changes 
did not correlate with degree of psychosis. The 
phenomenon of relatively low serum calcium in 
the remitters' group appeared related more to a 
stable trait variable than to the state of re- 
mission. In addition to drug-free remission and 
good prognostic signs, Marder et al (1977a) 
have shown that this subgroup of schizophrenic 
patients also have a low platelet MAO. The low 
normal drug-free calcium is thus an additional 
biological trait in these patients. It has recently 
been reported that schizophrenic patients with 
low normal serum calcium are prone to develop 
extrapyramidalsymptoms (Alexander et al, 1977). 
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Calcium in catatonic episodes 

Calcium was also measured at the onset of 
catatonic episodes in six patients in a non-blind 
study. The onset of catatonic stupor was judged 
by the following: (1) the simultaneous rise in 
daily Bunney-Hamburg psychosis ratings (1963) 
done blindly by nurses, and (2) clinical descrip- 
tions in the medical and nursing notes of the 
following types of symptoms: immobility, 
posturing, mutism, and negativism. Examin- 
ation of this clinical material revealed striking 
increases in serum calcium at the onset of cata- 
tonic episodes. The mean serum calcium at the 
onset of catatonic episodes in the six patients was 
4.92 + .08 mEq./l., which was significantly 
higher (p < .01) than the mean serum calcium 
of 16 patients who were continuously psychotic 
but not catatonic (4.69 + .04 mEq,/1.). 
Because these patients often became catatonic 
within a few weeks after neuroleptic withdrawal, 
calcium determinations when at least three 
weeks drug-free often could not to be used to 
compare each patient for calcium changes in the 
catatonic vs. the non-catatonic state. Valid 
paired data were not available, but limited data 
suggested that the rise in calcium occurred with 
the change into the catatonic state. This 
observation warrants a rigorous blind study of 
this phenomenon, The data support previous 
reports relating calcium and catatonia (Carman 
and Wyatt, 1977; Carman, 1977; Hockaday e 
al, 1966; Speijer, 1950). 

Carman et al (1977a) have recently shown an 
increase in serum calcium at the onset of a 
switch into mania in rapidly cycling psychotic 
patients. Carman (1977) also found elevations 
of serum calcium at the onset of both catatonic 
stupor and catatonic excitement in a patient 
with periodic catatonic episodes. He hypothe- 
sized that the rise in serum calcium is involved in 
the switch process of affective state changes, and 
that calcium is related to the timing rather than 
the nature of the mood swing (Carman et al, 
1977a). The increased serum calcium at the 
onset of catatonic stupor in this report supports 
his hypothesis. 


Effect of neuroleptic drugs on calcium and magnesium 
Pimozide treatment for a maximum of six 
weeks led to significant lowering of serum 
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calcium and magnesium levels throughout the 
trial (Fig 2). This is the first report of a signi- 
ficant calcium decrease during neuroleptic 
treatment. The neuroleptic-related magnesium 
decrease confirms the same finding by Bracken- 
ridge and Jones (1971). 

Fluphenazine treatment led to a decrease in 
calcium and magnesium (Fig 3) which was 
similar to the decrease during pimozide treat- 
ment. The decrease occurred with oral and 
parenteral fluphenazine, including the de- 
canoate form. The decrease occurred regardless 
of the addition of benztropine or diphenhydra- 
mine given for extrapyramidal symptoms. 

Pimozide is a diphenylbutylpiperidine, chemi- 
cally different from fluphenazine, а pheno- 
thiazine. Pimozide is relatively specific in its 
blockade of dopamine receptors (Anden et al, 
1970), in contrast to fluphenazine, which blocks 
dopamine as well as other neurotransmitters. 
The common effect on dopamine by both 
neuroleptics suggests that the similar calcium 
and magnesium decreases during both neuro- 
leptic treatments may relate to dopamine 
blockade. 


The relationship between dopamine blockade 
and the decrease in serum calcium and mag- 
nesium is unclear. Membrane studies in a 
variety of systems have shown that neuroleptics 
compete with calcium at membrane sites 
(Seeman, 1972). Displacement of calcium by 
neuroleptics would alter extracellular calcium 
equilibrium and could influence magnesium, 
which also competes with calcium at the 
membrane (Madeira and Antunes-Madeira, 
1973). One must exercise great caution in 
extrapolating in vitro cellular phenomena to 
changes in serum electrolytes in schizophrenic 
patients. 


Other variables which were not examined 
require study, because they could influence 
electrolyte concentrations. For example, the 
serum proteins which bind calcium and 
magnesium might be altered in concentration or 
in binding capacity by the neuroleptics. Also, 
changes in the haematocrit might influence the 
serum levels of these electrolytes. Further efforts 
to clarify the nature of the serum electrolyte 
changes also necessitate an examination of the 
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effects of neuroleptics on absorption, metabolism 
and excretion of both calcium and magnesium. 


It could be hypothesized that prolactin is 
involved in the decrease in serum calcium. 
Recent reviews conclude that all neuroleptics 
cause an increase in prolactin in the serum 
(Sachar et al, 1977; Meltzer and Fang, 1976). 
Robinson et al (1975) have shown that infusions 
of prolactin lead to a dose-dependent biphasic 
increase or decrease in serum calcium in 
experimental animals. We measured prolactin 
as well as serum calcium levels during pimozide 
treatment in eight male schizophrenic patients. 
A significant inverse correlation was found 
between the neuroleptic-stimulated prolactin 
levels and the serum calcium levels (г == .84, 
р < .01). Patients with high prolactin levels had 
low serum calcium levels while medicated with 
pimozide. 


Further evidence for a link between prolactin 
and calcium comes from an examination of the 
drug-free prolactin levels in the only patient 
whose calcium was below normal limits. Her 
prolactin was markedly elevated (mean 256 
ng/ml) during two determinations performed 
three months apart, both drug-free. This case 
also supports the speculation that an elevated 
prolactin may be involved in the decreased 
serum concentration of calcium. Other ex- 
planations for these preliminary prolactin data 
could also be made. 


In summary, this study has shown that 
schizophrenic patients as a group have normal 
serum calcium and magnesium, but that (1) 
drug-free calcium was altered in subgroups of 
patients and (2) both calcium and magnesium 
decreased during neuroleptic treatment. In a 
subsequent report (Alexander et al, 1977) the 
relationships between serum calcium and mag- 
nesium and neuroleptic-induced extrapyramidal 
symptoms were examined. 
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Clinical Laboratory Abnormalities and their Follow-up 
in a Mental Hygiene Clinic 


By LEO SHATIN, PAVLOS KYMISSIS and WILLIAM BROWN 


SUMMARY In a retrospective study, there were clearly abnormal 
laboratory findings in 4.8 per cent of 4,994 adults who attended for 
psychiatric evaluation at a mental hygiene clinic. In particular high 
fasting blood sugars, abnormal blood counts, eosinophilia, VDRL and 
abnormalities of chest X-ray or urinalysis were found. Just under half 
of these abnormalities led to further medical follow-up. Old and young, 
schizophrenic and neurotic were equally likely to be followed up, but 
tests which were clinically not alarming might be ignored. The im- 


plications are discussed. 


This report analyses the frequency and 
follow-up of abnormal clinical laboratory 
findings in adult out-patients of a mental 
hygiene clinic. 

Psychiatric evaluations in the Mental Hygiene 
Clinic of this centre include as standard pro- 
cedure a physical examination and clinical 
laboratory tests. The findings are reviewed by 
the responsible psychiatrist, who may refer the 
patient for any requisite medical treatment or 
follow-up. The rationale for this procedure is 
clear. Somatic states may aggravate mental 
complaints or psychological disorders тау 
aggravate somatic illness, and the physical 
condition of patients on psychotropic agents 
demands monitoring. Contemporary textbooks 
in psychiatry describe the physical examination 
as indispensable (Anderson and Trethowan, 
1973; Henderson and Gillespie, 1969), or as a 
necessary available adjunct (Novello, 1974) 
which in fact is too often overlooked (Chapman, 
1967; Redlich and Freedman, 1966). Demo- 
graphic survey has indicated an association 
between physical and mental disorder (East- 
wood and Trevelyan, 1972) and the role of 
medical assessment in psychiatry has been fully 
reviewed by Hollender and Wells (1975). 
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Contemporary psychiatric literature empha- 
sizes the presence of psychological disorders 
among medical patients, and numerous re- 
searchers have investigated theoretical relation- 
ships between mental disorder and physical 
metabolic states (e.g. Mendels, 1973; Dunbar, 
1954; Grinker, 1974). There are, however, 
rather few reports that concern themselves with 
the discovery or case-finding of medical dis- 
orders in clinical practice with psychiatric 
out-patients. (cf. Wynne Davies, 1965). Koranyi 
(1972) made physical assessments of 100 conse- 
cutive adult psychiatric out-patients. Half were 
found to be suffering from physical illness, and in 
many instances this was the exclusive cause of the 
emotional condition. In a more general vein, 
Rosner (1966) discussed the use of valid psycho- 
logical complaints to deny somatic illness, and 
Lipowski (1974) summarized physical illness as 
a causative factor in the development of 
psychiatric disorders. 

With a few exceptions (cf. Koranyi, 1972), it 
is difficult to obtain published facts about the 
clinical occurrence of physical abnormalities 
and their follow-up in mental hygiene clinic 
patients. А pragmatic question seeks an 
answer in this connection. Do medical and 
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clinical laboratory evaluations in the out-patient 
mental hygiene clinic actually serve a practical 
worthwhile purpose? Koranyi (1972) indicates 
that they do. Or, contrariwise, is the incidence 
of abnormality perhaps so low that these 
procedures at substantial expense contribute 
little either to medical case-finding or to 
comprehensive psychiatric care? Ornston et al 
(1974) made a survey of practising psychiatrists 
and concluded that routine monitoring for 
drug-induced dyscrasias of blood and liver in 
psychiatric patients receiving psychotropic 
medication provided little useful information. 

For these several reasons we undertook to 
study the occurrence of abnormal findings from 
routine clinical laboratory examinations of all 
patients who attended our clinic within a stated 
time interval (Problem 1). We focused on 
laboratory findings rather than on physical 
examination because the latter information, as 
reported in the case records, was not amenable 
to statistical study. The laboratory abnormali- 
ties provided more objectively precise criteria. 

It is presumed that the examining psychiatrist 
takes appropriate follow-up action whenever 
clinical laboratory abnormalities are reported to 
him. But did he do so in fact, and to what 
extent? (Problem 2). How frequent was there a 
follow-up according to type of abnormality and 
according to type of patient? 


Method 
1. Subjects 

The subjects were all adult patients over the 
age of 18 in a community mental health clinic 
who were evaluated (and treated) during the 
four year period | September 1970 to 30 Sep- 
temper 1974; they numbered 4,994 and their 
total visits numbered 46,793. The clinic is 
located in a large urban municipal general 
hospital and its patients are primarily of lower 
socio-economic status. 

A random sample (N =250) of this population 
(median age 42.1 years, range 18-80) had 
been given the following diagnoses: Schizo- 
phrenia 36 per cent, Depressive Neuroses 23 per 
cent, Other Neuroses 12 per cent, Manic 
Psychoses 2 per cent, Psychotic Depressions 
17 per cent, Personality Disorders 7 per cent, 
Organic Brain Syndrome 2 per cent, Adjust- 
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ment Reactions | per cent. The male to female 
ratio was 43/57. All psychiatric diagnoses were 
made by third post-graduate year psychiatric 
residents under the supervision of experienced 
staff psychiatrists in accordance with the 
Diagnostic and Statistical Manual of Mental 
Disorders (DSM-IT, 1968). 


2. Clinical laboratory procedures 


a. Each patient received the following tests 
at initial evaluation: cell blood count (CBC), 
serology for syphilis (VDRL), urinalysis, chest 
X-ray, vaginal smear (PAP or papanicolaou 
test). 


Blood estimation of the following was made: 
sodium, potassium, chloride, CO, content, urea 
nitrogen (BUN), fasting blood glucose, total 
protein, albumen, calcium, phosphorus, uric 
acid, creatine, total bilirubin, alkaline phos- 
phatase, lactic dehydrogenase (DJ), serum 
glutamic-oxaloacetic transaminase (SGOT), 
creatine phosphokinase (CPK). These tests were 
performed on the Technicon SMA 12 Hospital 
Model and оп separate Technicon Auto 
Analyser systems (Allerhand et al, 1968). The 
normal laboratory values were based on studies 
conducted in the area served by the hospital 
(see Allerhand et al, 1968 for technical methods 
and norms). 


b. Normal values for these blood studies are 
as follows: 


Sodium 135-152 mmol/l 
Potassium 3.3-5.3 mmol/l 
Chloride 97-112 mmol/l 
CO, Content 23-32 mmol/l 
Urea Nitrogen 5.7-15.7 mmol/l 
Glucose 3.9-6.1 mmol/l 
Protein Totai 6.0-8.5 g/l 
Albumen 3.5-5.0 g/l 
Calcium 2.12-2.62 mmol/l 
Phosphorus 0.8-1.6 mmol/l 
Creatine < 140 umol/l 
Bilirubin Total 5 16 umol/l 
LDH 90-200 iu/l 
SGOT 10-50 iu/l 

CPK 0-20 5.0/1 


Alkaline Phosphatase 30-85 iu/l 
Uric Acid Male, 0.27-0.47 mmol/l; 
Female, 0.14-0.38 mmol/l 


152 


The normal range for WBC, 4,000 to 12,000 
х10°/, and for Eosinophilia 2:7 per cent (with 
due regard to total number of leucocytes and 
absolute number of eosinophils); RBC = 4.8- 
6.1 «10/1, Hgb Male, 16.0 +2 g/dl Female, 
14.0 +2 g/dl. Merely borderline results were not 
considered abnormal. In order to avoid varia- 
tions due to age, sex or the state of the patient at 
the tirne of test we took for fasting blood sugar a 
high abnormal value (2145 mg per cent) and 
for uric acid >9 mg per cent. 

c. It could be reasonably argued that for 
some patients, and in some instances, abnormal 
values (especially in lesser degree) have no 
clinical significance. Despite this, the observed 
abnormality may be the only cue to a physical 
condition which is germane to the evaluation 
and treatment of the patient. A major aim of our 
study was to determine the willingness of the 
psychiatrist to pursue and uncover the signi- 
ficance of any abnormalities. 


3. Methods of search 

a. Clinical records were reviewed for the 
stated time period. Laboratory abnormalities 
were tabulated, together with selected descrip- 
tive data. These were submitted to the 
statistical comparisons reported below. 

b. Follow-up by the treating psychiatrist for 
patients with laboratory abnormalities was 


CLINICAL LABORATORY ABNORMALITIES AND THEIR FOLLOW-UP 


studied via the clinical chart entries. Follow-up 
was defined as any of the following actions, alone 
or in combination: 

(1) patient was verbally informed of the 
abnormal condition. 


patient was informed by letter or tele- 
gram. 


orders were given for repeat or supple- 
mentary test. 


(4) patient was referred to a medical clinic. 


medication was changed or new medi- 
cation prescribed as a result of the 
abnormality. 


A case was categorized as not followed when 
there was no written evidence of any of these 
actions by the psychiatrist, 


Results 
Problem 1. Laboratory test abnormalities 


The frequency distribution of abnormalities 
was grouped in Table I according to type of 
abnormality by age and sex of patient. Two 
hundred and thirty-nine patients (4.8 per cent 
of the clinic population) showed at least one 
abnormality at initial evaluation. The number 
of abnormalities would have been increased 
substantially had some of the limits of abnorm- 
ality been less severe. For example, while 54 
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Age 

18-30 31-40 41-50 51-60 61-70 71+ Totals 
Abnormality ———— — З = == N 

M F M ЕК M F M F M F M F M Е 
Blood sugar 5 3 1 3 3 9 3 6 4 9 3 5 19 35 54 
Blood count (CBC) 5 7 1 8 2 6 0 1 1] 1 O0 1 9 24 33 
Eosinophilia 9 5 2 4 5 2 1 2 10 0 23 O0 20 13 33 
Liver enzymes 6 3 2 2 0 2 3 4 2 4 0 90 13 15 28 
Chest X-ray 4 2 4 2 0 1 0 3 2 2 0 2 10 12 22 
Serology (VDRL) 1 5 1 2 0 3 1 3 1 2 0 4 4 16 20 
Urinalysis 1 5 1 3 2 | 1 0 0 0 2 2 7 9 16 
Uric acid 3 0 1] т 1! O 1 QO QO 2 1 | 7 4 il 
Blood urea (BUN) 0 0 2 1) I 0002 2 0 1 5 4 9 
Creatine phosphokinase (CPK) 3 1 0 11 O 1|! 0 0 0 0 о 5 2 7 
Vaginal smear (PAP) 0 t 0 1 0 ft 0 3 0 0 0 9 0 6 6 
Totals 37 32 15 28 15 25 11 22 8 13 99 140 239 





13 22 





LEO SHATIN, PAVLOS KYMISSIS.AND WILLIAM BROWN 


153 


Taste П 
Frequencies and ratios of abnormalities (N = 239) to follow-ups (N = 114) 





Number of cases 








Laboratory abnormality Follow-up % Follow-up 
Blood sugar 54 42 78 
Blood count (CBC) 33 15 .45 
Eosinophilia 33 6 .18 
Liver enzymes 28 $ .18 
Chest X-ray 22 15 .68 
Serology (VDRL) 20 18 .90 
Urinalysis 16 5 .31 
Uric acid 11 1 ‚09 
Blood urea (BUN) 9 4 .44 
Creatine phosphokinase (СРК) 7 0 .00 
Vaginal smear (PAP) 6 3 .50 
Totals 239 114 48 (114/239) 





patients manifested an abnormally high fasting 
blood sugar level of over 145 mg per cent, 108 
patients had a level of over 120 mg per cent. 


This demonstrable occurrence of test ab- 
normalities emphasizes the importance of 
physical examinations in the mental hygiene 
clinic population. It might be argued that 
certain varieties of tests yield too small a return 
for inclusion in routine procedures (e.g. 6 posi- 
tive Paps only, or 7 positive CPK’s only), but 
the intricacies of financial cost/benefit analysis 
lie beyond the scope of this report. Their clinical 
significance is evaluated by the psychiatrist who 
interprets relationships (if any) between physical 
abnormalities and the patient’s presenting 
problems in the clinic and it is incumbent upon 
the treating psychiatrist to determine the 
significance of abnormal laboratory findings. 


Problem 2. Frequencies of follow-up 


a. Ratios 


Table II reports the ratios of observed test 
abnormalities to their follow-up. One hundred 
and fourteen cases were followed up for the 239 
abnormal cases which were uncovered, a 48 per 
cent follow-up. We hesitate to characterize this 
as high or low, since comparative statistics from 
other clinics are not available to the writers. 
We do suggest that it is low from the clinical 
standpoint, although some ameliorating factors 
are discussed elsewhere below. 





b. According to type of test abnormality 


Some test abnormalities seem manifestly more 
alarming than others. For example, positive 
VDRL evoked 90 per cent response, in contrast 
to eosinophilia (only 18 per cent) which did not 
seem to represent an immediate danger, 
although its further investigation could give 
valuable information about the physical con- 
dition of the patient. Follow-up of abnormalities 
was most frequent for positive VDRL (90 per 
cent), high fasting blood sugar (78 per cent) and 
chest x-ray (68 per cent). It was least frequent 
for CPK (0 per cent), uric acid (9 per cent), 
eosinophilia (18 per cent) and liver enzymes 
(18 per cent). Chi Square test of the difference 
in follow-up between the combined frequencies 
for the most frequently vs. the least frequently 
followed-up abnormalities showed a markedly 
significant difference in favour of the former 
(P «.001, 1 d.£). There was no doubt that 
psychiatrists followed up on some abnormalities 
much more than others; the former constituted 
the manifestly more alarming clinical signs. 


c. According to type of patient 


(1) Inspection of Table I suggested that 
approximately the same degree of follow-up was 
extended to old as to young patients for most 
abnormalities, perhaps even with some greater 
effort on behalf of older patients for CBC, 
urinalysis, BUN and PAP. On these figures we 
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rejected the hypothesis that follow-up bias 
existed against the more elderly. 


(2) The hypothesis was tested that patients 
with severe psychiatric disorders (Schizo- 
phrenics) were less often followed up medically 
than patients with less severe conditions 
(Neuroses). Because of the presence of gross 
psychological disturbances (delusions, hallu- 
cinations, etc) in schizophrenic patients, the 
psychiatrist might focus more upon the psychi- 
atric aspects of their treatment and neglect the 
follow-up of medical problems. There may also 
be a tendency among some to attribute all types 
of somatic problems to psychological causes 
when dealing with a schizophrenic patient. 

Seventy-eight patients with laboratory ab- 
normalities carried schizophrenic diagnoses, and 
76 carried various diagnoses of neurosis. 
Twenty-nine of the former were followed up, 
and 35 of the latter. There is no significant 
difference between these figures. 


Discussion 

Our results reinforce the principle that a 
patient who comes to a mental hygiene clinic 
for any reason should have a careful medical 
work-up. We note that almost 5 per cent of 
approximately 5,000 clinic patients presented 
some type of abnormal laboratory finding under 
conservative criteria ; this could rise to as high as 
10 per cent or even more when the specified 
limits of abnormality were more liberal and 
more congruent with the usually accepted range 
of abnormal. 

Some laboratory abnormalities were clinically 
alarming and some less so, but even seemingly 
less alarming abnormalities may uncover physi- 
cal conditions important per se. One report of 
eosinophilia indicated eosinophilic granuloma 
of the lung, and another led to the discovery of 
parasitosis. It was notable that patients with 
increased eosinophils were not frequently 
followed-up despite our knowledge that eosino- 
philia may be related to the use of phenothia- 
zines, to allergies, to parasites and to lung 
disease. Furthermore, and from the psycho- 
logical standpoint, anxiety, insomnia, pruritus, 
irritability and even psychosis may result from 
parasitic infestation. 
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Syphilis is usually regarded as a dangerous 
illness with potent biological and psycho-social 
complications. Certainly in these days of 
increased sexual freedom the careful screening 
and follow-up of patients with positive serology 
is of major importance. But it must also be 
remarked that conditions which appear to be 
fully (and only) organic (e.g. syphilis, or tuber- 
culosis) may have their origins partly in psycho- 
logical causes, and their successful treatment may 
depend partly on psychological management. 

We are aware, and this is well specified by 
Russe (1969), that extraneous factors may 
influence laboratory test results and add to 
difficulty of interpretation: e.g. the enormous 
variations of human biological reactivity, the 
reliability of equipment and technique, the 
normative values adopted, the sensitivity of the 
test and the co-operation of the patient. But 
these are ever-present potential sources of error, 
and do not argue against the routine use of 
laboratory test fer se, although they do suggest 
that the laboratory staff should try to lessen 
these sources of error. 

Several inferences from our results may be 
drawn for mental hygiene clinic practice: 


a. Every patient should receive compre- 
hensive medical examination, including labo- 
ratory procedures. In some instances abnormal 
physical conditions may be newly discovered. 
Here the mental hygiene clinic serves as a case- 
finding centre for medical illness and contributes 
to the overall effort of community medicine on 
behalf of early diagnosis and treatment. For 
example, among our 54 patients with abnorm- 
ally high fasting blood sugars, only 11 had 
known that they were diabetic. 

b. АП laboratory abnormalities should be 
followed-up, whether or not they are clinically 
alarming. In this study only 48 per cent of 
abnormalities were followed up. 


c. The psychiatrist should stay abreast of 
major advances in medicine. 
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The Influence of Videotape Feedback on the Self-Assessments 


of Psychiatric Patients 
By R. D. P. GRIFFITHS and P. GILLINGHAM 


SUMMARY The effects of videotape feedback on patients’ self- 
perception were assessed in a study which was a partial replication of 
an investigation reported by Griffiths and Hinkson (1973). Subjects 
were randomly allocated to one of three groups. After a semi-structured 
interview, they were either (1) shown a videotape of the interview, or 
(2) shown a videotape of another person being interviewed, or (3) en- 
gaged in other activities not involving videotape. Patients’ self-ratings 
indicated that videotape feedback has immediate effects on self- 
assessments of social ease and physical attractiveness. Feedback 
produced changes in ratings of social ease, but individuals differed in 
the direction of the change (i.e. whether social ease was ‘better’ or 
‘worse’). The direction of the change was predicted by a questionnaire 
measure of response style. Feedback also tended to make patients rate 
themselves as less attractive in the eyes of other people. All changes 
were, however, temporary and had disappeared at a two-week 
follow-up. 

The results are generally consistent with those reported by Griffiths 
and Hinkson in that they indicate temporary and specific changes in 
response to videotape feedback. The implications of the results are 


discussed. 


Introduction 


Despite the large amount of research con- 
cerned with the psychotherapeutic effects of 
videotape feedback, it is still not possible to 
come to any clear conclusions as to what, if 
any, these effects might be (Bailey and Sowder, 
1970). Griffiths (1974) states that it is difficult 
to avoid the impression that the research usually 
consists of uncontrolled observations, followed 
by post-hoc rationalizations to account for the 
results. 'The reviews cited above would suggest 
that the failure of videotape feedback research 
to provide a scientific basis for conclusions about 
its effects has at least three causes: 


1. The work has been largely anecdotal, and 
therefore suffers from the limitations set by this 
type of approach. 
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2. The experimental work that has been 
undertaken has often been marred by serious 
methodological flaws. 


3. Many studies have not set out to test 
specific hypotheses about the precise effects of 
videotape feedback. The common approach 
has been to add videotape to existing treatment 
regimes, and to assess the outcome on global, 
subjective judgements of improvement. 


Although the majority of research has been 
inconclusive, a few experimental studies have 
begun to provide clearer evidence about the 
effects of videotape feedback (e.g. Venardos and 
Harris, 1973). One promising avenue of 
research has been the assessment of changes in 
self-conception following feedback (Griffiths and 
Hinkson, 1973). The cognitive accompaniments 
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more than just a statistic 
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of behaviour, of which self conception is one 
aspect, can be shown to exert some influence 
on overt actions (Bandura, 1969). Thus if 
videotape feedback can modify self-referent 
attitudes, it may be possible to facilitate the 
production of beneficial behavioural change. 
However, it is important to remember that 
overt actions can have a number of determi- 
nants, e.g. environmental contingencies, emo- 
tional reactions, and previous learning. Although 
the limitations of studying self-conception alone 
must be borne in mind, it is still important to 
know whether videotape feedback can reliably 
induce changes in an individual's cognitions 
about himself. If such changes can be demon- 
strated, videotape feedback may prove to be a 
valuable psychotherapeutic tool, even if it is 
only useful in combination with other tech- 
niques. 

Griffiths and Hinkson (1973) assessed patients' 
self concept by means of two anxiety scales 
(Watson and Friend, 1969), and a semantic 
differential (Osgood et al, 1957). The semantic 
differential was factor-analysed, and the result- 
ing factor was tentatively labelled ‘social ease’. 
A significant improvement in the 'social ease' 
score was observed in the patients who received 
videotape feedback, both in the way they rated 
themselves and in the way they thought others 
saw them. These scores reverted to their original 
level 14 days later. The other measures did not 
reveal any significant changes. The fact that 
changes only occurred in the semantic differen- 
tial scores, and not in the social anxiety scale, 
was suggested to be caused by the difference 
between the assessment methods. That is, the 
semantic differential assessed the person's state, 
whereas the social anxiety scales were trait 
measures and therefore less likely to be modified. 

This study is a partial replication, and 
extension of the work undertaken by Griffiths 
and Hinkson. 


Subjects Method 


Twenty-four psychiatrie patients took part in 
the study. The criteria by which they were 
selected were that they should be between the 
ages of 18 and 55, literate, cooperative, and not 
displaying any acute psychotic symptoms (e.g. 
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hallucinations, thought disorder, etc) or suffering 
from any organic disorder, The majority of 
patients were in-patients (15); six were day 
patients and three out-patients. 


Assessment 
Sample characteristics 


These measures were necessary to provide a 
check on the homogeneity of the subject groups. 
The assessments used included background data, 
a short form of the Wechler Adult Intelligence 
Scale (Maxwell, 1960), and the Eysenck 
Personality Questionnaire (Eysenck and 
Eysenck, 1975). 

In addition, a classification of occupations 
(HMSO, 1970) was used to determine social 
class and socioeconomic group. 


Dependent measures 


All the dependent measures were self report 
questionnaires. The following scales were used: 
(1) the ‘social avoidance and distress’ (SAD), 
and ‘fear of negative evaluation’ (FNE) scales 
(Watson and Friend, 1969); (2) a mood 
adjective check list (McNair and Lorr, 1964); 
(3) a measure of response style provided by the 
K scale of the MMPI (Ries, 1966), and (4) a 
self-assessment form (SAF). 

The self-assessment form was a set of Osgood 
scales similar to, but wider in scope than those 
used by Griffiths and Hinkson (1973). The form 
consisted of two lists of scales with bipolar 
adjectives or adjectival phrases, at either end 
of each scale. One list was concerned with 
"Myself as a person’, the other with ‘My 
physical appearance’. Each of these lists were 
repeated so that the patient could assess three 
aspects of themselves, і.е. ‘as І am now’, ‘as 
others see me’ and ‘as I would like to be’. Thus 
the patient completed six sets of self-ratings. 

The SAF was constructed in a study to be 
described more fully elsewhere—the details 
are not provided in this paper. In this study 
factor analyses were performed on the sets of 
ratings, with the exception of those concerned 
with ‘as I would like to be’. This exception was 
made because inspection of the protocols 
revealed a high degree of correspondence 
between subjects in their responses. Thus the 
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result of a factor analysis was completely 
predictable (i.e. one general factor). 

The above analyses resulted in a factor on the 
“Myself as a person’ scales which was very 
similar to the ‘social ease’ factor found by 
Griffiths and Hinkson (1973). Thus the factor 
was tentatively given the same label. The ratings 
of ‘My physical appearance’ produced a factor 
clearly related to ‘attractiveness’, and hence 
was given this label. The items which load on 
these factors are given in Tables I and II. The 
scale scores contributing to the above factors 
were summed to allow quantitative comparisons 
between patients. 


Procedure 

The patients were randomly assigned to one 
of three conditions. There were eight subjects 
in each group. All subjects were seen on three 


TABLE I 


The items from the self-assessment schedule which were 
used to derive the ‘social ease’ factor score 





Sociable — Unsociable 

Likes to be with other — Likes to be alone 
people 

Unable to cope with — Able to cope with 
people people 

Talks confidently — Talks hesitantly 

Worthless — Worthwhile 

A good mixer — A poor mixer 


Slow to react to others 

Charming in manner 

Comfortable in the 
presence of others 

Tense 

Not normal 


Quick to react to others — 
Gruff in manner — 
Not comfortable in the — 
presence of others 
Relaxed == 
Normal — 





Tase П 


The items from the self-assessment schedule which were 
used to derive the ‘attractiveness’ factor score 





Plain — Interesting 

Attractive to the —  Unattrative to the 
opposite sex opposite sex 

Untidy — Neat 

Skin blemished — Skin clear 

Good looking — Not good looking 

Eyes attractive — Eyes unattractive 

Smart — Not smart 

Body well pro- — Body not well pro- 
portioned portioned 


Not well groomed — Well groomed 





occasions; the procedure for each patient was as 
follows: 


Session 1. Each patient was assessed using all 
the measures described above. 


Session 2. This session took place approxi- 
mately five days after the first session. All 
subjects were given a structured interview in 
which they were asked about education, their 
interests and employment history. The inter- 
view took 15 minutes to complete, and was 
following by either: 


1. A replay of a videotape recording of the 
interview (feedback condition) ; 


2. A replay ofa videotape recording of another 
person being given the same structured 
interview (replay control) ; 


3. No videotape, the time being spent com- 
pleting a questionnaire (no videotape control). 


АП subjects then completed the dependent 
measures once again. 


Session 3. Approximately 14 days later all the 
subjects completed the dependent measures for 
the final time. 


Results 


Subject characteristics 


There were eight subjects in each group. 
Statistical analysis indicated that there were 
no significant differences between the groups in 
age, sex, marital status, diagnosis, social class, 
intelligence or scores on Eysenck’s PEN and 
L scales. 

The average ages of the three groups were 
35:4 (experimental), 40:5 (replay) and 34:8 
years (no treatment control). There were 5 
females and 3 males in each group. Within the 
total group of subjects, the diagnostic formula- 
tion was as follows—personality disorder, 5; 
schizophrenia, 6; psychotic depression, 5; 
neurotic depression, 4; anxiety state, 2; anorexia 
nervosa, 2. As had been indicated, all subjects 
were able to cooperate with the requirements 
of the experimental procedure. In other words, 
none were in a condition sufficiently severe or 
acute to impair their involvement. 

All patients were undergoing psychiatric 
treatment; in most cases this consisted of 
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medication and the various elements of a ward 
regime. There were no significant differences, 
however, in the treatment elements provided 
for the three groups. Note was also taken of any 
changes in treatment (e.g. change of drugs) 
during the investigation. Changes were noted 
in the treatments of six subjects, but there were 
evenly distributed across the three research 
groups. It had been decided to exclude subjects 
whose treatment was changed drastically 
during the investigation, but this was not 
necessary. 


Dependent measures 


No significant differences or changes were 
observed on the SAD, FNE or Lorr-McNair 
mood scales, The data from these scales are 
therefore not provided. 

Analysis of the SAF scores indicated that 
there were no differences in the mean scores for 
the ‘social ease’ factor. This was true for both 
within group and between group comparisons, 
and the data were not provided in view of 
their homogeneity. | 

Further analyses of the ‘social ease’ scores were 
conducted using change scores rather than 
average scores. This was thought advisable in 
view of the wide range of scores within groups. 
Change scores have advantages in situations 
where measures display large inter-subject 
variability; that is, when the between subject 
variability is greater than the between condi- 
tions variability. This was true of the present 
data. In fact, the score ranges for the three 
groups (averaged over the three occasions of 
testing) were 53, 44 and 35 respectively. 
Change scores tend to reduce inter-subject 
variability, and thus reduce the possibility of 
masking any differences which might exist 
between conditions. 

Analyses of change scores did, in fact, reveal 
a number of significant differences between 
groups. When rating 'Myself as a person : as I 
am now', patients in the feedback group mani- 
fested larger changes than patients in the two 
control groups, if the direction of change was 
ignored. This indicates that feedback patients 
exhibited both increases and decreases in 
social ease to a greater extent than the controls. 
"The difference fell short of the 5 per cent level 
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when the experimental group was compared 
with the other groups separately (Mann 
Whitney U; for both comparisons U — 17; 
Р = :065; n = 8 and n = 8). The scores of 
the two control groups were then combined 
since they did not differ significantly (U — 28; 
Р = :36; n = 8 and п = 8) and the feedback 
group was compared with the two control 
groups combined. This comparison indicated 
that the feedback group manifested significantly 
more change than the controls (U = 34; 
P < -05;n = 8and n = 16). 

Analyses of the attractiveness factor scores 
also revealed significant differences between 
groups. These were restricted, however, to the 
ratings of ‘as others see me’. When patients in 
the feedback group were compared with patients 
in the ‘no videotape’ group, they manifested 
a significantly greater decrease in the ratings of 
how attractive other people saw them (U = 5; 
Р = +003; n = 8 and n = 8). The difference 
between the feedback and the replay groups was 
not significant (U = 19:5; Р = -1a;n = 8 
and n == 8). The difference between the control 
groups was not significant at the 5 per cent level 
(О = 13°5; Р = :06; n = 8 and n = 7). 

At follow-up, approximately two weeks later, 
none of the group differences were significant. 
This indicates that there were no significant 
differences between groups in the extent of 
changes between the initial and follow-up 
assessments. 

Analyses of the ratings of *Myself as a person : 
as I am now’ indicated, as is mentioned above, 
that the feedback group changed more than the 
controls. Inspection of the data reveals that 
four subjects improved in their self ratings of 
social ease, and four subjects had worse ratings 
after feedback. It was also demonstrated that 
the direction of change in the feedback group 
was correlated with the initial scores from the 
MMPI ‘К’ scale. Initial “К? scale scores were 
compared with 'social ease' change scores. The 
‘social ease’ scores were classified in terms of 
whether they exceeded a change of 7. The cut- 
off of 7 was chosen since it was the median 
change in the ‘non-videotape’ control, and could 
therefore be regarded as an indication of the 
effect of measurement errors and chance factors. 
In Table ПІ initial ‘К’ scores are provided for 
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Tase HI 


In the body of the Table are the initial K scale scores 
tabulated against ‘social ease’ change scores (comparison of 
first assessment with assessment immediately after feedback) 
derived from the ratings of ‘Myself as a person : as Гат 
now’. The first column provided the K scale scores for the 
three subjects with a positive change in self ratings; the 
second column provides K scores for the two patients with 
‘no change’ (as defined below); the third column provides 
three K scores for the subjects with negative changes 











‘Change’ scores — Positive No Negative 
for ‘Myself аѕ а change change change 
person : as Iam (+7 or (6 to (--7 or 
now’ more) +6) more) 

‘K’ scale scores 10 i 5 

10 11 7 

12 4 

Median 'K' scale 
scores 11 1 6 





Note: The criterion for ‘no change’ оп the ratings of 
‘Myself as a person : as I am now’ was defined as a 
difference of 6 or less. This was determined by the 
median change in the ‘no videotape’ control condition. 


the subjects who manifested positive change, no 
change or negative change. 

A Kruskal-Wallis (one-way) analysis of 
variance was significant, indicating that the 
observed scores are unlikely to be attributable 
to chance factors (Н = 5:33, corrected for ties; 
n = 3,n = 2 and n = 3; Р = :04). Table III 
also indicates that there are no differences in 
scores between the ‘no change’ and ‘positive 
change’ categories. If these categories are 
combined, K scale scores differentiate these 
categories from the ‘negative change’ group at a 
very significant level, and in spite of the small 
numbers (U = о; п = 5 andn = 3; P = -o18). 


Summary and Discussion 


The results of the present study, and also 
those reported by Griffiths and Hinkson (1973), 
suggest that videotape feedback has effects 
which are specific and temporary. Neither of 
these investigations have produced evidence to 
support the enthusiasm for videotape feedback 
which has been noted in previous reviews 
(Bailey and Sowder, 1970; Griffiths, 1974). 
Nevertheless, videotape feedback does appear 
to produce changes, and it is important to 


recognize that both the present project and the 
investigation reported by Griffiths and Hinkson 
involve limited amounts of feedback. More 
specifically, the amount involved was 15 to 20 
minutes. In view of this limitation, it is perhaps 
not surprising that the changes have been 
limited and temporary. It might be suggested, 
in addition, that it is unlikely that attitude 
change should be maintained in the absence of 
accompanying changes in behaviour (Festinger, 
1964). No effect was made to prolong or extend 
the effects of videotape by providing additional 
therapy. 

In spite of its limitations, this study also 
suggests that videotape feedback is capable of 
producing changes, but that the nature and 
extent of those changes is mediated by a 
number of variables. It would seem that the 
model which is postulated to explain and 
predict the response to videotape will inevitably 
be complex. In this instance, the outcome has 
been shown to be a function of the dependent 
measure. Some aspects of self-assessment change 
but not others. The outcome is also a function of 
time, since all effects disappear at a relatively 
short follow-up. Individual differences are also 
involved in, for example, the changes in ‘social 
ease’. The results also suggest the presence of 
interaction effects—the changes in ‘attractive- 
ness' ratings are consistent but there is con- 
siderable variation in the direction of change 
observed in 'social ease' ratings. Though the 
results begin to provide tentative answers to 
some of the questions listed by Griffiths (1974), 
it seems possible and indeed likely that a 
comprehensive model of videotape feedback 
will include many other variables. 

The results are also relevant to the possibility 
that feedback can have harmful effects. This has 
been discussed by Danet (1968). The present 
data indicate that some patients rated them- 
selves as being less at ease after feedback; there 
was also a general tendency for the feedback 
group to rate themselves as being less attractive 
to others. These findings do suggest caution to 
the extent that changes are negative, but there 
must be considerable uncertainty as to whether 
these changes are necessarily adverse. Braucht 
(1970) has demonstrated that. reduced self 
esteem, due to videotape feedback, can simply 
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indicate a greater degree of realism in self- 
assessment. Further research will obviously be 
necessary to clarify this situation. The present 
results also suggest that the changes, whether 
adverse or not, are temporary; they are also, to 
a certain extent, predicted by the measure of 
response style. 

“К scale scores have been previously suggested 
to be measures of the tendency to deny abnormal 
or undesirable behaviours (Griffiths, 1975). The 
data from this study indicate that individuals 
with scores in the middle range of the scale 
tended to report improvements in social ease 
in response to feedback; low scores tended to 
respond with a lowering of social ease. No 
subject in the study had a high score. Though 
further research will be necessary, this finding 
raises the possibility of being able to select 
patients for feedback in the light of the more 
likely change which they will manifest. These 
results are also consistent with previous indica- 
tions that the K scale can be a useful predictor 
of response to therapy (Ries, 1966). 

This investigation has also suggested a 
number of interesting questions. Why, for 
example, should changes occur in some aspects 
of self-assessment but not others? Why should 
the changes in social ease be diverse and 
inconsistent between subjects, but the changes 
in self-rated attractiveness be consistent and 
negative for the majority? Further work will 
need to confirm the reliability of these observa- 
tions in the first instance, and then provide 
explanations which can guide decisions about 
the choice of appropriate therapy. 

In conclusion, this project has raised more 
questions than it has answered. The results do 
suggest, however, that videotape feedback 
merits further investigation. More specifically, 
the usefulness of videotape feedback in therapy, 
and its effects on behaviour, will need to be 
claborated by further research involving variable 
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amounts of feedback, larger numbers of subjects, 
and a wider range of both independent and 
dependent measures. 


AND P. GILLINGHAM 
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Trials of Lithium, Chlorpromazine and Amitriptyline in 


Schizoaffective Patients 


By I. F. BROCKINGTON, R. E. KENDELL, J. M. KELLETT, 
S. H. CURRY and S. WAINWRIGHT 


SUMMARY Two drug trials in schizoaffective patients are reported. 
Nineteen ‘schizomanic’ patients were treated for one month, on a 
double blind basis, with chlorpromazine or lithium and 41 ‘schizo- 
depressive’ patients with amitriptyline, chlorpromazine or both. 

In the schizodepressive patients there was a trend toa better response 
to chlorpromazine, but drug response generally was poor, only 20 per 
cent of patients recovering within the month, In the schizomanic 
patients lithium seemed as effective as chlorpromazine, which sup- 
ports the view that these patients were suffering from a variant of 


mania. 


Schizoaffective psychoses account for about 
3-4 per cent of admissions to psychiatric 
hospitals (Brockington and Leff, unpublished; 
Croughan et al, 1974), an incidence equal to 
that of mania, but little has been written about 
their response to treatment, and their nosological 
status remains uncertain. 

The present paper reports two drug trials, 
one comparing chlorpromazine and ami- 
triptyline in ‘schizodepressive’ psychoses and 
the other chlorpromazine and lithium in 
‘schizomanic’ psychoses. 


Methods 
Patients 


Between December 1972 and December 1974, 
the wards of three hospitals (the Maudsley, the 
Bethlem Royal and St Francis) were screened 
for patients suffering from schizoaffective 
psychosis. For a shorter period, Netherne and 
Springfield Hospitals were also screened. About 
3,800 patients were admitted during that time. 
The case notes were examined for evidence of 
combined schizophrenic and affective features, 
and whenever there seemed a possibility that 
both were present the patients were subjected to 
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a brief screening interview. About 600 patients 
were interviewed. If combined symptomatology 
was present a psychiatric examination using the 
Present State Examination (Wing et al, 1974) 
was completed. Altogether 108 patients met the 
study definition of schizoaffective psychosis. 

The definition required evidence of both a 
schizophrenic or paranoid psychosis and an 
affective illness (depressive or тапіс). The 
criteria are detailed in the Appendix. They have 
been shown to be relatively broad in relation to 
other criteria for schizoaffective states (Brock- 
ington and Leff). 

Of the 108 patients, 32 suffered from schizo- 
manic and 76 from schizodepressive forms of the 
psychosis. Of the schizomanic patients, 19 
entered the drug trial, the reasons for exclusion 
of the other 13 being: patient’s refusal (3), 
improvement before the trial began (4), 
delayed diagnosis (5), and other reasons (1). 
Of the schizodepressive patients, 41 entered the 
trial, the reasons for exclusion being: treatment 
by injected neuroleptics (8), severe illness 
requiring ECT (8) or neuroleptics (4), rapid 
recovery (4), transfer to another hospital (3), 
delayed diagnosis (3), patient’s refusal (1) and 
other reasons (4). 
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Treatment 


Schizodepressive patients were treated in 
three groups with capsules containing either 
25 mg amitriptyline or 75 mg chlorpromazine or 
both. These capsules also contained riboflavine. 
"They were prescribed on a double-blind basis 
for a month; the dose was controlled by the 
clinical team and reached the level of 6-10 cap- 
sules a day except for four patients who received 
only 3-4 capsules. Night sedation with nitraze- 
pam or triclofos, diazepam and analgesics were 
the only other drugs allowed. In order to assess 
treatment compliance, urine specimens were 
examined weekly for the presence of riboflavine. 
At the end of the trial, the research worker was 
asked to state, from his knowledge of the patient, 
which drug he thought the patient had been on. 

Schizomanic patients were treated with 
capsules containing either 100 mg chlorpro- 
mazine or 250 mg lithium carbonate. The 
capsules also contained 1 mg riboflavine. They 
were given on a double blind basis for one 
month, the dosage being determined by the 
clinical team in charge of the patient; the 
maximum given was 10 capsules a day (the 
patients on chlorpromazine receiving at least 
400 mg per day). No other medication was 
allowed except nitrazepam for night sedation, 
diazepam for the control of agitated behaviour 
and, for the first seven days only, chlorpromazine 
if it was essential for the control of severely 
disturbed behaviour. (Analysis of results showed 
that it had not been necessary to give neuro- 
leptic medication to any of the patients on 
lithium.) Blood was taken every week for serum 
lithium estimation, and the clinical team were 
notified by the chemical pathology department 
if the serum level was in the toxic range or else 
too low for therapeutic effect. The research 
worker was not informed ‘about the blood 
levels or side effects but attempted to guess the 
medication at the end of the trial. Plasma 
chlorpromazine was measured by one of us 
(S.H.C.) toward the end of the trial. 


Assessment of change 

At the start of the trial, the 9th edition of the 
Present State Examination. (PSE) and the 
Brief Psychiatric Rating Scale (Overall and 
Gorham, 1962) were completed. In the schizo- 
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manic trial, the Brief Psychiatric Rating Scale 
(B.P.R.S.) was completed each week. At the 
end of four weeks, or at the time of withdrawal 
from the trial, the PSE and BPRS were re- 
peated and checked with the nursing staff and 
clinical team. These mental state examinations 
yielded 59 items of psychopathology: 38 PSE 
syndrome scores; 17 BPRS scales; a global score 
on depressive symptomatology (the sum of the 
following BPRS items: depression, guilt, somatic 
concern and retardation); a global score on 
manic symptomatology (the sum of items:— 
overactivity, grandiosity and conceptual dis- 
organization); a global score on schizophrenic 
symptomatology (the sum of items:—emotional 
withdrawal, mannerisms and posturing, con- 
ceptual disorganization, suspiciousness, hallu- 
cinations, unusual thought content and blunting) 
and total symptomatology score (all 17 scales). 
Change was expressed as the difference between 
pre-treatment and post-treatment scores divided 
by the standard deviation of pre-treatment 
scores in all the patients in the trial (Goldberg 
et al, 1965). These units are referred to as 
‘improvement scores’. 

The final decision on global outcome, in 
respect of affective symptoms, schizophrenic 
symptoms and total symptomatology, was 
taken by comparing the mental state findings 
with the medical and nursing notes, studied 
independently by two raters. 


Results 
The schizodepressive trial 


Of the 41 patients who entered the trial, 
5 were withdrawn within ten days and were 
excluded. Of the remainder, 13 were treated 
with amitriptyline, 11 with chlorpromazine and 
12 with both drugs. The identity of the drug was 
fairly well concealed, since the drug was stated 
correctly in only 12 patients (8 on chlorpro- 
mazine and 4 on amitriptyline); there were 
5 incorrect statements, and in the remaining 
patients it was not possible to make a statement 
owing to lack of drug effects. 

The results are shown in Table I. Patients on 
amitriptyline responded poorly to treatment, 
and only one patient made a full recovery. Five 
appeared to respond initially and then relapsed. 
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ТАВІЕ I 
Schizodepressive trial: Overall response 








Amitrip- Chlor- Both 
tyline promazine drugs 
Entering 14 14 13 
Lost 1 3 1 
13 11 12 
Кесоуегу 1 4 2 
Partial recovery 5 2 7 
No change 7 5 3 
Initial response then 
relapse 5 1 3 
Schizophrenic symptoms 
improved more 2 1 4 
Affective symptoms 
improved more 1 0 4 





The dose level of amitriptyline was 100-250 mg 
(median 150 mg, mean 182 mg). The group on 
chlorpromazine did rather better, though the 
difference was not statistically significant. All 
patients on chlorpromazine received at least 
300 mg daily (mean and median dose 600 mg). 
The group on both drugs fared about as well as 
those on chlorpromazine alone. The dose range 
was 3-9 capsules daily (mean and median 
6 capsules, i.e. 150 mg amitriptyline and 450 mg 
chlorpromazine). The advantage of chlor- 
promazine (adding the group treated by both 
drugs) was still not significant statistically when 
compared with amitriptyline alone. Only 6 
(26 per cent) of the 23 patients who received 
chlorpromazine made a full recovery within a 
month. 

A dissociation between improvement in 
schizophrenic and affective’ symptoms was 
shown by 12 patients, and occurred under all 
drug conditions, 

Data on 35 patients were available for a 
comparison of the effect of the drugs on indivi- 
dual items of psychopathology. The groups 
were comparable in their initial levels of 
symptomatology in 58 of the 59 items, the 
exception being loss of energy, which was less 
common in those receiving chlorpromazine. The 
most clear-cut results were obtained in the 
comparison of amitriptyline and chlorpro- 
mazine (the group on both drugs showing less 
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marked differences). Five of the 59 variables 
showed statistically significant differences, three 
of them at the one in hundred chance level. 
Amitriptyline proved superior in the treatment 
of obsessional symptoms (P <0.01), ideas of 
reference (Р « 0.05) and delusions of reference 
(P «0.01). Chlorpromazine proved superior 
for anxiety (Р «0.05) and emotional with- 
drawal (P «0.01). The mean change in 
depressive symptoms, schizophrenic symptoms 
and total symptomatology (Table П) all 
favoured chlorpromazine but statistical signi- 
ficance was not reached on any of the com- 
parisons, Here too the combination of both 
drugs had no advantage over chlorpromazine 
alone. 








Tague П 
Schizodepressive trial: Improvement scores* 

Amitrip- Chlor- Both 
tyline promazine drugs 

Depression 0.6 1.2 1.0 

Schizophrenia 1.0 1.6 1.3 

Total 

Symptomatology 1.2 2.1 1.7 





* Composite scores based on the change in 
B.P.R.S. ratings, expressed as a multiple of the 
standard deviation of the pretreatment scores, 


The schizomanic trial 

Of the 19 patients entering the trial, five 
failed to take treatment for seven days and were 
excluded, leaving 14 patients (6 on lithium and 
8 on chlorpromazine). Three patients on 
chlorpromazine were withdrawn between the 
ninth and eleventh days because of allergic 
symptoms, lack of response to treatment or 
absconding from the hospital. In this trial the 
blind conditions were not preserved because the 
investigator correctly guessed five of the patients 
to be on lithium and four on chlorpromazine; 
no wrong statements were made. 

'The results are shown in Table III. In the 
lithium group, two patients made complete 
recoveries and a third became depressed. One 
patient lost all her manic symptoms but 
retained her delusions of misinterpretation. One 
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patient lost her schizophrenic symptoms but 
still showed some overactivity and partial 
delusions of grandeur; this was the only 
patient whose serum lithium failed to reach 
0.8 mmol/l. The sixth patient showed only a 
slight improvement. Although the blind con- 
ditions were compromised, this conclusion was 
corroborated by the actions of the clinical team, 
who promptly discharged four of the patients, 
either on lithium or on no treatment at all. 

The patients on chlorpromazine made a very 
similar response, only one patient failing to 
improve in spite of high plasma chlorpromazine 
levels (560 ng/ml). Four patients showed a 
difference in the response of their manic and 
schizophrenic symptoms, but this occurred with 
both drugs. In summary of the global outcome, 
lithium seemed as effective as chlorpromazine in 
its actions on both manic and schizophrenic 
symptoms in this small series. 


Tase ПІ 
Schizomanic trial: Overall response 











Chlor- 
Lithium | promazine 
Entering 8 11 
Lost 2 3 
Withdrawn 0 3 
6 5 
Recovery 3 2 
Partial recovery 2 2 
No change 1 1 
Main effect on 
schizophrenic symptoms 1 2 
Main effect on affective 
symptoms 1 0 





Eleven patients completing the trial were 
available for psychopathological comparisons 
and in addition data were obtained from two of 
those withdrawn on the ninth and tenth days 
(the third patient withdrawn at this stage 
absconded before withdrawal interviews could 
be held). There was only one statistically 
significant difference, namely that delusions of 
reference responded better to chlorpromazine at 
the one in twenty chance level (which would be 
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expected by chance among 59 variables). 
Various schizophrenic symptoms  (first-rank 
symptoms, catatonic syndrome, incoherence, 
auditory hallucinations, delusions of persecution 
and sexual/fantastic delusions) all showed a 
trend to a greater change with lithium. Chlor- 
promazine had a greater effect on total sympto- 
matology, but this was not statistically signifi- 
cant (Table IV). 











Taste IV 
Schizomanic trial: Improvement scores* 
Chlor- 
Lithium рготағіпе 

Available for symptom 

comparison 6 7 
Mania 1.9 1.9 
Schizophrenia 1.3 1.5 
Total Pathology 1.1 1.7 

* Asin Table II. 

Discussion 


Schizodepressive trial 


Although the numbers were too small to 
allow statistically significant results to emerge 
(except in the detailed psychopathological 
comparisons) two tentative conclusions can be 
drawn. First, these patients responded poorly to` 
the combined effects of treatment with drugs 
and admission to hospital. The recovery rate 
(20 per cent) was much lower than that reported 
in patients with simple depression treated with 
amitriptyline or schizophrenics treated with 
chlorpromazine. This may be due to differences 
in the criteria for full recovery, but it concurs 
with the findings of Greenblatt et al (1964) that 
only 30 per cent of schizoaffectives responded to 
antidepressive treatment of Glassman et al 
(1975) that only 3 of 13 depressed patients with 
delusions responded to imipramine, and of 
Hordern et al (1963) that only 4 of 27 deluded 
depressives responded to imipramine and 
amitriptyline. 

The second conclusion concerns the use of a 
combination of drugs rather than chlor- 
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promazine or amitriptyline alone. Chlorpro- 
mazine raises the blood level of tricyclic anti- 
depressants (Gram and Overø, 1972). However, 
our results show no advantage for combined 
drug treatment. Amitriptyline seemed parti- 
cularly unimpressive in the therapy of these 
patients, and in global effect it was inferior to 
chlorpromazine and to combined drug treat- 
ment. Chlorpromazine was significantly better 
where there was anxiety and emotional with- 
drawal. Amitriptyline was better in the treat- 
ment of depressed patients with obsessional 
symptoms and delusions of reference. 

In so far as we were able to demonstrate an 
advantage of chlorpromazine over amitriptyline 
our findings provide some evidence that these 
illnesses are basically schizophrenic in nature. 
This argument assumes that chlorpromazine has 
no antidepressive effects. However, Fink et al 
(1965), reviewing earlier uncontrolled studies of 
the antidepressant action of chlorpromazine in 
the 1950s, found reports of improvement in a 
proportion of patients. Their own study com- 
pared chlorpromazine (plus procyclidine) and 
imipramine in 25 patients and found that 
chlorpromazine was better for melancholic 
agitation. Overall e! al (1964) found that 
thioridazine had a greater effect than imipra- 
mine on depression and motor agitation in 77 
patients, though less effect on psychomotor 
disturbances. Paykel e! al (1968) found that 
chlorpromazine was in every respect as effective 
as imipramine in a series of 99 depressed in- 
patients and day patients. 

Further studies are required in a larger 
group of patients, though it might be difficult 
to justify attempts to treat these patients by 
drugs alone without the addition of ECT 
(Kantor and Glassman, 1977), in view of the 
poor response to drugs demonstrated in at least 
four studies. 


Schi zomanic trial 


The number of patients treated was too small 
to allow definite conclusions, but lithium seemed 
to be as effective as chlorpromazine. The 
response to treatment in the first month was 
approximately the same as that of the 59 per 
cent of manic patients who ‘improved’ in the 
study of Takahashi et al (1975). We did not 
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confirm the findings of Zall et al (1968) that 
manic symptoms respond to lithium and schizo- 
phrenic symptoms to chlorpromazine, and in 
fact in our study some schizophrenic symptoms 
responded better to lithium. 

This conclusion is in agreement with the 
other two double-blind trials on patients of this 
kind. Johnson et al (1971) treated 13 patients 
with 'schizoaffective psychosis, excited phase'; 
seven patients received lithium and six received 
chlorpromazine. Their defining criteria 
(Johnson, 1970) favoured schizophrenic patients, 
emphasizing permanent deficit in personality 
(Procci, 1976). Neither the psychologists nor 
the nurses were able to find any differences in 
the effect of the two drugs, but the psychiatrists 
reported some advantage to chlorpromazine. 
The ‘clinical global impression’, nine of the 
eighteen BPRS scales and the total psycho- 
pathology score favoured chlorpromazine and 
four BPRS scales showed a better response 
to lithium, but there were only four significant 
differences at the one in twenty chance level. 
As the authors pointed out, the evidence for the 
superiority of chlorpromazine was slender. 

The other drug trial, that of Prien et al (1972) 
included a much larger number of patients, 
ie. 83 with a diagnosis of ‘schizoaffective 
psychosis, excited state' drawn from twelve 
Veterans Administration hospitals and six other 
hospitals. The inclusion criteria for mania were 
clearly defined but an operational definition 
for schizophrenia was missing from the diag- 
nostic procedure. Evaluation was thorough, 
using the Inpatient Multidimensional Psychi- 
atric Scale and the Psychotic Inpatient Profile. 
Only minor differences were found in the 
treatment responses of mildly overactive patients, 
but chlorpromazine appeared to have a 
definite advantage in highly overactive patients. 
It was a better drug in 22 measures of psycho- 
pathology, no measure showing a_ better 
response to lithium. However, the difference 
was due almost entirely to the poor clinical 
response in lithium drop-outs. Ten of the 
patients on lithium had to be withdrawn, mainly 
because of hostile excited behaviour. When a 
comparison was made of patients who completed 
the trial there was no major difference. So 
chlorpromazine was a better drug for the 
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clinical management of these patients because 
of its more rapid sedative action, but there was 
little difference in the longer term ability of 
the two drugs to normalize the schizomanic 
state. 

There have been many unsystematic studies, 
collated by Prien et al (1972) and Procci (1976) 
confirming the efficacy of lithium in these cases 
and in cycloid psychosis (Perris, 1974). Procci 
added up the results and found that 77 per 
cent of schizoaffective patients compared with 
87 per cent of manic patients responded. In so 
far as lithium is a drug without neuroleptic 
properties (Shopsin et al, 1971) this is evidence 
supporting the proposition that schizomania is a 
variant of mania. 
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Appendix 
Criteria for schizoaffective psychosis 


The patient must fulfil the criteria for schizophrenia 
or paranoid psychosis, and for depression or mania. 


Criteria for schizophrenia 

One nuclear symptom (thought insertion, thought 
withdrawal, thought broadcasting, thought echo, 
voices discussing the patient, delusions of control or 
autochthonous delusions). 

Ifa patient is too withdrawn, suspicious or thought- 
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disordered to give a history, two fully rated objective 
signs in different groups from the following list must 
be present: 


Group 1 (Behaviour): mannerisms, posturing, 
stereotypies, catatonic phenomena or 
hallucinating behaviour. 

Group 2 (Affect): suspicion, perplexity, blunting 
or incongruity of affect. 

Group 3 (Speech): neologisms, incoherence, non- 
social speech. 


Criteria for Paranoid Psychosis 

The patient must have a preoccupying delusion 
involving the external world. The delusions may be 
of influence (paranormal phenomena, physical 
forces), persecution, reference, misinterpretation, 
assistance, infidelity, pregnancy or of a fantasy lover. 
The delusion must be persistant, and the patient must 
show evidence in speech or behaviour that he is 
preoccupied with it. 


Criteria for Depression 
The patient must have four fully rated items from a 
list of 16 symptoms and 3 signs. 
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The symptoms are: sadness, hopelessness, suicidal 
intent, loss of interest, inferiority, pathological guilt, 
delusions of guilt, hypochondriacal delusions, nihi- 
listic delusions, insomnia, loss of appetite, loss of 
libido, loss of emotions, muddled thoughts or poor 
concentration, depression worse in morning. 

The signs are: observed sadness, agitation and 
retardation. 


Two partially rated items count as one fully ranked 
item. The symptoms and signs are defined as in the 
glossary of Wing’s Present State Examination, 
(Wing et al, 1974). 


Criteria for mania 


The patient must have three fully-rated (or six 
partly rated) items from the following list of 5 
symptoms and 7 signs: 


Symptoms: euphoria, racing thoughts, tirelessness, 
delusions of special powers, delusions of 
grandiose identity. 

Signs: overactivity, distractibility, irreverent 

behaviour, embarrassing behaviour, 

hypomanic affect, pressure of speech, 
flight of ideas. 
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The Neuroleptic Hypothesis : Study of the Covariation of 


Extrapyramidal and Therapeutic Drug Effects 


By M. ALPERT, F. DIAMOND, J. WEISENFREUND, 
E. TALEPOROS and A. J. FRIEDHOFF 


SUMMARY A therapeutic trial with chlorpromazine was conducted 
with a homogeneous (for age and sex) group of recently admitted 
schizophrenic patients. Extrapyramidal effects were measured 
through quantitative analysis of digital tremor, after four days of 
fixed-dose treatment. Assessment of treatment efficacy was based on 
Brief Psychiatric Rating Scale ratings, done at the end of four weeks? 
treatment. Those patients whose tremor was least affected by drug 
were most likely to benefit from the treatment. Implications of this 
negative correlation for our understanding of the neuroleptic hypo- 
thesis and the closely associated dopamine hypothesis of schizophrenia 


are discussed. 


Introduction 


Delay et al (1955) assumed that the pharmaco- 
therapeutic action of antipsychotic drugs was 
associated with their tendency to produce 
extrapyramidal side-effects (EPSE) and sug- 
gested that this class of drugs be designated as 
neuroleptics in recognition of this joint action. 
Study of this association has been the focus of a 
series of investigations around what might be 
termed the neuroleptic hypothesis that *. . . the 
production of extrapyramidal symptoms and 
the reduction of schizophrenic psychopathology 
are closely related pharmacological properties 
and that these drug effects may be elicited at a 
single site of action in the central nervous 
system' (Cole and Clyde, 1961, p 565). 

Althoügh the neuroleptic hypothesis would 
lead to a direct (positive) correlation between 
the two drug effects, evidence from clinical 
studies has been ambiguous or contradictory 
and the relation between the two classes of 
action is still not established. Positive relations 
between EPSE and therapeutic effects were 
reported by Freyhan (1957), Denham (1961), 
and Brune et al (1962), while positive but 
curvilinear results were reported by Haase and 
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Janssen (1965). Curvilinear results were also 
reported by Simpson and Kunz-Bartholini 
(1968). Curvilinear and null results were 
reported by Bishop, Gallant and Sykes (1965). 
Null results were reported by Karn and Kasper 
(1959), Hollister, Caffey and Klett (1960) 
and Goldman (1961). A negative correlation 
between EPSE and therapeutic response was 
reported by Simpson et al (1964). 

Recent biochemical and pharmacological 
insights have suggested experimental controls 
which have not been included in the past. We 
here report results from a study, utilizing these 
controls, which indicates that there is a negative 
correlation between the two classes of neuro- 
leptic action. These observations have implica- 
tions for the neuroleptic hypothesis and the 
closely associated dopamine hypothesis of 
schizophrenia (e.g. Meltzer and Stahl, 1976). 

The experimental controls which must be 
considered have three main areas. Firstly, drug 
factors: drugs differ in their tendency to 
provoke EPSE and two independent mech- 
anisms have been identified as influencing them 
—a positive relation with the compound’s 
dopamine receptor blockage potency (Creese, 


170 


Burt and Snyder, 1975), and а negative 
relation with the same compound's anti- 
cholinergic potency (Snyder, Greenberg and 
Yamumura, 1974). The two mechanisms vary 
independently in different drugs so that clinical 
studies based on several drugs would be difficult 
to interpret (as would studies permitting 
supplemental use of anticholinergics, which 
counteract the EPSE but do not alter outcome). 
The two factors may also vary independently 
and non-linearly, even in the same drug, if a 
wide dose range is used. In relation to the 
paradoxical observation that higher doses of a 
neuroleptic drug can produce fewer EPSE 
than lower doses, Hollister (1976) suggested 
that dopamine receptors may saturate at a lower 
dose than cholinergic receptors. Thus, increasing 
the dose of a neuroleptic beyond a certain 
point would be equivalent to adding an anti- 
cholinergic agent. The study to be reported 
here involves use of a single neuroleptic drug at 
fixed doses, at least during the period of 
measurement of EPSE. Some variation in dose 
and the supplemental use of anticholinergic 
drugs was permitted during the treatment phase, 
after measurement of EPSE vulnerability, 
because of the clinical impression that optimal 
results depend on individuation of treatment 
parameters. Secondly, there are subject factors: 
age, sex and previous drug exposure have been 
identified as affecting vulnerability to EPSE 
(Ayd, 1961). These factors, as well as diagnosis, 
may also affect prognosis. This study, however, 
utilized a subject population which was as 
homogeneous as possible. 

Definition and measurement of EPSE: 
Thirdly, Chien and DiMascio (1967) have 
reviewed problems in the description and 
classification of EPSE and concluded that a good 
deal of the ambiguity in the study of neuroleptic 
hypothesis may be attributable to methodologi- 
cal inadequacies. They urged the use of quanti- 
tative measuring instruments and experimental 
rigour. Our measure of EPSE is based on a 
quantitative analysis of digital tremor, recorded 
bilterally from each index finger (Alpert, 
Lomask and Friedhoff, 1966) and then analyzed 
for amplitude and spectrum of the tremor wave 
form (Alpert, 1975). We have found tremo- 
graphy to be repeatable, quantitative and a good 
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correlate of clinical ratings. In addition, 
because of the sensitivity of the system, it is 
possible for it to detect neuroleptic effects below 
their threshold for clinical expression. 

We have recently reported results from a pilot 
study, incorporating the methods described 
above (Alpert, Diamond and Kesselman, 1977). 
In this, we studied ten recently admitted 
premenopausal female schizophrenics treated 
with fixed doses of trifluoperazine, and found 
that those patients showing the least tremor 
changes during the first week of treatment 
tended to show better responses to treatment 
three weeks later—a negative correlation be- 
tween EPSE and treatment outcome. The 
present study was designed to replicate and 
extend this previous report. In addition to our 
tremographic measure of EPSE, we also 
studied sedation because it is a frequent side- 
effect of antipsychotic compounds and might 
provide a control for any non-specific tendency 
of patients to show side-effects. This tendency 
could, in itself, be related to outcome, so that 
inclusion of a measure of sedation might serve 
as a control for the specificity of a relation 
between EPSE and outcome. 


Method 


Twenty-one female schizophrenics, newly 
admitted to Bellevue Psychiatric Hospital, 
volunteered for the study, providing signed, 
informed consent. Only patients in good 
physical health, without history of hepatic, 
CNS or other major disease or substance abuse 
and who had not received neuroleptic medi- 
cation for more than two days in the previous 
week, or more than seven days in the previous 
three months, were accepted for study. Four 
patients were lost to study : one due to absconding ; 
two because they changed their minds and 
withdrew from the study and one patient 
because of a charting error, which led to a 
departure from the medication schedule. The 
age-range of the patients (N = 17) was 17 to 
34 years and the mean age was 26.0 years. All 
patients were diagnosed independently by two 
psychiatrists as schizophrenic, using DSM П 
criteria (American Psychiatric Association, 
1968). Although many of the patients had been 
hospitalized previously, all had been out of 
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hospital and had shown a recent exacerbation of 
their illness, requiring admission to our acute 
receiving hospital. 

There was a baseline placebo period of four 
to seven days, followed by four weeks of chlor- 
promazine (CPZ) treatment. Chloral hydrate 
was permitted during the baseline period. 
Starting dose of CPZ was 200 mg/day at bed- 
time. This was increased daily in 200 mg/day 
increments for five days, always in a single 
bedtime dose. Two patients developed side- 
effects and were held on 600 mg/day on days 
four and five. After the dose-range period, 
medication was adjusted at doctors’ choice to 
attempt to achieve an optimum therapeutic 
dose. Anticholinergic drugs could be added and 
five patients received them during the three- 
week adjusted dose period. The average daily 
dose of CPZ in the last week of treatment was 
996 mg. 

Tremor was recorded in the morning at 
base-line and during the week of fixed dose 
increments. To measure sedative effects, we 
used a clinical scale—the Stanford Sleepiness 
Scale (SSS) (Hoddess, Dement and Zarcone, 
1973)-—and a psychometric measure—the Digit 
Symbol Substitution Test (DSST) (Wechsler, 
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1958). The measure of treatment response was 
based on the Brief Psychiatric Rating Scale 
(BPRS) (Overall and Gorham, 1962). The SSS 
and DSST were administered following each 
tremor recording. Two psychiatrists inde- 
pendently rated each patient at base-line and 
termination of treatment, using the BPRS. 
BPRS inter-rater reliabilities were above .9 and 
the two ratings were averaged in the results. 


Results 


At base-line, the average BPRS total score 
was 48.0, with a standard deviation of 11.04. 
At termination, these figures were 31.9 and 
9.33 respectively. The range of changes was 
from 4-3 (one patient had a higher BPRS at 
termination) to — 49, and it is the association of 
this range of therapeutic responses with the 
measures of side-effects that were examined. 

There was a monotonic increase in sleepiness 
scores over the five dose-increment days, but no 
suggestion of such a trend for the DSST scores. 
The two measures of sedation were uncorrelated 
and were unrelated to either the tremographic 
measures or the BPRS measures. The sedation 
results will not be described further here. 

Fig | contains the average tremor spectra 
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Fic 1.—Average tremor spectra during the dose range period. 
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during the dose-range period. At base-line, the 
group was characterized by a relatively homo- 
geneous, low amplitude tremor with some 
greater than expected energy in the low fre- 
quency band. There was a modest increase in 
amplitude of tremor with the first two doses and 
it was noted that mean tremor measures for 
day 4 were very close to the base-line measures. 
However, patients were differentially affected 
by the medication so that the base-line and day 
four tremors were only slightly correlated (see 
Table 1A). 

In previous work, we found that tremor 
energy in the 2-4 Hz band is most reflective of 
EPSE, which appear as a shift of energy into 
this band, with or without an increase in overall 
amplitude. To investigate the relationship 
between the EPSE and therapeutic effects of 
CPZ, we calculated the correlations between 
2-4 Hz energy and BPRS score. The relation- 
ships to be described hold, at equal confidence 
levels, for total tremor energy. In Table 1A, the 
inter-correlations between base-line and termi- 
nation BPRS scores and 2-4 Hz energy at base- 
line and on day four are presented. Day four 
tremor will be discussed because it is the 
highest dose to which most of the patients were 
uniformly exposed and because on day three, 
two patients required diphenhydramine be- 
cause of side-effects. The relations to be des- 
cribed hold, in a somewhat weaker form, for 
days three and five. 

In Table 1A it can be seen that on day four, 
2-4 Hz energy is positively related to termina- 
tion BRPS; patients who are more affected by 
neuroleptic on day four tend to do less well at 
outcome. However, day four 2-4 Hz tremor is 
also weakly correlated with the base-line BPRS 
measure and with the base-line tremor measure, 
To partial out the relations among these 
predictors, a multiple regression analysis was 
carried out, relating termination BPRS with 
base-line BPRS, base-line 2-4 Hz tremor and 
day-four tremor-—with the predictors inserted in 
that order (Table 1B). Here it may be seen 
that base-line BPRS explains only 10 per cent of 
the outcome variance and that base-line tremor 
is unrelated to outcome. The day-four 2-4 Hz 
tremor explains over a third of the outcome 
variance, after the contribution of the base-line 
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Vase I 


A. Intercorrelations among baseline and termination measures 
of total BPRS scores, and baseline and day-four measures of 
tremor (2-4 Hz band) (N 17) 





Base band Day 4, Post 
2-4 Hz Вапа 2-4 BPRS 





Base BPRS ~. .33 .31 
Base band 2-4 .38 —.11 
Day 4, Band 2-4 .98* 





* P «.0l 


B. Summary of multiple regression analysis of date in (A) 
above 





Cumulative proportion 





of variance explained df F 
Base BPRS .0961 1/15 1.59 
Base Band 2-4 .0996 1/4  .05 


Day 4, Band 2-4 


1/13 





measures is removed, yielding an F of 8.8 
which, with 1/13 df, is significant at P < .05. 


Discussion 


Our main finding—that neuroleptic effects 
are negatively associated with outcome-—is а 
replication and extension of the report of 
Simpson ef al (1964) and of our earlier study 
(Alpert, Diamond and Kesselman, 1977). The 
null association between sedative side-effects and 
outcome may reflect measurement difficulties in 
this area, although neither of our measures was 
an effective predictor and both are of established 
reliability. The predictive efficiency of tremo- 
graphy and the null results for sedation, taken 
together, suggest that these are relatively 
specific relations and thus consistent with the 
neuroleptic hypothesis. The inverse nature of 
the correlation indicates that the finding is not 
simply an artifact of drug kinetics, since factors 
such as drug absorption or metabolism would 
tend to produce positive correlations between 
two overlapping processes. i 
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The strength of the neuroleptic correlation is 
especially impressive when considering the 
temporal separation between the EPSE and 
outcome measurement points. It appears that 
some pharmacological mechanisms, effective by 
day four, were related to therapeutic processes 
not yet manifested. Although there are not 
sufficient data for a direct analysis, it is our 
impression that the neuroleptic correlation 
would not have been enhanced by tremor 
measures taken later, or BPRS measures taken 
much sooner, The nature of the underlying 
pharmacological mechanisms, though, is far 
from clear. 

The dopamine hypothesis of schizophrenia is 
largely based on the observation that therapeutic 
drugs reduce the action of dopamine at central 
dopaminergic receptors. As noted above, it has 
even been shown that the clinically effective 
dose of different drugs is proportional to 
measures of the potency of the drug’s dopamine 
receptor blockade. These observations, as well 
as others, have supported the suggestion that 
schizophrenia is a hyperdopaminergic state and 
that reduction of this excess activity is the mode 
of therapeutic action. Following this reasoning, 
one would expect that patients most clearly 
showing evidence of dopamine blockade would 
be most likely to have a positive therapeutic 
outcome. Bishop, Gallant and Sykes (1965) 
suggested clinical mechanisms that might 
moderate a positive correlation. They noted that 
sicker patients might appear less sick and 
recovered patients appear less well if EPSE 
masked their true condition. In this study, 
where tremor was used as a measure of EPSE 
in the absence of overt clinical manifestation, 
this explanation seems unlikely. Thus, while our 


results are consistent with the importance of 


interaction with dopamine in the pharmaco- 
dynamics of antischizophrenic drugs, they are 
contrary to the suggestion that direct dopamine 
blockade in itself is the pharmacotherapeutic 
mechanism. 

Rather than the reduction in dopamine 
activity, some consequence of this reduction may 
be important—perhaps the tendency of anti- 
schizophrenic drugs to stimulate increased 
dopamine turnover, or some consequence of this 
stimulation. There is some biochemical evidence 
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which is consistent with this suggestion, al- 
though indirectly. Crowley et al (1976, 1977) 
have reported that patients who develop EPSE 
have low urinary free dopamine prior to drug 
administration. Van Praag and Korf (1976) 
have reported a similar association from 
measures of premedication HVA collected from 
spinal fluid (CSF) of probenecid-treated patients 
who subsequently developed EPSE. Chase, 
Schnur and Gordon (1970) found that patients 
who developed EPSE while on drug had lower 
drug stimulated increases in levels of HVA (and, 
to a lesser extent, 5 HIAA) in CSF. These 
findings, taken together, may be interpreted as 
suggesting that EPSE reflect some failure of 
drug-stimulated increase in dopamine turnover. 
In extension of these observations, our inverse 
correlation between EPSE and outcome might 
indicate that patients with higher pre-treatment 
dopamine, or those showing adequate drug- 
stimulated increases in dopamine turnover, will 
be less likely to develop EPSE and also tend to 
have a better therapeutic outcome. 

Stimulation of increased dopamine turnover is 
one of a number of reactive mechanisms which 
would be consistent with the time course of 
therapeutic action, since therapeutic response is 
delayed for days or weeks beyond the point at 
which dopamine blockade is thought to be 
established. Such a mechanism is also consistent 
with the number of recent reports of improve- 
ment in therapeutic response, following the 
addition of l-dopa to a regimen of standard 
neuroleptic treatment of chronic schizophrenics 
(Alpert et al, 1977). However, such a mech- 
anism would not be consistent with the reported 
sensitivity of schizophrenics to methylphenidate 
( Janowsky et al, 1973) the amphetamine model 
of paranoid schizophrenia (Angrist et al, 1974) 
or the report of low MAO in schizophrenics 
(Wyatt and Murphy, 1976), all of which 
implicate hyperdopaminergic states in the 
pathogenesis. Nor is it apparent how increased 
levels of dopamine, either provoked by neuro- 
leptic drugs or via the addition of l-dopa to 
neuroleptic drugs, would be therapeutic in the 
presence of the dopamine blocking drug. How- 
ever, since insights into the mechanism of action 
of anti-schizophrenic drugs provide such an 
important source of information about the 
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pathophysiology of schizophrenia, further study 
of these mechanisms, especially in relation to 
their temporal course, should prove valuable. 
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Symptom Patterns among Chronic Schizophrenic In-patients 


By A. BEDFORD and A. S. PRESLY 


SUMMARY The Delusions-Symptoms-States Inventory (DSSI) was 
administered to 33 chronic non-paranoid schizophrenic patients 
resident on long-stay wards. It was found that the vast majority of 
cases (81 per cent) produced symptom patterns conforming to the 
hierarchy of classes of personal illness model, but with a radically 
different distribution among the classes from that in acutely ill patients. 
Within the model a half of the patients were allotted to the two lowest 
classes—Class 0 (Symptom-free) and Class 1 (Dysthymic States). When 
each set of items was considered separately and independently of the 
model, it was found that a half of the group professed to have recently 
experienced delusions. Affective states and depressive symptoms 
were reported by over a third of the patients. 


Introduction 


Foulds and Bedford (!975) proposed a 
hierarchical model of classes of personal illness 
ordered according to the degree of adverse 
change in personal functioning. More recently 
the model has been tested by McPherson et al 
(1977) and evaluated in respect of particular 
diagnostic groups, ie. depression (Bagshaw, 
1977) and mania and hypomania (Bagshaw and 
McPherson, 1978). 

Although the model was considered appli- 
cable only to acute patients it is of interest to 
examine chronic cases about whom no pre- 
dictions had been made. Priest ef al (1973) 
using the Symptom-Sign Inventory (Foulds and 
Hope, 1968) noted the frequent occurrence of 
affective states in chronic schizophrenics, as did 
Foulds (1976) using the new Personal Distur- 
bance Scale (Bedford et al, 1976). McPherson 
et al (1974) administered an early version of the 
full  Delusions-Symptoms-States Inventory 
(DSSI) to a variety of chronic patients but did 
not report on the hierarchy patterns obtained 
or on the frequency of occurrence and inter- 
relationship of syndromes. 
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Method 


A group of 33 clinically diagnosed chronic 
non-paranoid schizophrenics from two long- 
stay wards contained 15 men and 18 women 
(mean age 44.7 years, s.d. 12.3) with a median 
length of stay in hospital of 9.7 years. They 
completed the Delusions-Symptoms-States In- 
ventory (Bedford and Foulds, 1977; Foulds, 
1976) which is a self-report measure comprising 
94 items. 

There are seven items for each of the following 
sets: Class 1 (Dysthymic States)—anxiety, 
depression and elation; Clas 2 (Neurotic 
Symptoms)-—conversion, dissociation, phobias, 
compulsions and ruminations; Class 3 (Inte- 
grated Delusions)—persecution, grandeur and 
contrition, and Class 4 (Delusions of Dis- 
integration). Each item is scored 0, 1, 2 or 3, 
the positive weightings most usually depending 
upon the degree of distress claimed or, in the 
case of delusions, upon the certainty of the 
belief. A score of four or more on any set of 
items is the criterion for membership of that set 
and the class of which it is a constituent. Final 
allocation is to the highest class entered. The 
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hierarchy model is fully explained by Foulds and 
Bedford (1975) who confirmed with 480 
psychiatric patients that the relationship be- 
tween the classes is an inclusive and non- 
reflexive one, i.e. members of higher classes are 
almost invariably also members of all the lower 
classes. 


, Results 
(a) Fitting ihe hierarchy model 
The percentages of patients falling into each 
of the class levels of the hierarchy model were: 
Class 4, 18 per cent; Class 3, 3 per cent; Class 2, 
6 per cent; Class 1, 21 per cent and Class 0 
(the symptom-free), 33 per cent. Thus, 81 per 
cent of cases fitted the model. Although this is a 
lower figure than those obtained previously 
(93 per cent), it is more important to note that 
the distribution between the classes is a very 
untypical one. Class 0 (the non-personally ill) 
is the pattern most commonly self-reported and 
adverse mood change (Class 1) is the second 
most frequent class allocation. 


(b) Positive for any class 

Here the hierarchy model was ignored and 
one simply examined the frequency with which 
these patients fell within each class indepen- 
dently, i.e. regardless of their scores for the 
other classes. The following resulted: Class 4, 
24 per cent; Class 3, 30 per cent; Class 2, 33 per 
cent; Class 1, 60 per cent and, as cited earlier, 
Class 0, 33 per cent. 

It can be seen that the overall trend was for 
increasingly higher rates of endorsement by each 
progressively lower illness class. Adverse mood 
states were reported by the majority of patients. 


(c) Positive for any set 

Concern here was with the percentages 
scoring positively, ie. 4 +, on each of the 
DSSI’s twelve sets of items. In descending order 
these were: state of anxiety, 45 per cent; state of 
elation, 42 per cent; state of depression, 36 per 
cent; phobias and dissociation, both 27 per 
cent; delusions of disintegration, 24 per cent; 
ruminations, delusions of persecution and 
grandeur, all 21 per cent; compulsions and 
delusions of contrition, 18 per cent; and lastly 
conversion symptoms, 9 per cent. 
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(d) Multiple sets or syndromes 

As mentioned above 33 per cent of the 
patients claimed to be symptom free; the second 
most frequent occurrence was of patients 
scoring positively on only one set (24 per cent 
of cases). The remaining minority of patients 
spanned the range of reporting anything from 
two to all twelve sets. 


Discussion ; 

It is clear that, whilst it can be claimed tha 
these chronic schizophrenic patients with long 
hospital residence fit the hierarchy of classes 
of personal illness model, they do so in a 
radically different way from the acutely ill. As a 
majority fall into the Dysthymic States Class 
and the non-personally ill category it is tempting 
to speculate whether they represent the burnt- 
out cases freed from the more serious sympto- 
matology: but left with social and personal 
deficits. On the other hand there are substantial 
numbers who report delusions to a significant 
degree. Thirty-six per cent, in fact, exceed the 
cutting score for at least one of the four sets of 
such items and within the model 21 per cent 
were allotted to a delusional class. Of the six 
people who did not fit the model five claimed to | 
have delusions and all bar one reported either 
neurotic symptoms or dysthymic states (but 
never both). 

Results similar to those of Priest et al (1973) 
and Foulds (1976) were again obtained, in that 
more than a third of the patients reported 
affective states. Depressive symptoms (states of 
depression and/or delusions of contrition) were 
found in 39 per cent of the cases. 

The relatively high incidence of state of 
elation (42 per cent) should be noted in contrast 
to the earlier findings of 21 per cent among acute 
patients (Foulds and Bedford, 1975). Some 
affinity to the North American concept of 
schizophrenic excitement may be indicated. 

Overall the results show a wide variation of 
self-reported symptoms among the patients, 
suggesting that studies which regard such groups 
as homogeneous may be seriously in error. 

While self-report measures must always be 
interpreted with caution particularly when 
used with psychotic patients and people from 
different cultural backgrounds, this must be 
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weighed against the disadvantages of un- 
structured clinical interviews. In the latter the 
‘possibilities of false positive and false negative 
responses may not be amenable to investigation 
or even be considered. The DSSI, including its 
four delusional sets, has at least been satis- 
factorily validated against clinical ratings 
(Bedford and Foulds, 1977). The optimal 
technique in studies such as the present one 
may well be that of the earlier Symptom-Sign 
Inventory, i.e. a structured interview. Such a 
desirable development remains to be carried 
out on the DSSI items. ' zh 
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Token Economy, Pimozide and Chronic Schizophrenia 


By ROBIN G. McCREADIE, CHRISTOPHER J. MAIN and ROSALYN A. DUNLOP. ~ 


SUMMARY Response to a token economy was assessed in: male 


- chronic schizophrenic in-patients who were given, in a double-blind 
cfoss-over trial, pimozide (up to 20 mg daily) or chlorpromazine (up 
to 1,000 mg daily), each for three months. After six months there was 
little change in the patients! mental state, but general ward behaviour i 
and token-rewarded ‘target? behaviours improved significantly. ^ ^ 
There were no statistically significant between-drug differences, but '' 
the trend was that general ward behaviour, but not token-rewarded 
behaviour, improved more on pimozide. The patients who showed 
initiative and cooperated best. with staff were those whose token- 

.. rewarded behaviour was most satisfactory. ун ' 


Although a token economy is increasingly 
used in the management of chronic schizo- 
phrenics.'in ‘long-stay wards of psychiatric 
hospitals, not all projects have beeń successful. 
There are many possible -reasons for lack of 
success (Hall and Baker, 1973), but one 
variable that has not been studied in detail is 
concurrent antipsychotic medication. Studies of 
drug-environment interactions in a token eco- 
nomy are sparse; one report found that pheno- 
thiazines influenced ''the response of three 
patients to token economy and other behaviour 
modification programmes (Liberman ¢ al, 
1973). In the present study the ‘effect of two 

, drugs, chlorpromazine and pimozide, has been 
examined. Both drugs аге effective anti- 
psychotic agents, but some double-blind studies 
suggest that pimozide is more effective than 
other neuroleptics in diminishing. withdrawal 
and increasing: sociability (Pinder et а1,. 1976); 


such effects might make patients more likely to. 


respond to a token economy. 


, Method ; a. 
A year after a token economy was introduced 
into а 17-bed closed ward for disturbed male 
;patients in the long stay/rehabilitation unit of a 
psychiatric: hospital, there had been no sig- 
nificant increase in the number of tokens earned 
by the patients as a group, thus‘indicating a lack 


of improvement in ‘target’ behaviours. The 
token economy’ was therefore ' considerably 
modified, so that four main areas of behaviour 
were rewarded: morning toilet, dress, behaviour 
at meals and frequency and length‘of attendance 
at industrial and occupational therapy groups, 
which attempted to be socially stimulating. A 
wider range of articles and excursions on which 
tokens could be spent was also introduced. The 
changes took place shortly before the present 
study. ' І Е er 

" Antipsychotic medication, -mainly intra- 
muscular, was withdrawn‘ for 2-6 weeks from 
twelve physically fit patients'-(mean age 53 
years, mean length of in-patient stay 26 years) 
who had consistently’ been diagnosed as suffering 
from chronic schizophrenia and'who had at 
least’ one’ ‘Schneiderian’ first-rank symptom 
(Mellor, 1970). The patients were matched in 
pairs on the basis of mental state," ward be- 
haviour, and token earnings and given in a 
double-blind crossover' trial on а flexible- 
dosage schedule, either pimozide (up to 20 mg 
daily) or chlorpromazine (up to 1,000 mg daily), 
each for three months, with-a two-week wash- 
out between drugs. Anti-parkinson medication 
was prescribed when required. © — | 

' Response of target behaviours to the token 
economy was measured by changes’ in weekly 
token ‘earnings. At regular intervals change in 
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the mental state was assessed by the Hamilton- 
Lorr scale (Hamilton et al, 1960), in ward 
behaviour by the Nosie-30 scale (Honigfeld and 
Klett, 1965) and in extrapyramidal side effects 
by a four-point rating scale (McCreadie and 
McDonald, 1977). Analysis of results was by 
non-parametric tests (Siegel, 1956) as the 
sample size was small and as it was not certain 
that the data were normally distributed in the 
population under study. 


Results 


A 52-year-old patient,- on chlorpromazine, : 


died from food poisoning in the eighth week of 
the first drug treatment period. 

The patients’ mental state dados 
significantly during the first washout, improved 
after the reintroduction of medication, and at 
the end of six months was not significantly 
different from the baseline assessment which 
was made before the previously prescribed 
neuroleptic was discontinued. Comparison of 
final scores showed that there were no signi- 
ficant between-drug differences. 

After six months the patients’ ward behaviour 
had improved significantly, statistically speak- 
ing, although the ‘total assets’ score on the 
Nosie-30 scale had increased on average by 
only 14 per cent (range 1-53 per cent) when 
compared with the baseline measurement; 
‘social competence’, ‘irritability’, and ‘manifest 
psychosis’ improved most. -Comparison of final 
scores showed that, when patients received 
pimozide ‘social interest’ tended to be greater 
and ‘retardation’ less than when they received 
chlorpromazine; the trends just failed to reach 
significance at the 5 per cent level. ‘Manifest 
psychosis’ improved on both drugs, but sig- 
nificantly more so on chlorpromazine. 

After six months token earnings had increased 
significantly, thus indicating an improvement in 
target behaviours; again, the improvement was 
modest, the average increase in earnings being 
8 per cent (range: minus 4 per cent to plus 
37 per.cent). Comparison of final scores showed 
that when patients received pimozide token 
earnings tended to be greater than when they 
received chlorpromazine; inspection of the 
data, however, showed that this was true only of 
the second 12 weeks and that there was no 
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obvious crossover effect. Token earnings also 
increased significantly over six months, but 
there were no between-drug differences. 

When compared with the baseline assessment, 
extrapyramidal side effects diminished sig- 
nificantly on both drugs; again, there were no 
between-drug differences. 

Correlations were calculated amongst scores 
on the Hamilton-Lorr scale, Nosie-30 scale, and 
token earnings. The highest correlation which 
was positive (+ 0.93) and statistically signifi- 
cant was-between token earnings and the ‘social 
competence’ subscale of the Nosie-30. 


Discussion 


` At the end of the study, both the patients’ 
general ward behaviour and target behaviours 
had improved significantly, statistically speak- 
ing. Although the amount of change was modest, 
it must be remembered that the patients were 
amongst the most deteriorated in the hospital; 
also, most other reports have reported change 
over a period of at least a year (Mumford et al, 
1975; Presly et al, 1976; Hall et al, 1977). The 
high positive correlation between token earnings 
and the ‘social competence’ subscale, which 
measured how well patients cooperate with staff 
and how much initiative. they show, suggests 
that these characteristics may be more import- 
ant in determining response to a token economy 
than the type of antipsychotic medication 
prescribed. 

The study showed that medication was 
necessary to maintain the patients’ mental 
state. There were, however, no clear-cut 
between-drug differences. The trend was that 
pimozide was more effective than chlorpro- 
mazine in improving general ward behaviour; 
there was no evidence that one drug was more 


‘effective than the other in improving token- 


rewarded behaviour. 


Acknowledgements 


We are grateful to the patients and staff of Ward 17b, 
Gartnavel Royal Hospital, for their cooperation, especially 
Sister S. Campbell, Sister B. Kirby and Miss H. McNee; 
to Dr J. G. Greene, of our Department of Clinical Psycho- 
logy, for statistical advice; to Dr A.'L. McNair and staff 
of Janssen Pharmaceutical for general advice and pro- 
viding the medication; and to Miss D. MacKay for 
typing the manuscript. 


zi 


ROBIN G. MCCREADIE, CHRISTOPHER J. MAIN AND ROSALYN A. DUNLOP 


References 


Ha, J. ЇЧ. & Baker, К. D. (1973) Token economy 
systems: breakdown and control. Behaviour Research 
and Therapy, 11, 253-63. 

—— Baxzz, К. D. & Нотснічвом, К. (1977) A controlled 
evaluation of token economy procedures with chronic 
schizophrenic patients. Behaviour Research and Therapy, 
15, 261-83. 

Нлмптон, M., Surrg, A. L. G., Lapmpus, Н. Е. & Cano- 
oan, E. P. (1960) A controlled trial of thiopropazate 
dihydrochloride (Dartalan), chlorpromazine and 
occupational therapy in chronic schizophrenics. 
Journal of Mental Science, 106, 40-55. 

Honicrerp, С. & Ківтт, C. J. (1965) The Nurses 
Observation Scale for Inpatient Evaluation. Journal of 
Clinical Psychology, 21, 65-71. 

ІлвввмАМ, R. P., Davis, J., Moon, W. & Моове, J. 
(1973) Research design for analyzing drug- 
environment-behaviour interactions. Journal of Ner- 
vous and Mental Disease, 156, 432-9. 


181 


McCnzapm, R. С. & McDonarp I. M. (1977) High 
dosage haloperidol in chronic schizophrenia. British 
Journal of Psychiatry, 131, 310-16. 

MzLLom, C. S. (1970) First rank symptoms of achive 
phrenia. British Journal of Psychiatry, 117, 15-23. 

Muxronp, S. J; ІорокрАТСН, I. C, Anprews, N.-& 
Wyner, L. (1975) A token economy ward programme 
with chronic schizophrenic patients. British Journal of 
Psychiatry, 126, 60-72. 

PINDER, К. M., Вкоорем, К. N., Sawyer, P. R., SPEIGHT, 
Т. M., Spencer, R. & Avery, G. S. (1976) Pimozide: 
a review of its pharmacological properties 'and 
therapeutic uses in psychiatry. Drugs, 12, 1-40. 

PresLy, A. S., Braox, D., Gray, A, HARTE, А. & 
Seymour, E. (1976) The token economy in the 
National Health Service: possibilities and limitations. 
Acta Psychiatrica Scandinavica, B3, 258-70. 

SixokL, S. (1956) Non-parametric Statistics for the Be- 
havtoural Ѕситсез. New York: McGraw-Hill. 


Robin G. McCreadie, B.Sc., M.D., M R.C.Psych., Consultant Psychiatrist, 
Christopher J. Main, M.A , M.Phil, A.B Ps.S., Senior Clinical Psychologist, 


Rosalyn A. Dunlop, M.B., Ch.B., D.Obst R C.O.G. Senior House Officer 
' Gartnavel Royal Hospital, 1055 Great Western Road, Glasgow, G12 0XH 


(Received 3 January ; revised 13 February 1978) 


Brit. J. Psychiat. (1978), 133, 182-8 


+ 


‘Reading about. .. 





The History of Psychiatry 


I am not a historian, a mere dabbler in history, but 
the figures of the past have always intrigued me. 
Psychiatry lives in the shadow of the 19th century, 
both in terms of its architecture and of its theories. 
It is not too difficult to give oneself déjà vu feelings 
about psychiatry, and to sce its ‘progress’ as a circular 
tour. But what of it? In that way we revisit all sorts 
of old friends, provided we meet them as they really 
were, and not as dusty images, mouldering statues, 
ancient deities or foolish fond old men. 

The first historical book I ever bought was Ralph 
Major's Classic Descriptions of Disease, with biographical 
sketches of the authors. It is still a delightful browsing 
book. One of my favourite entries was the description 
of Pierre Bretonneau of Tours, who did pioneer 
studies of typhoid and diphtheria in the early 19th 
century. 'If called to a patient, he would tell his 
servant to ask if it was a case of sore throat or fever; 
and if it was neither, to say that his master was not at 
home’. This specialist approach still has its adherents. 
The portrait of Bretonneau in Major is a reproduction 
of one by Moreau de Tours. But that’s about as close 
as Major gets to psychiatry. In fact a ‘Classic Descrip- 
tions' à la Major, for psychiatric conditions remains 
to be written—a task which would be fun to under- 
take. 

One of Major's great charms, of course, is the 
liberal quotation of original texts, and this approach 
has been adopted by a number of textbooks. Pride of 
place must go to Hunter and McAlpine’s Three 
Hundred Years of Psychiatry which is deservedly well- 
known and tells a largely British tale. Denis Leigh's 
admirable volume on the 18th and I9th centuries 
also has some excellent excerpts, as has Goshen's 
rather neglected collection. The: translations of 
Goshen have been criticized, but the extensive quota- 
tions are very rewarding, although some might find 
them a bit indigestible. Ackerknecht's Short History 
is, I suppose, the standard quick read, but it is really 
a bit too compressed for my liking. I would recom- 
mend hus Biography of Rudolf Virchow—one of the most 


T An occasional feature in the Book Section where 
contributors give their personal choice of important, 
memorable or informative literature. 
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extraordinary medical scientists of all. time with 
careers in clinical science and pathology, social 
medicine, politics and pre-history all at once. In 
addition, Ackerknecht provides a wonderful Bio- 
graphical Glossary running to 16 pages, which contains 
most of the dramatis personae of European science in the 
I9th century with brief biographical details. 

Aubrey Lewis lectured on the History of Psychiatry 
at the Institute, and I have kept my notes of these 
occasions. Of greater value to posterity are his 
historical essays. Many of these are included in 
The State of Psychiatry. Each will have his or her 
favourites, but they are all compulsory and com- 
pulsive reading. I would give special marks to the 
essays on Pinel, Reil, and Jung's early work—with its 
extensive quotation of Galton's own experiments. 
His Ebb and Flow in Social Psychiatry recounts some of 
the early work in that field, but there are other more 
extensive studies which require mention, and in 
particular, two American works. The first is George 
Rosen's Madness in Society, a classic if ever there was 
one, on the topic, to use his own words, of ‘the 
historical sociology of mental illness’, Of particular 
interest to me is his essay on Patterns of Discovery and 
Control of Mental Illness, which is really a study of the 
discovery of general paresis during the entire 19th 
century. Equally gripping is David Rothman’s 
The Discovery of the Asylum, a study of the development 
of American institutions for the poor, the orphaned, 
the insane and the delinquent during the 19th 
century. Dr Rothman is a historian and his analysis 
of the theories behind the change from domestic to 
institutional solutions—theories of treatment, not of 
control—carries a very modern message. We should 
never forget that our large asylums all started as 
enthusiastic therapeutic communities. The same 
moral is to be found in Richard Hunter’s Psychiatry 
Jor the Poor, a study of Friern. Personally, I find 
Rothman and Hunter more exciting reading than 
Kathleen Jones’ book, but hers is certainly a well-told 
tale. 

If 1971 was the year of The Discovery of the Asylum, 
1970 was another vintage season with Dr Ellen- 
berger’s The Discovery of the Unconscious. This is a 
marvellous book, telling the story of dynamic 
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psychiatry from Mesmer to Binswanger and Reich. 
The major emphasis is on the 19th century develop- 
ments, leading to Janet, Freud, Adler and Jung, all of 
whom are treated in considerable biographical 
detail. In particular, it redresses the historical balance 
concerning the origins of Freud's thought. Putting 
Freud into his historical context, Ellenberger makes 
him, to me at least, a far more attractive, con- 
vincing and human figure. In particular, Ellenberger 
provides good evidence that Freud's sexual ‘theories 
did not shock his contemporaries as similar theories 
and a broad-minded approach to sex were quite 
current at the time. Ellenberger's book rather 
towers over the field, but there have been other 
recent contributions to the history of dynamic 
psychiatry: personal ones such as the Freud/[Jung 
Letters, and: the Memoirs of the Wolf Man. One remark- 
able book is Schizophrenia 1677 by McAlpine and 
Hunter, an analysis of two cases originally examined 
by Freud, the Schreber case, and Christoph Haiz- 
mann, the demoniacally possessed painter. The two 
cases arc re-examined, and there is a useful critique of 
psycho-analytic theory to boot. Ellenberger provides 
rich material, philosophical, social and scientific, 
concerning 19th-century ideas of the unconscious. A 
smaller book with a longer perspective is Lancelot 
Whyte's The Unconscious before Freud. It is, in every way, 
a considerably lighter work, but it prm a pleasant 
soufflé to the main meal. 

That more or less completes my personal list, 
i.e. books which I have actually read. I resist, at some 
cost, the considerable temptation to increase the 
number with many equally admirable, but unread 
volumes. I will, however, mention three classes. of 
omissions. The first are historical accounts by 
patients. There are several. Some of the famous 
19th century patients are given expansive treatment 
by Ellenberger, but there are many others. The 
second are the original articles, textbooks and dis- 
sertations of the past. These are the very stuff of 
history—for the real historian of psychiatry. The 
third are articles rather than books. There are many 
excellent, if scattered articles, which J have read and 
I can mostly warmly recommend, but you, dear 
reader, will have to-rout them out. 
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But is there not a fourth, repressed but gnawing at 
my unconscious? I have it—books which I have read, 
and with which I totally disagree: books to stamp on, 
to throw at the wall, and then to be picked. up yet 
again by the fascinated and infuriated reader. I refer 
mainly to Michael Foucault. His Madness and 
Civilization is a brilliantly misleading book, seeing the 
mentally ill as scapegoats of a rational society and 
filling an institutional vacuum left by the lepers. It 
should not be missed, and he has written others in 
like vein. 


Bibliography 


ACKERENEOHT, E. Н. (1953) Rudolf Virchow. University of 

——- (1959) A Short History of Psychiatry. New York: 
Hafner. 

ELLENBERGER, H. F. (1970) The Discovery of the Unconscious. 
London: Allen Lane. 

FoucAULT, M. (1967) Madness and Civilisation. London: 
Tavistock. 

Garnier, M. (1972) (Ed.) Wolf Man: The Wolf Man and 
Sigmund Freud. London: Hogarth Press. 

Gosnzw, C. E. (1967) Documentary History of Psychiatry. 
London: Vision Press. 

Hunter, К. & McAcping, I. (1956) Schizophrenia 1677. 
Folkestone: William Dawson. 

— — — (1970) Tres Hundred Years of Psychiatry. London: 
‚Oxford University Press. 

——— — (1973) Psychiatry for the Poor. Folkestone: 
William Dawson. 

Jones, К. (1972) A History of the Mental Health Services. 
London: Routledge & Kegan Paul. 

шпон, A. D. (1961) The Historical Development of British 
Psychiatry. Vol I.'18th & 19th Century. Oxford: 
' Pergamon. 

Lews, A. J. (1967) The State of Psychiatry. London: 
Routledge & Kegan Paul. 

McGume, W. (1974) (Ed. The Freud{Fung Letters. 
London: Hogarth Press. 

Mayor, К. (1948) Classic Descriptions of Disease. Oxford: 

. Blackwell. 

Rosen, G. (1968) Madness in Society. London: Routledge & 
Kegan Paul. 

Roman. D. (1971) The Discovery of the onm. Boston: 
Little Brown. 

Wuyte, І. (1962) The Unconscious before Freud. London: 
Tavistock. 


+ 


Dean, Institute of Psychiatry, De Crespigny Park, Denmark Hill, London SES ВАЕ 


Brit. J. Piychiat, (1978), 133, 184-6 


Book Reviews 


The Delinquent Way of Life: Third Report'of the 
Cambridge Study in Delinquent Develop- 
ment. By D. J. West and D. P. FARRINGTON, 
with the assistance of G. Gundry, B. J. Knight 
and S. E. Osburn. London: Heinemann 
Educational. 1977. Pp 208. £6.00. 


The Cambridge longitudinal study of some 400 
London working-class boys has already given rise to a 
most impressive body of research findings. This 
volume follows the sample through to age 18 years, 
when 95 per cent of the original sample were traced 
and reinterviewed. Much that is new and important 
emerges from the analysis. ` 

Social theorists have tended to assume that there 
are few crucial differences between delinquent and 
non-delinquent youths; delinquency is just acommon- 
place and normal form of behaviour for working-class 
boys. West and Farrington’s study suggests that this is 
not the case. It may well be that the social milieu 
plays a major role in the development of delinquent 
behaviour but delinquents and non-delinquents 
proved to be very different in their lifestyle, as well as in 
their family background. Delinquents ‘were more 
immoderate in their smoking, drinking, gambling and 
sexual habits; they drove more recklessly; were more 
liable to be spendthrifts; more often had an unstable 
work record; more often took prohibited drugs, were 
more often in conflict with parents; more often hung 
about on the streets and went to parties; were less 
likely to go to evening classes; and most of all were 
much more likely to have been involved in fights and 
other acts of violence. Aggressive behaviour at age 
8 to 10 years tended to persist into early adult life 
and to lead to other forms of antisocial conduct even 
when it did not lead to an official delinquency 
record. However, labelling theory receives some 
support in that there was good evidence for the 
worsening of delinquent behaviour following con- 
viction. Family influences were most strongly 
associated with recidivist delinquency persisting into 
adult life but many of the background characteristics 
associated with juvenile crime were also more 
prevalent among those whose convictions began only 
after age 17 years. 

There is a wealth of information in this carefully 
documented longitudinal study of personally inter- 
viewed boys, nearly a third of whom acquired a 
criminal record. The book 1s written in the clear and 


interesting style typical of West's work and is essential 
reading for anyone with an interest in personality 
development, as well as for those concerned with 
delinquency. 


МіснАЕІ. RUTTER, Professor of Child and 
Adolescent Psychiatry, 
Institute of Psychiatry, London 


Psychopharmacology: From Theory to Practice. 
Edited by Jack D. Barcuas, PrurrP A. BERGER, 
RoraND D. CiARANELLO and Guen R. ELLIOTT. 
Oxford University Press. 1977. Pp 538. £7.50. 

This book was written by 27 basic scientists and 
clinicians at Stanford University. The editors’ stated 
aim was to integrate the basic science and clinical 
aspects of psychopharmacology. The volume is 
divided into five parts. The first describes the known 
actions of psychopharmacological agents in terms of 
the different ‘levels of functioning that have been 
studied—including not only biochemistry and 
neurophysiology, but individual psychology and 
social behaviour. The catecholamines and other 
neuroregulators are the subject of active research and 
these chapters include a short and clear account of 
those aspects that seem relevant to psychiatry. 

The second part reviews the biological evidence 
about the aetiology of psychiatric disorders, and 
describes their diagnosis and pharmacological 
treatment. There are chapters on schizophrenia, 
affective illnesses, anxiety states, aggression, and 
disorders of sleep, and also on emergency treatment 
and the increasingly important question of side 
effects. The presentation is logical and stimulating 
and the recommendations on treatment, including 
dosages, are in line with good British practice. 
However, this is the heart of the book and it is 
disquieting that of the 250 references, only a handful 
are to publications from Britain; there are important 
omissions, for instance in the areas of pharmaco- 
kinetics, psychophysiology, and the interaction of 
pharmacology and social psychiatry. 

Section 3 deals with drugs of abuse. Chapters on the 
biological mechanisms of action of the various drugs, 
are followed by authoritative accounts of the patterns 
of abuse and management of the toxic states and 
withdrawal syndromes. 
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Section 4 concerns the special problems of. treat- 
ment of the aged and of children. Although cautious, 
it suggests a continuing discrepancy in child 
psychiatry between practice in different countries, 
particularly on the subject of ‘minimal brain dys- 
function’ and stimulant drugs. 

The final section is of the widest interest, with 
discussion of topics such.as placebo effects and their 
importance to the prestige of medicine, the impact 
that active drugs have made upon the care of the 
mentally ill, the areas of need for new drugs and the 
research methodology needed to identify, them. A 
chapter, оп the relationship between psychotherapy 
and pharmacotherapy describes the defensive ways in 
which medicines may sometimes be prescribed or 
withheld, but. the chapter fails, unfortunately, to 
provide a unifying model to link the two approaches. 

Some will prefer a shorter book, but its scope is 
broad and it could be read through with profit by all 
psychiatrists in training. The final section has a 
wider appeal. It will be a reference book, useful for 
both theory and practice, to psychiatrists and others 
working in mental health. . 


Joun Сооквом, Registrar in Psychiatry, 
The Maudsley Hospital, London 


Children in Foster Care: Destitute, Neglected... 
Betrayed. Ву Агам К. Свовев. New York: 
Human Sciences Press. 1978. Pp 220. $11.95. 

This is an emotive title for a soberly factual book. 

Its 60 tables present a disquieting array of data on 

nearly 6,000 children who were living in foster homes 


in Massachusetts on a certain day in November 1971. ° 


It is a sad story of bureaucratic muddle and pro- 
fessional ineptitude. Foster parenthood can be a 
daunting task when the child is physically, mentally 
or emotionally handicapped; it becomes almost 
impossible when recruitment 1s as'casual as the 
subsequent provision of supporting services. Adoption 
would have been a realistic goal for many of these 
children, of whom less than 30 per cent had seen their 
natural parents within the past six months, yet it was 
being actively pursued for only one child in six. 
And so on. The obstacles are partly legal and 
administrative, yet many social workers are handi- 
capped as much by their limited experience of life as 
by heavy case loads. я 

For the child care specialist this rather dry account 
may be worth perusing. Other readers of the Journal 
would receive the same message even more cogently 
from a nation-wide study of British children in care, 
also conducted a few years ago but equally ineffective 
in promoting rapid change despite wide publicity at 
the time. Until the interests of the child can be 
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allowed to take genuine precedence, on either side of 
the Atlantic, there will be little chance to prevent 
these deprived children from becoming inadequate 
parents in their turn. i : 


MicHáEL Humenrey, Reader in Psychology, 
St George's Hospital Medical School 


The Heart Patient Recovers. By S. H. CRooc and 
S. Levine. New York: Human Sciences Press. 
Pp 432. $14.95. . 

The psychogenic contributions to disability in 
physical Шпезз have been relatively neglected by 
psychiatrists although they could be expected to have 
much to offer in improving routine care, in the 
treatment of psychosocial complications and in basic 
research. This book is therefore welcome. Drs Croog 
and Levine set out to describe the reactions of 345 
patients to myocardial infarction and to test out a 
number of explanatory hypotheses. The project was 
of impressive complexity, with patients identified over 
two and a half years at 26 hospitals and requiring 
many collaborators concerned with organization or 
with interviewing. It has taken a further ten years to 
analyse the results which are now presented in this 
densely written book in which results and discussion 
are intermingled to the considerable confusion of the 
reader. One completes the demanding task with 
mixed feelings. It is satisfying that a single illness has 
been scrutinized in such rich detail and that attempts 
have been made to identify basic principles, but 
disappointing that the nature of the observations is 
such that relatively few clear conclusions are appa- 
rent. It is a book to stimulate thought and improve 
research methods rather than either a definitive study 
or a detailed review for clinicians (be they psych- 
iatrists or cardiologists). 


RicHarp Mayou, Clinical Reader, . 
Unwersity Department of Psychiatry, Oxford 


Psychotherapy in Chronic Ulcerative Colitis. 
By. Aaron KaRusu, GronGE E. DANIELS, 
CuaRLEs Еоор and Jonn Е. O'Connor. 
Eastbourne: Holt Saunders. 1977. Pp 148. 
£11.50. : 


This book deals with factors, or many of them, that 
influence success or failure of psychotherapy in 
ulcerative colitis. 

The authors report a moderately favourable out- 
come of a trial in which 57 patients (Series B) who 
were treated by & 'more sophisticated group of 
psychotherapists! compared with 50 patients from an 
earlier study (Series A) whose psychotherapy was less 
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sophisticated. The authors conclude that ‘dynamic 
therapy’—derived from psychoanalytic concepts, but 
briefer and with more modest ambitions for altering 
personality, was the therapy of choice, and was 
within the competence of an internist equipped with 
necessary psychotherapeutic skills. Reasons for the 
limitation of psychoanalysis for these very emotionally 
dependent people (symbiotic) are not explained as 
clearly as they might have been, e.g. their ‘poverty of 
emotional expression’; difficulty in free association, 
non-reporting of dreams, etc. The importance of 
‘choosing a good match between the personality style 
of the therapist and the patient’ is emphasized, with 
psychoanalysis considered optional for the few. The 
book fails to discuss why patients with ulcerative 
colitis are so sensitive to quarrelling and verbal 
aggression (i.e. characteristic childhood), the psycho- 
pathogenetic importance of their failure to develop 
adult coping mechanisms, and the educative role in 
psychotherapy to alter these. There is no mention 
that most of these patients have a cancer phobia at 
some time, which unless recognized and dealt with in 
therapy will block progress, References are extensive, 
but in a book concentrating on the effectiveness of 
psychotherapy previous reports on the same subject 
might have been mentioned. 


J. W. PaurLEY, Gastroenterolopist, 
51 Anglesea Road, Ipswich 


Dyspareunia: Aspects of Painful Coitus, Edited 
by Н. Musaph and A. A.'Haspels.: Utrecht: 
Bohn, Scheltema & Holkema. 1977. Pp 96. 
£6.00. 


This small book is based on a symposium at the 
University of Utrecht. It begins with a review of 
psychogenic pain and then has д short chapter on 
hormonal aspects which concerns principally the 
problems of oestrogen withdrawal. There are sections 
on vaginismus, dyspareunia as encountered in 
general practice and in obstetric/gynaecological 
practice and finally on dyspareunia after gynaeco- 
logical treatment. A fairly comprehensive general 
view of both physical and emotional aspects is given 
at a level which would be most useful for the medical 
student, general practitioner or the specialist in a 
field outside obstetrics and gynaecology. It could be 
useful to the psychiatrist wishing to have a summary 
of the physical aspects of this subject. There are 
moderately extensive bibliographies but a number of 
references are not in English. It is rather doubtful 
that the price is justified, 


Н. A. BRANT, Professor of Obstetrics and Gynaecology, 
Universtty College Hospital Medical School, London 
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Changing Human Behaviour: Current Thera- 
pies and Future Directions, Edited by 
О. Lez McCanz. New York: Grune & Stratton. 
1977. Pp 253. $16.00, £11.35. 

Readers who expect from its title that this book i is 
concerned with behavioural therapies will «be 
disappointed. So will many without this expectation. 
The book’s authors were asked ‘to outline recent 
developments (in various therapies) and to extra- 
polate from current trends the shape of the future’. 

The first chapter bewails the fate of the world, the 
second, of personal freedom, and both, of relationship 
psychotherapy, the last seen as threatened by mis- 
guided attempts to ‘evaluate it scientifically. Client- 
centred therapy provides the basis for extrapolations 
of astonishing optimism. Existential psychotherapy is 
related to the ‘third force’ in American psychology 
in a chapter providing several anecdotes and one 
reference. 

The future is largely lost sight of in the rest of the, 
book. Behaviour analysis is dealt with in what 
appears to be an after-dinner speech, complete with 
joke. An apologia is presented for aversive therapy 
and the hope expressed that it will go away. Historical 
accounts of biofeedback and neurosurgery are 
provided. Reading the latter, one is aware for the 
first and only time in the book of being in the presence 
of a critical intelligence. Chapters on pharmaco- 
therapy, states of consciousness, hypnotherapy and 
LSD psychotherapy follow. 

The prospective reader of this book can be re- 
assured that it adds nothing to the information 
explosion: 


New. McConaany, Associate Professor of Psychiatry, 
Prince of Wales Hospital, Randwick, N.S.W. 


CORRECTIONS 
A Bibliography in Dynamic, Familial and 
Social Psychiatry. Written for the Study 
Group of the Society of Clinical Psychiatrists by 
Joun BirTcHNELL and SHema Harrer Gray. 
Pp 135. £1.00. 

In the review of this book which covers psycho- 
therapy, art therapy, anti-social behaviour, etc, it 
was erroneously stated (Journal, May 1978, 132, 
520-1) that copies could be purchased from ICI 
Pharmaceuticals Division, whereas copies are ob- 
tainable from the Secretary of the Society, Dr M. T. 
Haslam, Clifton Hospital, York. 


Handbook of Psychiatry for Social Workers 
and Health Visitors. By CrarLes Baaa. 
London: Constable. 1977. Pp 438. £9.00. 
Paperback edition available at £5.00. 
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The Editor, British Journal of Psychiatry, 17 Belgrave Square, London SWIX 8PG 


PSYCHOGERIATRIC SERVICES FOR THE 
ELDERLY 
Dear Sir, 

As a psychogeriatrician and a participant in the 
Conference on the Future of the Psychiatry of Old 
Age reported in your May 1978 issue (132, 514), 
I appreciated the largely sympathetic tone of your 
report; I did not feel, however, that it really did 
justice to the case for specialization in this field. 
Although this was underlined by the catalogue of 
needs and activities described in the morning papers, 
the afternoon session comprised a debate on the 
question of specialization. This case was put fully and 
fluently by Dr Klaus Bergmann, who received only 
passing mention in your account. This has, I know, 
caused concern to a number of people working in the 
old age field, who recognize the huge gap that exists 
between the sophisticated specialized service and 
teaching of a centre like Newcastle (and of many 
other ‘specialized’ psychiatric services for the 
elderly) and what passes for a service in most districts 
where there is no psychogeriatrician. 

As an admittedly biased observer, I did not feel 
that Dr Thompson or the contributors from the floor 
were ‘able to undermine Dr Bergmann's arguments; 
it would certainly have been easier for psychiatrists 
at large to judge, had his paper been reported. , 

C. GODBER 
Psychiatric Unit, 
Moorgreen Hospital, 
Botley Road, West End, 
Southampton $03 37B 


REVIEW OF A GERIATRIC PSYCHIATRY DAY 
HOSPITAL 
Dear SIR, 

Further to the recent paper by Bergmann et al 
(Journal, May 1978, 132, 441-9), may we present some 
of the findings of a five-year review of a geriatric 
psychiatry day hospital which we feel complement 
their findings and' conclusions. The day hospital 
consists of two purpose-built units, the first of which 
was opened in 1972, the second in [976. Over the 
five-year period 210 patients diagnosed as organic 
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and 80 diagnosed as functional were admitted for day 
care. Within the five-year period the percentage of 
admissions diagnosed as organic steadily increased 
from 46 per cent in the first year to 90 per cent in the 
fifth year. Organic patients therefore currently 
comprise.the great majority of attenders, 65 per cent 
of whom are over 75 years of age. 

Of the organic patients 63 per cent were discharged 
within six months and only 6 per cent attended for 
more than two years. However, a comparison of the 
number of patients discharged in the second half of 
1975, when only one unit was open, with the second 
half of 1977 when both units were open, showed that 
despite the doubling of available places the number 
of patients discharged remained substantially the 
same. 'The reason for this was that although the day 
hospital’s capacity had doubled the main. outlet, 
namely the number of long-stay geriatric psychiatry 
beds in the hospital remained the same. The table 
shows that the majority of organic patients were 
admitted from home, that the main precipitating 
factor was the inability of the family to cope and that 
they were discharged to a long-stay ward within the 
hospital because they had deteriorated during their 
short period of attendance. | 

Contrary to early and some current views, this day 
hospital’s role has not been that of ‘a key to discharge 
for many patients and avoidance of hospital admis- 
sion іп many more’ (Report оп the Psychiatrist’s Gon- 
tribution to the Cars of the Elderly, issued by the Royal 
College of Psychiatrists—Scottish Division, 1977). 
Rather, with the increase in the number of demented 
patients in the over-75 age group and the shortage 
of beds and other supportive facilities, its role was to 
offer short-term support to maintain patients in the 
community and relieve stress on relatives until such 
time as beds became available in the long-stay wards. 
Latterly, with the increase in the number of day 
places available, this role has become extended 
because of the shortage of such beds. If this is a general 
finding, and if the maintenance of the demented 
patient in the community is thought to be a desirable 
policy, then day hospitals will not only have to be 
increased in number but they will also have to 
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develop more comprehensive programmes of man- 
agement. This could include more frequent atten- 
dances each week, improved transport to allow the 
period of attendance each day to be extended, 
weekend openings, night-sitter services at home, the 
use of some of the more active methods of behavioural 
intervention and the dispersal of day hospitals 
within the community they serve rather than their 
concentration within the grounds of psychiatric or 
other hospitals. 

J. G. GREENE 

С. C. Тімвоку 
Gartnavel Royal Hospital, 
Glasgow G12 0XH 


TABLE : . 
Admisswn and discharge data for organic patients 1972-77 


Admission (210) Discharge (155) 


From To "E 
Home—no previous contact 73 Home 12 
Home— previous contact 10 Long-stay ward 75 


Hospital ward 13 Other hospital 6 
Residential care 4 Residential care 7 
Primary reason Primary reason 


Family unable to cope '52 Deterioration 77 

Patient unable to cope 21 Improvement :4 

Other , 27 Other 19 
All percentages. 


EPILEPTIC HOMICIDE 
Dear Sir, 

I read with interest the case report by Dr John 
Gunn about a man who appears to have killed his 
wife during an epileptic fit, although the diagnosis 
was not clear at the time of his trial and did not 
feature in his defence. However, I am a little sur- 
prised that Dr Gunn has not cited my own paper 
describing a similar case (Brewer, 1971). It is of 
interest not merely because, as Dr Gunn says, 
homicide during an epileptic seizure is rare, but 
because accurate diagnosis enabled a defence of 
insanity due to temporal lobe epilepsy to be mounted 
with reasonable confidence. 

The patient in my case had one transient episode of 
strange behaviour a few months before the homicide 
but was not investigated at the time. The pre-trial 
EEG findings were abnormal but, as is often the case 
with temporal lobe epilepsy, not diagnostic. Fortu- 
nately, however, he had an air-encephalogram before 
the trial which demonstrated atrophy of the left 
temporal lobe. It was the X-ray findings which 
enabled a defence of temporal lobe epilepsy to be 
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sustained in the face of determined opposition from 
the Crown. 

The advent of computerized tomography means 
that a really thorough pre-trial neuropsychiatric 
investigation, covering psychometry, EEG, and 
X-ray studies as well as clinical examination, can now 
be considered as much more of a routine than 
hitherto. 

T am writing this letter not merely to draw attention 
to the existence of another well-documented case of 
epileptic homicide but to point out, as I have done 
previously (Brewer, 1974), that adequate pre-trial 
investigation in any case where there is a suspicion 
of brain disease may produce evidence of the utmost 
importance for the outcome of the trial and for the 
subsequent management of the patient. In the context 
of temporal lobe epilepsy, one may note that 70 per 
cent of the series studied by Slater and Beard (1973) 
had temporal lobe atrophy. In the fairly recent past, 
people have been executed for murder, only for 
significant brain disease to be discovered at post 
mortem which could have been detected before the 
trial if the appropriate tests had been done (Bourke 
and Sonenberg, 1969). 

COLIN BREWER 
Depariment of Psychiatry, 
Queen Elizabeth Hospital, 
Birmingham B15 2TH 
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BUTTERFLY MAN 
Dear Sr, 

I would appreciate the opportunity to reply to 
Dr Hugh Freeman’s review of my recent 
book, Butterfly Man: Madness, Degradation and Re- 
demption (Hutchinson, 1977) in your May 1978 issue 
(132, 523). 

This book attempts to demonstrate the problems 
that arise from reliance on physical methods of 
treatment in psychiatry and to show that in many 
cases the interpersonal approach, whether through 
the therapeutic milieu or psychotherapy, may be 
effective and have less drawbacks. 
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Dr Freeman alleges that my present work stems 
mainly from the theories of Dr R. D. Laing. This is 
not the case. Although I hold Dr Laing in respect. 
I have not worked with him for many years. My 
current work, particularly with the Arbours Asso- 
ciation, which sponsors a Crisis Centre and residen- 
tial communities, derives from many sources including 
Dr Maxwell Jones and his colleagues on therapeutic 
communities, Drs Gerald Caplan, Donald Langsley, 
R. D. Scott and their colleagues on crisis intervention 
and current thinking on the psychoanalytic treatment 
of the borderline and psychotic patient. 

That schizophrenic patients respond to the 
unconscious mental processes of their therapists, and 
especially to their interest and enthusiasm, is indeed 
well known and has been described by psychoanalysts 
including Drs John Rosen and Harold Searles. 

I am afraid that Dr Freeman has misstated my 
analysis of the work of the Arbours Crisis Centre. 
Over the four-year period, January 1973 to February 
1977, almost 150 people were resident at the Centre. 
Many hundreds more were helped by telephone 
interventions (no visit required) or through individual 
and family meetings held at their homes or at the 
Centre. 

jJoszPH Н, BERKE 
29 Oval Road, 
London NW1 7EA 


NURSE THERAPISTS 
Dear Sm, 

With growing concern I have read the correspon- 
dence in your columns about the training of nurse- 
therapists. As one of the few psychiatric nurses 
currently engaged in full-time clinical research in 
psychiatric nursing, I find it sad that the very 
important issue of what roles psychiatric nurses 
currently have, and what they ought, in future, to 
have, has been obscured by this correspondence. 
Several points ought to be made. 

Whilst Professor Goldberg’s review (Journal, 
September 1977, 131, 320) of Dr Mark's research 
used an analogy which was, perhaps, a little un- 
fortunate, in comparing psychiatric nurses with 
lorry drivers, there is no doubt that nurses do have 
their own role within the health system. If other 
members of the team such as psychiatrists and 
psychologists see psychiatric nurses merely as a 
convenient source of extra personnel to be used to 
supplement the gaps in their services then this is also 
unfortunate, since it suggests that psychiatric nurses 
currently have nothing in particular to do, unless 
directed by other professionals. 

Jt is also sad that the term ‘nurse-therapist’ has 
become almost exclusively attached to those who have 
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completed Dr Mark's behaviourally oriented course. 
Many psychiatric nurses would consider themselves 
therapists, but would make their therapeutic inter- 
ventions from other models of psychiatry. 

Important, too, are developments in nursing. The 
Department of Nursing here is committed to the 
development of planned and systematic nursing care 
for all patients. Developing this approach to nursing 
demands a high level of knowledge in the behavioural 
and biological sciences. If psychiatric nurses are to 
provide this type of care for patients, then they are 
likely to find their time is fully occupied. 

One would hope that psychiatric nurses will have 
the courage to develop their own, highly important, 
professional role and to let psychiatrists and psycho- 
logists find their assistants from other sources. In this 
way the most important member of the team—the 
patient—wil be assured of a high standard of 
service from all professionals in the health care team. 

HELEN MACILWAINE 
University of Manchester, 
Depariment of Nursing, 
Stopford Building, 
Oxford Road, Manchester M13 9PT 


This correspondence is now closed, — Editor. 


WARD ROUNDS 
Dear Sm, 

As suggested by Dr Baxter in the May 1978 issue 
of the Journal (132, 526) I.would like to report a 
method for reviewing and meeting patients which has 
been worked out by my unit in a District General 
Hospital setting. The team as a whole reviews the 
case of each patient and then, as a group, we meet 
with the patients concerned sharing with them any 
suggestions and decisions of immediate concern to 
them such as changes in medication or weekend 
leave, as well as matters of deeper significance if 
appropriate. This meeting often leads on to become a 
community meeting with its wider implications and is 
naturally followed by a feedback when the staff meet 
together without the patients, We may then revise 
earlier decisions in the light of discussion at the 
meeting with patients. T'he patients do of course, have 
other opportunities for meeting both medical and 
non-medical members of staff in individual or group 
sessions. 

It 1s my impression that our format for a ward 
round allows a multi-disciplinary approach to 
patient management with the participation of 
patients, but it should be seen in the context in which 
it occurs, namely, a setting based on therapeutic 
community principles. Although our format has 
obvious disadvantages we feel that it offers a better 


190 Т 


setting for a multi-disciplinary review of patients 
than does a traditional ward round when individual 
patients are interviewed by a whole team. Firstly’ it 
avoids the sort of intimidation that an individual 
patient might feel when confronted by several 
members of staff en masse—‘much worse than vivas’ 
according to your correspondent (Journal, January 
1978, 132, 112). The group setting seems to enable 
patients to question staff in a way which is seldom 
seen in the traditional ward round. We feel that thisi 
approach is conducive to the sharing of decision-| 
making with patients and therefore therapeutic in ` 
itself; patients seem to be able to feel their way 
towards participating in making decisions without 
arousing too much staff anxiety, or‘ insecurity in 
themselves. Secondly our type of approach is a way 
of enforcing rather than undermining the therapeutic 
momentum of self-help among patients—a force 
which I believe is potentially a highly effective tool 
in the treatment of psychiatric illness. Finally our 
ward round provides a suitable framework in which 
members of staff can examine their own motives and 
wishes during decision-making, thereby improving 
the quality of decisions. 

SuMAN FERNANDO 
Department of Psychiatry, 3 
Enfield District Hospital, 
Chase Wing, Enfield, Middx. 


CHRONIC ANXIETY IN ABORIGINALS 

Drar Sm, ` 

Morice (1978), in an interesting approach to 
psychiatric illness among Australian  Pintubi 
aboriginals, infers the existence of anxiety and 
depression from the presence of words in their 
vocabulary describing these affects. From his 
glossary it is apparent that these people include an 
inner feeling state, autonomic correlates, ‘varying 
degrees of severity and differing provoking situations’ 
as correlates. These observations are totally in accord 
with our experience of psychiatric symptoms in 
western desert aboriginals (Jones, 1972; Jones and 
Horne, 1973), but we called these phenomena ‘fear’. 
We found very few examples of this state persisted for 
more than a few hours, although we drew our data 
from a survey of approximately 2,300 persons 
including some Pintubi. It will be noted that Dr 
Morice’s glossary only includes descriptions of 
acute states. We concluded that chronic anxiety 
(which perhaps inadvisedly we called ‘overt anxiety’) 
was rare. His paper seems to give support to this 
proposition rather than refutation of it. 

If these observations can be further supported they 
could be of value in highlighting a transcultural 
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difference; presumably of developmental origin. 
Chronic states which might be anxiety equivalents do 
exist, for example hypochondriacal syndromes are 
common but these are usually quite free from 
autonomic correlates of anxiety. 

Whether the proposition that chronic anxiety is 
infrequent in tribal aboriginals can now be estab- 
lished is, unfortunately, less than certain: even the 
most distant aboriginal groups are taking on white 
Australian ways and mores while losing their own 
culture. If the difference is real and culturally 
determined, one might expect more cases of anxiety 
to appear. If despite these social changes chronic 
overt anxiety remains infrequent, the question would 
be even more worthwhile investigating since it may 
indicate a biological difference. This difference in 
anxiety and the infrequent occurrence of homo- 
sexuality were the major findings in our studies. 
Most other psychiatric states were seen in recognizable 
form (Jones and Horne, 1972). 

Ivor JONES 


Department of Psychiatry, 
St Vincent’s Hospital, 
Fitzroy 3065, 

Victoria, Australia 
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BIOACTIVE AMINES 
Dear Sir, ' 

Research into central nervous system functions of 
different bioactive amines has yet to come up with 
some unifying hypotheses. I wish to propose an 
hypothesis that seeks to’ explain an apparent co- 
incidence that substances released in skin‘ injury 
(e.g. histamine) and vascular injury (serotonin) are 
also suspected of being regulator substances: іп the 
C.N.S. 

I believe future research will demonstrate a general 
principle that, regardless of species or the particular 
amines released, those amine substances released from 


CORRESPONDENCE 


skin in trivial injury will have an alerting effect in the 
C.N.S., while those released in vascular injury will 
have a sedative effect. The survival value of a flight 
reaction to trivial injury, and lying still in vascular 
injury, will be obvious. 

I worked out this idea some years ago; since then an 
alerting C.N.S. function of histamine in the -hypo- 
thalamus (Monnier, 1969), and a sleep-producing 
function of serotonin in the median raphe nuclei 
(Jouvet, 1972) have been proposed. I think further 
research will further support this hypothesis. 

i WiLLIAM WILKE, 
9 Warren Street, 
St Lucia 4067, 
Queensland, Australia 
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GENERAL HEALTH QUESTIONNAIRE 
Dear Sr, 

The doubts expressed by Drs Corser and Philip 
(Journal, February 1978, 132, 172) as to the psych- 
iatric nature of the emotional upset measured by the 
General Health Questionnaire (GHQ) are clearly of 
concern to those of us who are using the instrument 
in epidemiological studies of psychiatric illness. 
However, the data in Table VI show that 14 of the 
15 GHQ-probable patients who consulted partly or 
wholly with psychological problems were found to 
have a well defined psychiatric disorder, whereas 
only 3 out of the 17 GHQ-normals who consulted 
could be allocated a clear psychiatric diagnosis. This 
seems to suggest that the GHQ is effective in differ- 
entiating ‘transient situational disorders’ from ‘true’ 
psychiatric illness, i.e. anxiety state and reactive 
depreasion. 

The survey also indicates that the GHQ produced 
significantly more false positives than false negatives 
(9 out of 24 as against 3 out of 95: x? = 21.28, 
P <0.001). 

ANTHONY А. SCHIFF 
Е. R. Squibb & Sons Lid., 
Regal House, Twickenham, ТИЛ ЗОТ 


DEAR Sm, 

Thank you for giving us an opportunity to reply to 
Dr Schiff. We submit the following for your editorial 
consideration. 
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Dr Schiff's comments about ‘well defined’ and 
‘true’ psychiatric illness imply a certainty of diagnosis 
which would seldom be found in a primary care 
consultation. Subsequent work in the same general 
practice (Corser and Ryce, 1977) describes the use of 
a problem orientated approach which avoids the use 
of terms such as anxiety state and reactive depression 
when all the criteria for the syndromes of the same 
names are not met. Wing (1976) and Foulds (1976) 
in their different ways provide structural approaches 
to the classification of psychiatric illness which 
are well suited to epidemiological studies, in parti- 
cular, by being quite precise about what they include 
as illness. 

We do not deny the value of the General Health 
Questionnaire as a preliminary screening instrument. 
However, too many of its items are ‘part symptom— 
part personality state’ measures to lead us to accept 
that all the emotional upset reflected in high scores is 
psychiatric in nature without seriously discrediting 
the illness model which Dr Schiff clearly accepts. 

C. M. Corser 
ALISTAIR. E. Pare 
Bangour Village Hospital, : 
Broxburn, West Lothian EH52 6LW 
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CONTRACEPTION 
Dear Sm, 

Drs Fleming and Seager rightly state that there is 
controversy regarding psychological side effects of the 
contraceptive pill (Journal, May 1978, 132, 431-40). 
Their own study, however, does little to clarify this 
state of affairs, for although they consider “The 
majority of these papers deal with uncontrolled 
samples selected without defined criteria for measur- 
ing depression’ they themselves are open to the same 
criticisms. 

In the absence of data on why past-takers stopped 
and non-takers never started taking the contraceptive 
pill, the value of these groups as controls is suspect, as 
a major factor in this may be existing depression or a 
potential to develop it as perceived by the prescriber. 
One is unable to assess the normality of controls in the 
absence of validity data for the depression rating scale 
used. Further, data on marital status are not pre- 
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sented, and none collected for age of children, both 
of which factors are known to correlate with de- 
pressive symptoms, and both of which might be 
expected to differ between the groups studied. 
Throughout the paper the authors refer to the 
incidence of depression, although the data reported are 
concerned exclusively with prevalence. If they were 
concerned with incidence they should have amplified 
the last question in Appendix 1. 

One hopes the study does not befall the fate 
attributed by Drs Fleming and Seager to previous 
work, of being ‘quoted uncritically by subsequent 
authors’. : 
Davip W. CosTAIN 
MRC Clinical Pharmacology Unit, 

University Department of Clinical Pharmacology, 
Radcliffe Infirmary, 
Woodstock Road, Oxford OX2 6HE 


. . SCHIZOPHRENIA IN FICTION 
Dear Sr, 

Surely it is unwise to suppose that a novelist of 
Charlotte Bronte’s stature would rely on lay concepts 
rather than personal experience in describing the 
behaviour of a character essential to the plot. 
Although the description of the mad Mrs Rochester 
might defy diagnosis in terms of present-day psych- 
iatry in Britain, Dr Robinson (Journal, 132, 525) 
would appear to have overlooked the fact that 
diseases tend to change in their manifestations over 
the years. But some 50 years after Charlotte Bronte’s 
description, it was still recognizable to British 
alienists, for Sir Thomas Clouston (1892), describing 
his experiences of a patient with chronic mania, says 
‘I have never seen anything so completely parallel to 
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the famous maniac scene in Charlotte Bronté’s Jane 
Eyre'. Before the Kraepelinian revolution, the term 
mania was generally used to cover all states of mental 
excitement not associated with fever, and from the 
descriptions in textbooks and from Kraepelin's own 
remarks (1913) it is clear that ‘mania’ in the 19th 
century included the now rather rare (but then, it 
would seem, much commoner) condition which today 
we call schizophrenic excitement. 

It is perhaps worth noting that a present-day 
diagnosis of the case of Don Quixote might seem 
problematic. Yet the diagnosis was plain to Esquirol, 
who states (1838) that ‘in Don Quixote we have an 
admirable description of monomania’. We can’t 
today form a very clear idea of what Esquirol meant 
by monomania, but this again is probably because of 
changes in the manifestations of psychiatric disease 
which have occurred in Europe during the past 
100 years. 


The Bethlem Royal Hospital, 
Monks Orchard Road, 


Beckenham, Kent BR3 3BX 


EDWARD HARE 
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Editing Manuscripts accepted for publication are subject to copy-editing and to editorial changes 
required for conformity with Journal style. 

Proofs A proof will be sent to the senior author of an article. Corrections other than printer’s errors 


may be disallowed or charged to the authors. Reprints prepared at the same time as the Journal should be 
ordered for all authors from the printers when the proof is returned to the Editor. 
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accuracy of all references in their manuscript and ensure that dates and spellings correspond in the text and 
reference list. 
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Disipal has made her a little more 
responsive to her phenothiazine therapy. 


The addition of Disipal to phenothiazine therapy enables optimum therapeutic response to be achieved 
without unacceptable side effects. Disipal also elevates the patient's mood, thus relieving the depression so 
often associated with major tranquillizer therapy. 


Drug of choice 
Following a three month double blind crossover trial, the authors concluded thar,*orphenadrine is the drug 
of choice in the treatment of drug-induced extra-pyramidal reactions and depression" 


Increased response 
Furthermore, the authors postulate that “the introduction of orphenadrine in the treatment of a patient whose 
response to phenothiazines is not maintained, might well result in further benefit”! 


For patients on major tranquillizer therapy 
* controls extra-pyramidal reactions 
* elevates patient mood. 


L Capstick N.J. Int. Med. Res, 1976,4 (6), 435, Disipal, orphenadrine hydrochloride В.Р, is a registered trade mark 


Full prescribing information on request from:— 


OQ Brocades (Great BritainiLtd 


Brocades House, Pyrtord Road, West В үне! Weydrcige Sumey KTI GRA 
leiephone Byfeet 4556/42291 Telex 91730! 
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CAPE BRETON HOSPITAL/BRAEMORE HOME COMPLEX 
SYDNEY, NOVA SCOTIA 
CANADA 


PSYCHIATRIST 


The Cape Breton Hospital/Braemore Home Complex is seeking a General Psychiatrist. 


The position offers an opportunity to direct a team of allied mental health professionals including social work, 
psychology, psychiatric nursing and occupational therapy. 


The Complex incorporates a developing community mental health program including the operation of a 
group home and a Mental Health Clinic; an 80-bed Rehabilitation Unit; a 143-hed Chronic Care Residence; a 75- 
bed Intermediate Term Psychiatric Unit; and facilities for a proposed 30-bed Active Treatment Unit. 


The potential candidates (M.R.C. Psy. required), without Canadian Certification, is eligible for a one-year 
renewable term to a maximum of three years. Travel assistance is provided, as well as a $5,000 (Canadian Dollars) 
relocation Grant with a one-year Contract provision. Opportunity exists for private practice upon receipt of 
Canadian certification, 

Salary up to $41,536 (Canadian Dollars) as well as other excellent benefits. 


Consideration is being given to holding interviews in London, England, in September or October, 1978. 
Please forward enquiries to: 


Marian V. Fortune-Stone (Mrs.), 
Director of Personnel, 
P.O. Box 515, Sydney, 
Nova Scotia ВІР 6H4, Canada. 


The Cape Breton Hospital/Braemore Home Complex is located four miles from downtown Sydney, Nova 
Scotia, with a surrounding area having a total population of about 90,000. The area is serviced by excellent educa- 
tional and health care facilities with choice residential areas in close proximity. Cape Breton is one of the most 
picturesque areas in Canada, offering an abundance of summer and winter recreational activities. 





THE FAMILY INSTITUTE—CARDIFF 


ADVANCED COURSE 
via Westway Extension IN FAMILY THERAPY 


Founded in 1911 by Dr. H. Crichton- Miller January 1979 


А non-profit making Charity outside the National Applications are invited from practitioners who have a minimum of 2 years 
Hes ith Service post-quatifying experience and also have some clinical experiance in family 
саңп service therapy. The course is miulti-disciplinary and open to practitioners from any 

of the helping disciplines. 


BOWDEN HOUSE CLINIC 
Harrow-on-the- Hill, Middlesex 
Tel: 01-864 0221 
Only 20-25 Mins, from Londen 
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Treatment is supervised by experienced psychiatrists seminars will ink therapy and practice, 
‚ : x A р 
whose services are inclusive in the patients fees. The course is approved by the Central Council far Education and Training in 
Social Wark as a post-qualifying course for social workers who may be 
eligible for sponsorship by the Department of Health and Social Security. 


Course fee £400. 
Facilities are also available to Consultants wishing to Application forms and further details from: Brian Cade, Course Tutor, The 
treat their own patients independently. Family institute. 46 Cathedral Road, Cardiff. Tel: 26584/28747. 
j 


A full physical examination and pathological investi- 
gations are made in the first week. 


Apply for details: Administrative Secretary 


Applications for admission to the Matron A Barnardos 
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withclinicalexperience 
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internationally accepted as the standard depot treatment for schizophrenia 
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ST. ANDREW'S HOSPITAL, NORTHAMPTON 
PRIVATE PSYCHIATRIC CARE—A COMPREHENSIVE FACILITY 


St. Andrew's aims to provide the best in psychiatric care in a comfortable and relaxed 
environment. Staffed by eight full-time Consultant Psychiatrists, three Clinical Psychologists and 
with a full complement of skilled nursing and rehabilitation staff, the hospital offers.a broad range 
of psychiatric treatments. Care is provided on a short, medium and long term basis and the 
following specific units are available: 


SHORT TERM ACUTE TREATMENT PSYCHOGERIATRIC 

ALCOHOL TREATMENT BRAIN DAMAGE AND EPILEPSY INVESTIGATION 
BEHAVIOUR MODIFICATION PSYCHOTHERAPY 

DAY HOSPITAL MENTAL HANDICAP 


Out-patient facilities are available at the hospital, at 148 and 152 Harley Street, London W.1., 
Oxford and Bedford. 


St. Andrew's is an Independent Hospital and subscribers to the main Private Contributory 
Schemes may claim benefits within the terms of these schemes. d 


Further details and brochures may be obtained from the Medical Director, 
St. Andrew's Hospital, Northampton. 
Telephone 0604 21311. 








The Retreat, York 


for Psychiatric IllInesses 







Founded in 1792 by the Quaker, William Tuke, who established the tradition of concern 
for patients as individuals. The Retreat is a 250 bedded private registered nursing home 
surrounded by extensive grounds on the outskirts of the historic City of York. It is easily 
reached by rail and motorways. 







Care and treatment is offered for most types of psychiatric illness on the short or long 
term in a sympathetic and friendly atmosphere. Patients suffering from neuroses, 
psychoses, alcoholism and dementia are treated in surroundings suitable for their indivi- 
dual needs. 







The Nursing Home is a registered charity and is able to offer inclusive care in shared 
accommodation from £12.65 per day or in single rooms at slightly increased charge. The 
Nursing Home is recognised by the main private patient schemes. 












For further details apply to The Medical Director, The Retreat, York YO1 5BN 
(Telephone 0904-54551). . 
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AT 
NEW FROM 
CHURCHILL 
LIVINGSTONE 


Companion to 
Psychiatric Studies 


Edited by A.D. Forrest, 
J.W. Affleck and А.К. Zealley 


1978 Secondedition 624 pages 
£23.00 


Extensively revised throughout 

3 new chapters cover Personality Development in 
Childhood, Individual Psychotherapy and Liaison 
Psychiatry and Psychiatric Aspects of Physical Illness 
7 chapters completely rewritten by 7 new 
contributors, while 23 original authors continue to 
contribute 

More convenient, larger page, single volume format 





illustrated 


SRSA LE EE LE ASI ISE NON р лыс) 
Forthcoming publication 


Clinical Pharmacology of 
Psychotherapeutic Drugs 
Leo E. Hollister 


Explains the pharmacolagical principles underlying 
the clinical use of the most widely used drugs, 

e.g. anti-anxiety drugs, anti-depressants, anti-manic 
and hypnotic agents. 


SEAR SI A TRIE SES 
AVAILABLE FROM MAJOR MEDICAL 
BOOKSELLERS 


Churchill Livingstone 
23 Ravelston Terrace Edinburgh ЕНА 3TL 
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| senile patients to grow old 
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| 


without growing troublesome 


| EL 

| Many patients become confused, agitated and 

| difficult to manage as they grow older. They 

| often become unco-operative and aggressive 
towards those who wish to care for them and 

place a considerable extra burden on nursing staff. 
SPARINE (promazine hydrochloride BP} reduces 

| agitation without causing over-sedation and helps 
| to make them more co-operative, alert and active. 





elderly, agitated patients 


Full prescribing information is available on request “eth 


4A. 


Wyeth Laboratories, Taplow, Maidenhead, Berks. 
*trade marks Sp. 37. 
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Subscription price: US $ 67.50/Dfl. 155.00 including postage. 
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UNIVERSITY OF CALIFORNIA, LOS ANGELES 


DELLA MARTIN CHAIR IN PSYCHIATRY 


UCLA School of Medicine seeks appropriate candidates for the Della Martin 
Chair in Psychiatry, newly endowed Professorship for distinguished academic 
psychiatrist (English-speaking, eligible California licensure) committed to 
research especially on major mental illnesses of adolescents and young adults. 
Equal opportunity affirmative action employer. Send curriculum vitae, letter 
discussing career goals, five references to: 


Arnold B. Scheibel, M. D. 
Chairman 

Della Martin Search Committee 
760 Westwood Plaza 

Los Angeles, California 90024 
USA 


Vacancy for 
PSYCHIATRIST 
` at 


INGUTSHENI HOSPITAL, BULAWAYO Rhodesia 


Applicants must hold a qualification in medicine which is registrable in Rhodesia, 
In addition applicants must hold the D.P.M. or equivalent higher qualification 
in psychiatric medicine and preferably with an interest in forensic psychiatry. 


Credit is given for post qualification experience upto a maximum of four years 
and commencing salaries would be in the scale:— 


£13,444 x £351 to £14,848 (Scale Barrier) x £351 to £15,199, 


Leave conditions are generous and an Annual Bonus is paid to Permanent 
Appointees. 


Appointments may be on a three year contract with return fares paid for recruit 
and family or to the Permanent Staff with single fares paid. 


Full details obtainable from; The Medical Superintendent, 
Ingutsheni Hospital, P.O. Box 8363, Belmont, Bulawayo, RHODESIA. 


The British Government urges UK Nationals who wish to visit Rhodesia or take 

up employment there to consult the Foreign & Commonwealth Office (Rhodesia 

Department, telephone 233 4143) or the nearest British Consular Office before 
oing so. 
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GASKELL BOOKS 


Available from Headley Brothers Ltd., Ashford, Kent TN24 8HH, England. 
by mail order 


Just published 


The Use of Drugs in Psychiatry 


By John Crammer, Brian Barraclough and Bernard Heine 


Price: To members of the Royal College of Psychiatrists and subscribers to the 
British Journal of Psychiatry — £2. 95, US$7. Price includes postage and 
packing. 

From bookshops — £3.95, SU$9. 


A pocket book for everyone who has to help in the treatment and management 
of psychiatric patients — psychiatrists in training, family doctors, casualty doctors, 
nurses, social workers, clinical psychologists, pharmacists. 


An introductory section ‘explains the principles behind the use of drugs in man. 
This section is followed by short essays on the diagnosis and management of the 
principal psychiatric disorders. The last section describes the most commonly 
used drugs, their indications, mode of use, side-effects and the different sizes of 
tablets and injections available for prescription. 


Finally, electroconvulsive therapy is described, including the medico-legal side 
and a practical account of how to give it. 


An index permits ready access to the contents of a book full of useful facts. 


The authors 
John Crammer, Senior Lecturer in Psychiatry at the Institute of Psychiatry, 
the Maudsley Hospital, London. 


Brian Barraclough, Scientific Officer, Medical Research Council, Clinical 
Psychiatry Unit, Graylingwell Hospital, Chichester, Sussex. 


Bernard Heine, Consultant Psychiatrist, Runwell Hospital, Essex. 
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Ativan — rapid and predictable anxiolytic response 
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The disguises of depression and the patients brave prompt response and early improvement in patterns of sleep. 
face may fool everyone but his doctor То a growing number The 75mq tablet, employed in a simple evening dosage 
of doctors the benefits of Prothiaden are also obvious. In trials, regimen, gives complete 24 hour therapeutic cover- with 
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less side effects ^" 
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Now a leading antidepressant, Prothiaden provides 19.153 
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Dr. Edward Hare 


; At the Annual Meeting of the Royal College 
of Psychiatrists in July, Dr Hare was among 
those elected to the Honorary Fellowship, and 
this affords us the opportunity to pay our 
tribute to his outstanding services to the College 
as Editor of the Journal from 1972 to 1977. 

As far back as 1952 Edward Hare had made 
his mark in the Royal Medico-Psychological 
Association by winning both the Gaskell Prize 
and the Bronze Medal, and subsequently he 
became known for both literary and scientific 
work of the highest quality in many fields. Thus, 
his. studies in psychiatric history have been 
models of their kind, dealing as they do with the 

changing patterns of mental disease and of 
attitudes towards mental disease. His social and 
epidemiological studies have made major con- 
tributions to contemporary psychiatry. His 
inquiries into relationships between mental 
illness and birth order, fertility and season of 
birth are characterized by rigorous scientific 
methods on complex matters dealing effectively 
with many pitfalls of evaluation. Similar high 
scientific standards are shown in his studies on 
the evaluation of psychotropic drugs, including 
pioneering work on patient compliance. The 
series of statistical reports published by the 
Bethlem Royal and Maudsley Hospitals are 
based on his arduous work in compiling and 
analysing the relevant data. 

When Dr Eliot Slater proposed Dr Hare's 
name as his successor in the Editorship, the 
suggestion was received with pleasure and eager 
anticipation by his colleagues on the editorial 
staff, and it soon became apparent that their 
expectations were to be fully realized. 

Hare took over a journal whose standard had 
already been greatly raised by the work of his 
predecessor, and this he was determined to 
maintain. Still actively engaged in clinical work 
and research—during his five years as Editor 
seven papers written by him either singly or 


193 


jointly were published here, and others appeared 
elsewhere—he devoted to the Journal such 
meticulous and conscientious care as could only 
be given by a man of utter integrity. Courtesy 
and helpfulness in his dealings with authors of 
papers came naturally to him, and many 
benefited from the literacy and numeracy which 
were his and which he himself considered to be 
the first qualities required of an editor. 

Those of the present writers who were his 
colleagues have been left with the happiest 
recollections of their collaboration with him. It 
was the sense of support, the lucid, open- 
minded and constructive advice always avail- 
able and the readiness to receive suggestions that 
was so valuable; and there was as well a sense of 
freedom resulting from delegated responsibility 
and trust, Under this favourable regime they 
were able to develop the journal supplement 
called News and Notes until it could take its place 
as the College’s Bulletin, with a readership no 
longer limited to the College’s own members. 

Many, again, were greatly impressed by his 
mastery of the financial and business aspects of 
journal management. The Memoranda he wrote 
on these subjects contain fundamental inform- 
ation on the scope and nature of journal 
organization. Detailed attention to subscription 
rates, to advertising, to such seemingly trivial 
issues as the weight of the Journal paper in 
relation to postal charges resulted in continuing 
financial benefits to the College. Thus during 
Hare’s period of office a thorough and compre- 
hensive awareness of the practical realities of 
efficient management was acquired, the con- 
temporary role of the Journal was defined with 
precision, and a firm and informed base was laid 
by him for the Journal’s future development. 


W. Linrorp REES 
ALEXANDER WALK 
ALAN KERR 
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The Imprisonment of Mentally Disordered Offenders" 


By J. H. ORR 


Introduction 


I am glad to have this opportunity to talk 
about an unfortunate consequence of develop- 
ments in the Health Service over recent years. 
My theme will be what is now happening to 
mentally disordered people who have committed 
criminal offences. At present, many of them are 
going to prison. The prison system—already 
severely overcrowded—contains some hundreds 
of mentally disordered offenders who in the 
opinion of prison medical officers need and are 
capable of gaining benefit from care, manage- 
ment and treatment in psychiatric hospitals. 
When using the term ‘mental disorder’ I shall, 
of course, be referring to those states of mind 
which have been classified and defined in 
Section 4 of the Mental Health Act 1959: 
members of the College who work in the 
National Health Service will be relieved to 
know that I do not share the view of the 
citizens of Samuel Butler's Erewhon that crime 
itself is an illness, whose sufferers should all be 
placed in the hands of the omniscient psycho- 
pathologists. Indeed, when one has the practical 
responsibility for the provision of health care for 
prisoners, it is quite irrelevant whether or not 
they committed their offences as a result of a 
mental disorder or whether their mental 
disorder developed before or after the offence or 
trial. The only thing that matters is their 
present condition. If a prisoner is suffering from 
mental disorder of a nature or degree that 
warrants his detention in hospital for treatment, 
then the prison medical officer will want to 
bring about his admission to hospital under the 
appropriate section of the 1959 Act. This is 
wholly in accordance with the philosophy of the 
Act, which does not limit hospital admission to 
cases in which the criminal offence was causally 
related to a mental disorder. In this talk I shall 
want to consider why in so many cases hospital 
places cannot be found. 


How many? 


First a brief mention of the numbers involved. 
At the middle of last year we instituted a survey 
in which all prison medical officers were asked 
to record, at six-monthly intervals, the numbers 
of prisoners in their care who satisfied the 1959 
Act's requirements for admission to hospital and 
would benefit from admission. As I have 
mentioned, the first returns show that there are 
some hundreds of prisoners concerned, distri- 
buted among all four categories of mental 
disorder identified in the Act. We are not yet 
ready to give a more precise estimate of the 
numbers, as all statistical exercises of this kind 
need careful assessment. The figures should be 
set against, on the one hand, a daily average 
prison population of over 42,000, and, on the 
other hand, the total number of hospital orders 
made last year, which was 924. We in the Home 
Office are most concerned about prisoners 
suffering from mental illness. As far as mental 
subnormality is concerned, you will know that 
the official guidance to doctors making reports 
to courts is that some offenders can properly 
be accommodated within the prison system; 
and as to personality disorders there is, of course, 
scope for considerable argument about the 
extent to which these are amenable to present 
forms of treatment. However, I should stress 
that prison medical officers have been asked in 
the survey to record only those subnormal 
offenders who are unable to cope with the prison 
regime, and those psychopathic offenders who 
it is thought would respond to hospital conditions. 
Various estimates have been made from time to 
time of the proportion of prisoners who are 
mentally abnormal or peculiar in one way or 
another: they range from 10 per cent to over 


* Read at the Spring Mecting, 1978, of the Southern 
Division of the Royal College of Psychiatrists. The author 
is Director of Prison Medical Services, and the paper is 
Crown Copyright. 
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half. The survey is not designed to count them, 
and I make no Erewhonian plea on their behalf. 


What is happening? 

This is not only a very worrying situation; 
it is also something which would have deeply 
surprised our predecessors. I should like to 
quote from the book The Modern English Prison 
by Sir Lionel Fox, Such a title smacks of the 
1950s and indeed the book was published in 
1934, when Fox was an Assistant Commissioner 
of Prisons; he later became Chairman of the 
Prison Commission. ‘Considerable advances 
have been made since the war (that is, the 
1914-1918 war) in the treatment of problems 
: connected with mental disease among prisoners; 
indeed, it would seem that today the investi- 
gation and recognition of mental states, with the 
accompanying administrative and forensic work 
in preparing certificates and reports and giving 
evidence in courts, have come to form the most 
important part of the Medical Officers’ duties. 
Prior to the war all that was, broadly speaking, 
expected of the prison authorities was the 
recognition of cases certificable under the 
Lunacy Acts. The Mental Deficiency Acts 
1913-1927 (which only began to operate 
effectively after the war), together with the 
increasing recognition of the importance of the 
psychological factors associated with crime, have 
completely altered this position. It is of course 
self-evident that prison is not the place for an 
offender who is either insane or mentally 
defective, and both the Lunacy Acts and the 
Mental Deficiency Acts provide machinery 
enabling the courts to deal with such persons 
without sending them to prison. Nevertheless, a 
considerable number of convicted prisoners are 
found after reception to be insane or mentally 
defective, and it is important that these should 
at once be recognized, certified and removed to 
Mental Hospitals or Institutions for Mental 
Defectives: in 1931 in local prisons 98 convicted 
prisoners were certified as insane, and 45 as 
mentally defective; in convict prisons seven men 
were certified as insane and two as mentally 
defective’. Disregarding the pre-1959 Act termi- 
nology, the message is clear. Some mentally 
disordered offenders will slip through the 
forensic net into prison, but they can be quickly 
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removed. The situation now is quite different: 
mentally disordered offenders are entering 
prisons not because the net is insufficiently 
wide or discriminating but because hospital 
places are not forthcoming. It is an irony that 
under the Mental Health Act 1959, which gives 
us a net of unparalleled width, we imprison 
more mentally disordered offenders than under 
the old Lunacy and Mental Deficiency Acts. In 
1931 (when the average prison population was 
about 12,000) 105 sentenced prisoners were 
recognized as suffering from mental illness and 
transferred to hospital. In 1976 the number of 
sentenced prisoners recognized as suffering from 
mental illness was more than double this figure, 
but the number transferred under section 72 of 
the 1959 Act less than half. 


How has this come about? 

It would be tedious and unproductive to go 
over the ground which has already been so ably 
covered by Dr Robert Bluglass in his recent 
article in the British Medical Journal (25 February 
1978), and I would urge anyone who has not yet 
read it to do so. However, I think it would be 
useful to remind ourselves of some of the 
historical trends. 

(i) Open-door policy. As Dr Bluglass said, the 
introduction of the open-door policy in many 
NHS hospitals by definition produced a shortage 
of places for people (whether offenders or not) 
who needed to be kept in conditions of at least, 
some security some of the time. This in turn 
obviously meant that the Special Hospitals 
became and stayed grossly overcrowded, and 
that offenders needing security not available in 
the health service will end up in prison, Dr 
Bluglass also noted that the open-door policy 
meant that hospital staff, primarily nursing 
staff, have come to lose the skills needed to care 
for difficult and disturbed patients. It is not for 
me to accept his suggestion that local NHS 
hospitals should again provide secure accom- 
modation and re-acquire those skills; but 
perhaps I could note that the whole rationale 
of the open-door policy was therapeutic. How- 
ever, those patients who benefited from it must 
not be considered in isolation from those who 
could not be treated in open wards and so 
received no hospital treatment at all. Those 
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people—and the prison staff who have to look 
after them as best they can—-are paying the 
price of the open-door policy. 

(ii) Asylum. Hospitals have also clearly sought 
to divest themselves of their traditional role of 
providing asylum for people unable to cope 
elsewhere, even if there is no specific treatment 
for their condition such as to ameliorate it or 
prevent it from getting worse. The Mental 
Health Act 1959 defines ‘treatment’ as including 
nursing care under medical supervision; but 
there has clearly grown up a tendency within the 
NHS for hospital doctors to decline to admit a 
mentally disordered person on the ground that 
his disorder would not be amenable to treat- 
ment. Despite the definition in the Act, treat- 
ment seems often to be regarded as simply the 
application of specific clinical measures, surgery 
being the paradigm. This development has 
come about in no orderly or systematic way, and 
it too has a price. If no asylum is offered, then 
it will often happen that the person concerned 
falls into a vicious circle of crime followed by 
imprisonment. The circle is vicious because the 
longer the criminal background the more 
definitely the offender is typecast as the irre- 
deemable client of the penal system. Whether or 
not a particular person can or should be treated 
is, of course, a matter of clinical judgement, but 
obviously that judgement will depend on the 
meaning given to ‘treatment’. This is in a sense 
the most worrying development: after all, open 
doors can be locked again, but, if hospitals are to 
admit only those they can make better, this 
effectively excludes the possibility of a hospital 
disposal for quite a large number of ‘inadequate’ 
offenders who require long-term care within a 
sheltered environment. 


An exchange of letters 

To illustrate the philosophical gulf that now 
divides the profession, I should like to read you 
an exchange of letters that recently took place 
between a prison medical officer and the 
specialist in Community Medicine of a Regional 
Health Authority. At issue was a 27-year-old 
man, suffering from schizophrenia, for whom 
the medical officer was trying to find a hospital 
place. The Specialists letter ran: 

‘It is a cardinal principle of the health service that 
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the decision about the admission and discharge of 
patients to and from hospital is the responsibility of 
the consultant who will be in charge of the patient's 
treatment and rehabilitation. This is a fundamental 
principle, and clearly any other system would not be 
in the best interests of the patient and would certainly 
be abhorrent to the profession. In reaching his 
decision a consultant must exercise his judgement, 
having, where necessary, discussed aspects of the 
case with his own colleagues, nursing staff, family 
practitioner, social worker and, in the case of those in 
prison, with medical officers such as yourself and your 
colleagues. 

'As far as admission to ordinary mental illness 
hospitals is concerned, if an individual is not going to 
respond to treatment in the broadest sense and if for 
his proper care he does not require skilled nursing or 
other specialist facilities provided in a hospital, then 
admission is contra-indicated. 

‘The days have gone when the mental illness 
hospital was a repository for those who were socially 
unacceptable. The policy at that time did indeed, as 
you say in your letter, keep these people out of the 
way of the public and the Courts, but the hospitals 
were dreadfully overcrowded with people who 
should never have been there. You will know the 
history subsequent to the late sixties following 
various hospital inquiries. The admission policy now 
adopted is one which has been demanded by the 
public and is supported by the medical and nursing 
professions. 

‘Unhappily, at the same time as the health service 
was implementing national policy, there was not 
always the increase in sheltered accommodation 
which it is now the responsibility of the Local Autho- 
rity to provide. It is this lack of custodial provision 
for those who should not be in prison and for whom 
hospital treatment would be valueless which ensures 
that our institutions still have to care for inappro- 
priately placed individuals. 

*We in the health service also have further develop- 
ments which we must pursue, particularly in the 
provisions of regional secure units, and it seems to me 
inevitable that until proper sheltered accommodation 
is provided by the Local Authority and regional 
secure units are provided by the health service some 
individuals will always be misplaced. All we can do is 
to mitigate the effects of these misplacements as best 
we can within the resources available to us’. 


The Medical Officer's reply ran, after the 
usual preliminaries: 

*Whilst I of course agree in principle to para. 2 of 
your letter, the fact remains that in these cases other 
responsible medical officers of equivalent quali- 
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fications—or more—to the admitting КМО have 
signed Hospital Orders indicating the need for a 
patient to have treatment. They have almost in- 
variably had mental hospital experience themselves 
and are fully aware that mental cases can be contained 
in a mental hospital safely and more humanely than 
in a Prison: whatever the Porters and/or unqualified 
Nursing Staff may have the effrontery to suggest. 
Whether that treatment is long term, or even for life, 
is immaterial. To make it contingent upon a patient's 
likelihood of response to treatment is a cynical and 
recent innovation—it certainly was not a criterion in 
the early 60s—seemingly elaborated by either idle 
doctors or incompetent staff to save them some 
trouble. Because there is still no—repeat, NO— 
certain cure for schizophrenia, chronic schizophrenics 
are or can be a demanding nuisance; but that, one 
was led to believe, is what mental hospitals are for: 
to look after mentally ill or disturbed patients. 
*Shortly before I went to the mental hospital where 
I trained, the enlightened Medical Superintendent, 
in the guise of Pinel reborn, endeavoured to clear the 
wards of such alleged deadwood, the merely “socially 
unacceptable” patients. The Chief Male Nurse kept a 
record of the three hundred men cast out upon the 
world, and in three years all had either returned to 
the hospital, gone to another mental hospital, were in 
Prison, or had died. None at that time were viable in 
the community. Some bright psychiatric—or psycho- 
logical—spark then produced the concept and 
explanation of “‘institutionalization”, as if this 
explained everything. In fact it could equally be said 
that all this meant was that chronic patients tended 
to treat the institution like home, and were lost 
outside it. That would not therefore necessarily mean 
that they could ever have existed outside, whether 
before or after institutionalization. I deny cate- 
gorically that in my time there were ever people in my 
wards who "should never have been there". What I 
do admit is that there was a need for more long-stay 
chronic beds with minimum nursing but adequate 
security; which local hospitals all demanded every 
year but which none of them offered to provide. and 
which neither the Regions nor the Elephant & Castle 
were ever competent to organize. Now we have a 
shining local mental hospital in this region with 70 
empty beds and a waiting-list of 30. This paradox is 
not a mile from the hospital which has just accepted X 
(the prisoner in question) as an out-patient. Are mental 
hospitals run for the patients or for pressure-groups ?” 


I quote this exchange of letters simply to 
illustrate the deep division of opinion about the 
proper role of hospitals. I do not necessarily 
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endorse all the Medical Officer’s polemical 
points, and it is not for me as Director of 
Prison Medical Services to speak ex cathedra, but 
my own view is that the treatment of a patient 
is, after all, no more than the means to an end, 
namely the overall benefit to the patient, and 
not an end in itself. With this in mind I often 
find it difficult to see how it can be to a mentally 
ill offender's benefit to have to remain in prison 
even if hospital is not the ideal location for him. 
The principle cited by the consultant sounds 
unexceptionable: if an individual is not going to 
respond to treatment in the broadest sense— 
that is, in the sense of the 1959 Act—and if he 
does not require skilled nursing or other 
specialist facilities provided in a hospital then 
admission is indeed contra-indicated. But what 
does ‘respond’ mean? It ought not to entail an 
actual change in a person’s condition, since 
otherwise hospital treatment would never be 
justified to halt its deterioration. There is no 
doubt that an offender’s mental condition can 
deteriorate in prison and as a result of im- 
prisonment. Another question: what is the time 
scale within which the response has to occur? 
The 1959 Act made no distinction between 
acute and chronic conditions. 


‘No facilities’ 

At the same time as withdrawing asylum, 
however, the hospital system as a whole also 
seems to be unable to cope with all the offenders 
who need not a minimum but a lot of nursing 
attention and supervision. In many cases there 
is no dispute about the clinical features of the 
case and the need for treatment, and admission 
is refused not on the ground that devoting 
nursing and other facilities to an unresponsive 
offender would be wasteful, like using the best 
claret for cooking, but rather that these facilities 
are not available in the first place, and that 
offenders do need intensive nursing which the 
hospital cannot provide. 


Who should be in prison? 


I ought again to make it clear that prison 
medical officers are not seeking simply to shift 
the burden of looking after offenders on to other 
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shoulders. The passage that I quoted from Sir 
Lionel Fox’s book went on: ‘But even when the 
clearly insane and defective have been elimin- 
ated, there remains a considerable number of 
“mental” or “psychopathic” cases, not certifi- 
able under any existing legislation, who are 
nevertheless unsuitable for prison discipline and 
environment’. Unsuitable they may be, but 
medical officers and other prison staff accept 
that prisons will, unfortunately probably always, 
have the responsibility for containing men such 
as Tony Parker’s ‘Charlie Smith’: persistent 
offenders who have never been absolved from 
legal responsibility for their crimes and yet who 
obviously have certain persistent psychological 
incapacities. And prison staff recognize, too, 
that many mentally handicapped offenders are 
best placed in prison, as in hospital they would 
dominate the more docile patients for whom the 
facilities and staffing levels are designed and 
would be very difficult to contain. The parti- 
cular and new worry is rather the entry into 
prisons of people suffering from mental illness, 
who in the past would have been admitted to 
hospital without question. After all, even with 
serious offences it is to some extent a matter of 
chance whether a mentally disordered person 
falls into the criminal justice machinery. 
Suppose a woman suffering from schizophrenia 
is commanded by voices to poison her husband. 
If she tells her doctor, she may well receive 
rapid hospital treatment under Part IV of the 
Act; if she does not, she may well receive ten 
years for manslaughter. Yet her mental con- 
dition and psychiatric needs would not be 
different. 


What prisons can and what they cannot do 


А penal system—any penal system—is an 
official mechanism designed to inflict depriva- 
tion on those who break the law. Just as import- 
ant as the unpleasantness of prisons is the fact 
that they are and have to be highly ordered and 
organized institutions. They contain a lot of 
people in a small space against their will. There 
has therefore to be a rigid daily timetable of 
movements: unlocking, collecting food, exercise 
and so on. The mentally disordered cannot 
cope with this routine and with prison discipline. 
It might be objected that some dangerous 
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offenders will be in custody in prisons such as 
Parkhurst, whose staff have a tradition of 
containing difficult and highly disturbed men 
and which has a good range of facilities and a 
fairly relaxed regime, and that medication can 
be administered as well there as in Broadmoor. 
In some cases this may well be so, but Parkhurst 
is by no means typical. Consider the busy local 
prison: in many cases the offender will not need 
its secure conditions, but open prisons have only 
basic medical cover, and in any event there are 
undertakings to the local communities about the 
kind of prisoners that will be sent there. Local 
prisons are tremendously busy places, whose 
population is constantly changing; and staff 
simply do not have very much time to get to 
know individual prisoners, let alone their 
anxieties and beliefs. Gross symptoms can be 
contained or masked by medication, but little 
more can be done. The Regional Health 
Authority Specialist whose letter I quoted made 
it clear that hospitals cannot have a purely 
custodial function, and this is readily accepted. 
But prisons can often offer little more than 
custody to the mentally disordered. Of course, 
all institutions have their own rules and involve 
restrictions on individual liberty; but anyone 
who has worked, as I have, in both prisons and 
hospitals will appreciate the qualitative dis- 
tinction between them. And one should remem- 
ber that a significant number of offenders 
become mentally disturbed in some way as a 
result of their containment in prison. The 
phenomenon used to be known as ‘prison 
psychosis’. The prison environment is therefore 
hardly a therapeutic one. 

There is also the consideration that a prisoner 
has to be released at the end of his sentence. 
Mentally disordered offenders rarely qualify for 
or are suitable for parole, and there is no 
provision in law for any compulsory supervision 
or after-care after their release. Again, prison 
staff and the probation officers attached to the 
prison will do their best, but as the person’s 
underlying mental disorder will remain so will 
the probability of his committing a further 
offence of one kind or another. And a further 
irony: the more offences that he commits, the 
less attractive as a potential patient he will 
become to hospital staff. 
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Whose fault? 

It is, of course, nobody’s fault. Taken in 
isolation it is perfectly reasonable for staff at 
hospital X to decline to admit patient Y on the 
grounds that they do not have the facilities to 
look after him properly, even accepting that it 
was as a result of their own decisions that these 
facilities are lacking. The trouble is that you 
cannot take hospital X in isolation: the country 
is full of such hospitals. It is almost as if half the 
hospitals in the country decided that they 
would specialize in heart disease and admit only 
cardiac patients. What is a prison medical 
officer to do when faced with a situation in 
which everyone is agreed that an offender is 
mentally ill and in need of hospital treatment, 
but in which local hospitals insist that he should 
be in a Special Hospital and vice versa? 


T he Secure Units 

This brings me on to regional secure units. 
Obviously I welcome them, and sincerely hope 
that their eventual introduction will help to 
resolve all too common situations such as the 
one I have just mentioned. But I am also rather 
worried about the possible effect these units 
might have on the difficulties I have been 
discussing today. Dr Bluglass, in the paper I 
have already mentioned, noted that there was 
currently a belief by some that all difficult 
patients will be accommodated in the units and 
that the NHS psychiatric hospitals would have 
no further concern with their problems. Such a 
belief, would, however, be clearly quite mis- 
taken. The initial aim of the Department of 
Health and Social Security is to provide only 
1,000 places in secure units, and this aim is 
unlikely to be realized for a number of years yet. 
Even when the units are established and opened, 
there will remain a large number of ‘difficult’ 
patients, offenders and non-offenders, who if 
they are to receive the treatment they need will 
have to be accommodated in and cared for by 
NHS hospitals, as they are supposed to be at the 
present time. Unless NHS psychiatric hospitals 
are prepared to take this responsibility on, and 
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to return to something more approaching their 
traditional role, the problem of mentally 
disordered offenders in the prisons will continue 
unabated or may even get worse. 


Conclusion 


I have no wish to understate the difficulty of 
looking after the mentally disordered. Many are 
what the late Dr Peter Scott called ‘unreward- 
ing' patients. But I do not think it any less self- 
evident now than it was to Sir Lionel Fox in 
1934 that the insane and mentally defective 
should not be in prison. There is a simple 
answer to the proposition that is sometimes 
canvassed that mentally disordered offenders 
should be treated in the prisons (which would of 
course require a considerable injection of 
therapeutic resources) and that the time has to 
come to recognize that for better or worse the 
hospital system is not prepared to accept all the 
*unrewarding! patients that it once did. The 
answer is this: as the prisons are at the moment 
a therapeutic énvironment can be provided for 
only a tiny minority of inmates. "Treatment 
may be defined broadly in the 1959 Act, but 
that is not to say that medication plus secure 
custody constitute adequate treatment. No, in 
order to do the job properly it would be 
necessary to recreate something like the old 
Lunatic Asylums and Institutions for Mental 
Defectives and call them prisons. This would, 
of course, be administratively and financially 
bizarre—for example, how would these institu- 
tions be staffed, and what would happen if they 
could not be staffed ? Indeed, there is a paradox 
here: developments such as the open-door 
policy which are seen as progressive are can- 
celled out by their retrogressive consequences. 
If I may be permitted to conclude with a moral: 
unless and until psychiatry achieves the thera- 
peutic efficacy of orthodox medicine, is it right 
that hospitals providing psychiatric care should 
seek to model themselves in every way on 
hospitals providing orthodox medical care? 
Medical progress alone will truly open the 
locked ward. 


J. Н. Orr, M.B., Ch.B., F.R.C.Psych., Director of the Prison Medical Services 
Home Office, 89 Eccleston Square, London SWIV IPU 
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Obsessive Thoughts: The Problem of Therapy 


By R. S. STERN 


SUMMARY Eleven patients with obsessive thoughts were treated in 
two pilot studies. In the first of these patients were given thought- 
stopping, and this was contrasted with relaxation therapy. In the 
second study patients were treated by a technique described here as 
‘satiation’, and this was followed by thought-stopping and finally a 
course of amitriptyline. The overall results were poor, but one type of 
obsessive thought responded well to satiation. 


Introduction 


There is no consensus of agreement as to the 
best treatment for obsessive thoughts. Favour- 
able case reports using thought-stopping pro- 
cedures have been described (Stern, 1970; 
Yamagami, 1971; Cautela, 1969; Wolpe and 
Lazarus, 1966; Campbell, 1973). In a con- 
rolled study Stern et al (1973) found that tape- 
recorded thought-stopping had a weak thera- 
peutic effect, and where there was improvement 
this occurred as much after stopping neutral as 
obsessive thoughts. Though Hackmann and 
McLean (1975) found that thought-stopping 
reduced thoughts and rituals as effectively as 
flooding, the effect on obsessive thoughts was 
not given separately from that on rituals. 
Emmelkamp and Kwee (1977) treated five 
cases by thought-stopping and prolonged ex- 
posure in imagination and found no differences 
between these two procedures. 

Therapeutic advances in recent years have 
shown that compulsive rituals yield successfully 
to treatment using behavioural approaches such 
as exposure-in-vivo, modelling and response 
prevention (Meyer et al, 1974; Boulougouris, 
1977; Marks et al, 1975). The present study 
was an attempt to discover a reliable treat- 
ment for that variety of obsessive-compulsive 


neurosis which is least successfully dealt 
with by the above approaches: obsessive 
thoughts. 


Method 


During the course of selecting patients with 
severe compulsive rituals for another study, all 
those patients who did not have significant 
rituals but were disturbed by serious rumina- 
tions were chosen for the following studies. 


Pilot Study 1 
Thought-stopping v. relaxation 


Four patients with classic obsessive thoughts 
were randomly allocated to start either with 
thought-stopping or with relaxation given as 
the control treatment in a small cross-over 
design. Patients had four weekly sessions of 
each treatment, each session lasting 60 minutes. 
Thought-stopping began by asking the patient 
to bring on the rumination as strongly as 
possible. After about 30 seconds the therapist 
made a sharp noise by tapping on the desk and 
the patient was told to shout ‘stop’ simulta- 
neously with the noise. If tapping the desk 
did not disrupt the thought, an elastic band was 
snapped on the wrist to achieve the same effect. 
If this failed, the patient was trained to switch 
to a pleasant image such as ‘lying on a sunny 
beach’ to disrupt the obsessional thought. 
Eventually the patient was taught to use 
decreasingly aversive stimuli, i.e. instead of 
shouting ‘stop’ he said the word in a normal 
voice; eventually he merely whispered it and 
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finally, he was taught to achieve control by a 
subvocal self-command. 

Measures of change included patient ratings 
of distress from obsessive thoughts on a 0-8 
scale, patient ratings of obsessive activity check- 
list (Marks et al, 1977), and the Wakefield 
Depression Inventory (Snaith, 1971). 


Pilot Study 2 

Seven patients with severe obsessional 
thoughts were first given four weekly sessions 
of satiation, which could also be called exposure 
in fantasy or paradoxical intention. The 
rationale for this is that patients repeatedly try 
to escape the obsessive thoughts and need to 
habituate to long periods of exposure to them. 
The aim was to encourage patients to ruminate 
so intensively, for an hour at a time that the 
rumination would eventually lose its abhorrent 
or unpleasant quality by the end of the session. 
In each session the patient was asked to speak 
the rumination out loud in the presence of the 
therapist, and the latter would encourage him 
in this and provide verbal prompts. Instructions 
were also given for patients to carry out home- 
work sessions by writing down the thought time 
and time again. A third component of satiation 
was cue exposure: the patient was told to bring 
himself into contact with people or objects 
likely to bring on the rumination. This phase was 
followed by four weeks without therapy, to 
act as a buffer phase. 

Thereafter the second approach was four 
weekly sessions of thought-stopping, carried 
out as described for 60 minutes with homework 
instructions to continue this procedure at home 
instead of satiation. This was followed by a 
further month without treatment. 

In the third phase, amitriptyline was given, 
gradually increasing the dose to 200 mg daily 
and maintaining patients on this dose according 
to clinical response for up to six months. 

The 11 patients from the two pilot studies 
combined were subsequently categorized into 
four types: 


Type 1: Doubting-philosophical ruminations (5 
cases in Study 1, 1 in Study 2) 
An example of this type was a patient who 
complained that he could not concentrate 
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because of a preoccupation with religious 
ideas. He constantly thought about whether 
he had committed a sin: ‘While I'm on this 
earth ГИ be evil . . . but wait, no, God is 
going to punish me for this.’ These philoso- 
phical speculations went on in his mind 
constantly as if he was debating with himself. 
He realized his arguments were illogical, e.g. 
‘I should not be allowed to live, I should be 
made ugly and pathetic because I’m evil . . . 
but no, it isn't my fault, I’m only thinking 
this way because I'm sick.’ Satiation with 
‘evil thoughts’ and thought-stopping had no 
effect. 


Type I: Horror-disgust ruminations (2 cases in 

Study 2) 
Example: a patient had a distressing thought 
*Did I touch that man (or woman) on the 
knee?' She had an underlying thought that 
because of her rumination all her friends 
would consider her a 'sex maniac' to her 
great embarrassment. 

During satiation she imagined herself 
sitting next to a man in the train and having 
the desire to squeeze his knee, and imagined 
actually carrying this out. She was asked to 
imagine the possible consequences: "The man 
is shocked and horrified and everyone in the 
train looks at me. At work everyone talks 
about me, saying I am a sex maniac.’ 


Type HI: Guilty-depressire ruminations (1 case in 

Study 2) 
The patient suffered from guilty ruminations 
that he had somehow caused accidents to 
occur after reading about these in the news- 
paper. After reading 'ten victims found 
frozen to death in cars after blizzard' he 
would ruminate that he was in some way 
to blame for this. He had no feelings of 
associated horror, however, and felt no 
anxiety when he read newspaper accounts of 
disasters throughout the world. 


Type IV: Pleasurable-gratifying ruminations (2 
cases in Study 2) 
Example: a patient ruminated about erotic 
thoughts and was worried by this as it 
prevented him from concentrating on other 
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things. The problem began a year before, after 
he had seen some pornographic material 
and began to ruminate about the fantasy 
of people having sexual intercourse with 
animals. During satiation he was made to 
think these thoughts aloud, which he did 
with no difficulty or associated horror. 
Neither satiation nor thought-stopping had 
any effect on his symptoms. 


Results 
None of the four patients treated with 
relaxation improved and only one showed 
slight improvement with thought-stopping. One 
patient became depressed and required a 
tricyclic drug, upon which the obsessive 
thoughts improved somewhat. 


OBSESSIVE THOUGHTS! THE PROBLEM OF THERAPY 


In the second pilot study good therapeutic 
results were only obtained for two patients, 
and this was with one technique; satiation. 

Table I summarizes the results for both pilot 
studies, and Fig 1 shows the results for four 
patients with different types of obsessive 
thought. On the figure the patient’s rating of 
distress from obsessive thinking is plotted as this 
was found to be the most sensitive and clinically 
relevant measure. Depression is also charted, 
and improvement in this closely parallels that 
for obsessive thoughts. It will be recalled that 
patients were selected only if rituals were absent, 
and no patients developed these during treat- 
ment. The two patients who improved signi- 
ficantly with satiation both had thoughts which 
produced horror or disgust. 


ТАВІЕ I 
Summary of experimental treatments 


















































Satiation Anti- 
Patient's obsessive thought Main (patients Thought depressant 
emotion 5-11 only) stopping drug 
1. Are people communicating to me in a 
special way? Doubt 0 1 
2. Have I killed somebody ? Doubt 0 0 
3. Have I thrown God out of my life? Doubt 0 0 
4. Did I carry out my last action to my correct 
satisfaction ? Doubt 0 0 
5. Will I be punished by God? Doubt 0 0 1 
6. Did I touch someone on the knee? Horror 3 0 0 
7. Did I stab my girlfriend? Horror 2 0 1 
8. Am I guilty of causing death to unknown 
people? Guilt 0 0 1 
9. I'm poisoning my parents Pleasure 0 1 0 
10. Young men’s buttocks Pleasure 0 1 0 
11. People having intercourse Pleasure 0 0 0 





0 = no effect from treatment modality 
| = slight improvement 
2 = treatment effective 

== treatment highly effective 


Е. 5. STERN. 








HORROR: improved with satiation 


DOUBT; slight improvement with 
thought -stopping 
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Fia. 1.—Examples of four patients with different types of obsessive thoughts (horror, doubt, pleasure and guilt). 


s = satiation 
d = amitriptyline 
ts. = thought stopping 





patient's rating of distress: from obsessive thought (0-8) 


-= ~ ~ patient's rating of depression (Wakefield scale). 


The effect of thought-stopping was disap- 
pointing: only two patients in the second pilot 
study and one in the first improved to some 
extent. Amitriptyline was almost equally in- 
effective, four patients in all showing slight 
improvement. 


Discussion 


Taking the two pilot studies together (11 
cases), thought-stopping was an ineffective 
procedure. This contrasts with the reports in 
the literature; it should be noted, however, that 
most reports have been of single cases (e.g. 
Stern, 1970 and Yamagami, 1971) or not more 
than three cases (e.g. Leger, 1975). The largest 
series comparable to the present study was that 


of Stern, Lipsedge and Marks (1973): the study, 
consisting of 11 cases, was controlled, but it 
could be criticized because thought-stopping 
was given by tape recorder and this might 
explain the poor results. 

Thought-stopping is a procedure which 
consists of many variables and little research 
has been done into the relevance of the various 
factors. The aim in the present study was to 
meet the criticism of the Stern, Lipsedge and 
Marks (1973) study, giving the therapy live 
and by using every possible means to disrupt 
the thought as effectively as possible. Every 
technique possible was added to the procedure 
used here with the object of maximizing its 
effectiveness. 
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Satiation can be contrasted with thought- 
stopping, and its use for obsessional ruminations 
seems not to have been reported except by 
Emmelkamp and Kwee (1977). They describe 
a technique called ‘prolonged exposure in 
imagination’ which they compared to thought- 
stopping in five cases with obsessive thoughts. 
A decrease in frequency of obsessive thoughts 
took place after both procedures, but there was 
no clear difference between the procedures. 
This is in contrast to the present study, where 
the two cases with horrific thoughts were both 
helped by satiation but not by thought-stopping. 

These results suggest that some degree of 
classification of obsessional ruminations might 
lead to more rational therapeutic approaches. 
Obsessive thoughts of guilt usually occur in the 
setting of a depressive illness and so enable this 
type of thought to be distinguished and treated 
as a manifestation of depression. 

This leaves three types which have been 
called: Horror-Disgust, Doubting-Philosophical, 
and Pleasurable-Gratifying.  Horror-Disgust 
ruminations correspond closely to those des- 
cribed by Strauss (1948), who considered disgust 
to be central to the obsessive-compulsive 
neurosis. In their report of a cross-over study 
comparing im vivo flooding with thought- 
stopping, in which no differences were found 
between the two treatments, Hackmann and 
McLean (1975) state: ‘It appears from an 
examination of the results that flooding may 
be more effective than thought-stopping for 
patients with fears of contamination,’ It seems 
that patients with ‘fears of contamination’ in 
that study are closest to those with horror- 
disgust ruminations in the present study. As 
satiation is a version of in vivo flooding carried 
out in imagination, the present study tends to 
confirm that of Hackmann and McLean. In 
both procedures, exposure takes place for long 
enough to allow extinction to occur. Perhaps 
such patients fail to extinguish their ideas 
because they think them for brief periods only, 
because of the horrific content. 

Doubting or philosophical ruminations re- 
semble those described as ‘folie de doute by 
Janet (1903). Rachman (1971) argues that such 
ruminations are analogous to checking rituals 
which involve internal mental checking rather 
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than external motor behavioural rituals. It 
seems unlikely that treatment analogous to 
in vivo exposure would be of much benefit, and 
this perhaps explains the poor results of satiation 
with this type of thought. 

The most difficult to understand are the 
ruminations with pleasurable affect. It could 
be that such patients seek help because of the 
guilt they feel about possessing such ruminations 
and need alleviation of this guilt rather than 
removal of the rumination. This would explain 
why satiation and thought-stopping both had 
minimal effect for this type of rumination. 

Further research is clearly needed to sub- 
stantiate the suggestion from this study that 
horrific thoughts are worth separating from 
other types of obsessive thoughts, as these may 
respond best to satiation. 


Acknowledgements 


Dr J. P. Cobb treated one patient in the study, and 
along with Dr 1. M. Marks, Prof. J. S. Rachman, and 
Mr B. McDonald made helpful comments on the manu- 
script. The author was funded by an MRC grant during 
the time the studies were completed. 


References 

Bourovcoumm, J. C. (1977) Variables affecting the 
behaviour of obsessive-compulsive patients treated 
by flooding. Paper to EABT, Spetsae, Greece, Sept. 
1976. In Studies in Phobic and Obsessive-Compulsive 
Disorders (eds J. C. Boulougouris and A. Rabavilas). 
Pergamon. 

CaMPBELL, L, M. (1973) A variation of thought-stopping 
in a 12-year-old boy: a case report. Journal of Be- 
haviour Therapy and Experimental Psychiatry, 4, 69-70, 

CaurELA, J. К. (1969) Behaviour therapy and self- 
control: technique and implications. In Behavior 
Therapy: Appraisal and Status (ed. C. M. Franks). 
New York: McGraw-Hill. 

Еммегкамр, P. M, С. & Kwee, K. С. (1977) Obsessional 
ruminations: a comparison between thought-stopping 
and prolonged exposure in imagination. Behaviour 
Research and Therapy, 15, 441-4. 


Hacxmann, А. & McLean, C. (1975) A comparison of 
flooding and thought-stopping in the treatment of 
obsessional neurosis. Behaviour Research and Therapy, 
13, 263-9. 

Janet, P. (1903) Les Obsessions et la Psychasthénie (2nd ed.). 
Paris: Bailliére. 

Leser, L. (1975) Thought-stopping as a treatment for 
obsessional ruminations: an evaluation of a measure 
of clinical improvement. M.Phil. University of 
London. 


В. S. STERN 


Manxs, І. M, Hopcsow, R. & Racuman, S. (1975) 
Treatment of chronic obsessive-compulsive neurosis 
by in vive exposure: a two-year follow-up and issues 
in treatment, British Journal of Psychiatry, 127, 349. 

—  HALLAM, R. S., Рниротт, R. & Солхо, J. (1977) 
Behavioural Psychotherapy for Neurosis: an Advanced 
Clinical Role for Nurses. Book for Research Series of 
Royal College of Nursing. 

Mever, V. Levy, R. & Scunurer, А. (1974) The 
behavioural treatment of obsessive-compulsive dis- 
orders. Chapter 10 in Obsessional States (ed. H. R. 
Beech), pp 233-58. London: Methuen. 

Racuman, S. (1971) Obsessive ruminations. Behaviour 
Research and Therapy, 9, 229-35. 

Swarr, R. P., Анмер, $. №, Кента, S. & HauirroN, M. 
(1971) Assessment of the severity of primary de- 


205 


pressive illness: Wakefield self-assessment inventory. 
Psychological Medicine, 1, 143-9. 
Srern, В. S. (1970) Treatment of obsessional neurosis 
using thought-stopping technique. British Journal of 
Psychiatry, 117, 441-2. 

Lipsepce, M. S. & Marks, I. M. (1973) Obsessive 
ruminations; a controlled trial of thought-stopping 
technique. Behaviour Research and Therapy, 11, 659-62. 

Strauss, E. (1948) On Obsession: a Clinical and Methodo- 
logical Study. Nervous and Mental Diseases Mono- 
graph No. 73. 

Worpz, J. & Lazarus, A. A. (1966) Behaviour Therapy 
Techniques. Pergamon Press. 

Yamacami, Т. (1971) "The treatment of an obsession by 
thought-stopping.: Journal of Behaviour Therapy and 
Experimental Psychiatry, 2, 133-5. 





R. S. Stern, Senior Lecturer, Institute of Psychiatry, De Crespigny Park, Denmark Hill, London SE5 


(Received 5 December 1977 ; revised 23 January 1978) 





Brit. 7. Psychiat. (1978), 133, 206-10 


Mianserin and Lithium in the Prophylaxis of Depression 


By ALEC COPPEN, KARABI GHOSE, RAMA RAO, JOHN BAILEY and MALCOLM PEET 


SUMMARY Forty-one out-patients with a history of at least three 
attacks of depressive illness were randomly allocated to treatment ona 
double-blind basis for one year with either mianserin 20 mg three 
times daily plus placebo lithium tablets, or to lithium tablets once 
daily plus placebo mianserin tablets. After one year, the dosage of 
mianserin was increased to 30 mg t.d.s. for a further six months. All 
but three of the patients had previously been stabilized on prophylactic 
lithium therapy. Lithium was found to be significantly superior to 
mianserin in avoiding admission to hospital or ECT. The overall 
affective morbidity index, calculated from global rating, showed no 
significant difference between drugs, but the index of the mianserin 
group was higher in the second six months than in the first. The lithium 
group showed no such change. Lithium remains the choice for the 


prophylaxis of unipolar recurrent depressive illness. 


Introduction 


Lithium carbonate has been shown to be an 
effective prophylactic treatment for recurrent 
unipolar or bipolar affective illness (Coppen et 
al, 1973). Continuation treatment with tricyclic 
antidepressants for several months after an 
acute depressive episode appears to be successful 
in preventing relapse (Mindham et al, 1973; 
Paykel et al, 1976). However, there have so far 
been few studies in which antidepressant drugs 
were compared with lithium in long-term 
prophylaxis. In one study (Prien et al, 1973) 
imipramine was found to be as effective as 
lithium in recurrent unipolar, but not bipolar 
affective illness. In another study, maprotiline 
was found to be inferior to lithium (Coppen et al, 
1976a). 

Mianserin hydrochloride is a new tetracyclic 
antidepressant (Coppen et al, 1976b). In the 
present study, the prophylactic efficacy of 
mianserin was compared with that of lithium 
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over an eighteenth-month period in 
with recurrent unipolar affective illness. 


patients 


Methods 


Patients who were receiving prophylactic 
lithium therapy were selected from the lithium 
clinic. Patients of either sex were included, with 
no age limits, and with unipolar affective illness 
manifested by at least three depressive episodes. 
The previous duration of lithium therapy and 
the apparent response or lack of response to 
previous lithium therapy, did not influence 
selection. Three patients had never previously 
received prophylactic lithium. 

Patients with a history of other psychiatric 
or associated physical illness were excluded 
from the study as were pregnant or lactating 
women. Suitable patients were given an 
explanation of the nature of the trial and 
informed consent was obtained from them, 

The patients were randomly assigned to 
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treatment with either mianserin plus placebo 
lithium or lithium plus placebo mianserin. 
Mianserin was given in a dose of 3 x 20 mg 
daily or the equivalent number of matching 
placebo tablets. After one year on the trial, 
patients receiving mianserin had their dosage 
increased to 90 mg daily for a further six 
months and the other group received an 
increased number of placebo tablets. Lithium 
tablets or matching placebo were given in a 
single daily dose, using the same number of 
tablets as the patient had previously been 
stabilized on. The dosage of lithium was 
adjusted to keep the plasma lithium level in the 
range 0.8—1.2 mol/l, adjustment being made by 
staff who were not involved in the assessment of 
patients. Placebo lithium dosages were changed 
with similar frequency in order to preserve 
blindness. Nitrazepam and daytime anxio- 
lytics were allowed if essential and mild de- 
pressive episodes were managed with supportive 
psychotherapy. More serious depressive illness 
was treated by ECT, which was prescribed if 
necessary by the blind assessor. No other 
psychoactive medication was allowed. Patients 
were seen on average every six weeks or at 
shorter intervals during depressive episodes. 

At each visit, clinical ratings were completed 
by a doctor who was unaware of the patient's 
medication. The degree of depression was rated 
on a 4-point scale, as follows: 


3 severe depression 

2 moderate depression 

1 mild depression 

0 no conspicuous affective disturbance 


A side-effects checklist was also completed 
(Ghose, 1977). Each of 36 potential side-effects 
was rated on a 0-3 scale as absent, mild, 
moderate, or severe. Data were recorded on a 
specially designed chart, which is described 
elsewhere (Coppen et al, 1973). On this chart, it 
is possible to record graphically the depression 
ratings and also to record episodes of in-patient 
treatment, additional therapy and other para- 
meters. In order to express the overall depressive 
morbidity of each patient, an affective morbidity 
index was calculated in the following way: a line 
was drawn between the points on the chart 
representing the scores on the morbidity ratings 
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on each occasion; then the area under the curve 
was calculated and divided by the total time of 
study. Also used as measures of morbidity were 
the number of admissions to hospital with 
depressive illnes, and the number of ECT 
courses. Blood was taken from all patients on 
each visit to the clinic before the morning dose 
of drugs. Plasma lithium levels (approximately 
12 hours after the last dose of lithium) were 
measured on each visit. A sample of plasma was 
frozen and stored for subsequent estimation of 
mianserin levels (de Ridder, 1977). 


Results 


Details concerning the patients who entered 
the trial are shown in Table I. The patients in 
the lithium group showed significantly more 
affective morbidity (Р «0.01) over the year 
preceding the trial than did those in the 
mianserin group. Table II shows the details of 
patients who stopped the trial, with reasons in 
each case. 


Affective morbidity index and side-effects 


For the 28 patients who completed the first 
year of the trial, the scores on the affective 
morbidity index апа side-effects checklist are 
shown in Table III. There are no significant 
differences between mianserin and lithium. The 
affective morbidity index in the mianserin 
group over the first year is higher than it had 
been over the year prior to the trial (Table I), 
but not significantly so. Data from the first, 
second and third six months of the trial period 
were compared for each treatment group. The 
affective morbidity index over the second six 
months of mianserin treatment (0.288 + 
0.09) is significantly (P <0.05) higher than 
that during the first six months (0.162 + 0.06), 
whereas that in the lithium group did not 
significantly alter between the two halves of the 
treatment period. 


Relapses and other treatments 


Details concerning the number of admissions 
to hospital and the extra treatment used are 
shown in Table IV. It can be seen that no 
patients in the lithium group required in- 
patient treatment or ECT, whereas seven 
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Treatment 
group 


Lithium 
Mianserin 


MIANSERIN AND LITHIUM IN THE PROPHYLAXIS OF DEPRESSION 


Taste I 
Characteristics of the patients who entered the trial 





Affective morbidity index 





n Sex Age (yr) during the preceding year 
M F Mean S.E. Mean S.E. 

20 10 10 54.6 2.2 0.17* 0.05 

21 6 15 55.8 3.1 0.03 0.02 





* Patients allocated to receive lithium had significantly higher affective morbidity index in previous year, 
excluding three patients who had not received lithium during that time. 
Analysis of variance Р «0.01 


Taste П 
Details of the patients who dropped out of the trial 











Age Sex Time on trial (weeks) Reasons for drop-out 
Mianserin group 

61 F 0.1 *Side-effects: very sleepy and drowsy. 

63 M 2 *Side-effects (unspecified). 

55 F 2 *Side-effects: dizziness and diarrhoea. 

71 M 3 *Wished to stop trial: no reason given. 

55 F 12 *Not keeping well on new treatment. 

54 F 14 Failed to re-attend the clinic. 

51 F 24 *Wished to stop trial: no reasons given. 

32 F 26 *Wished to stop trial and have open lithium. 
Lithium group 

50 F 1.5 Diuretics to be prescribed. 

73 F 2 *Felt depressed, shaking and giddy. 

69 F 4 *Side-effects (unspecified). Irritable and unable to cope. 

60 F 29 *Patient concerned about recurrent attacks of depression and migraine. 

46 M 30 *Felt better. Discharged himself from the clinic. 





* These patients stopped trial at their own request. 


ТАВІЕ III 


Affective Morbidity Index and side-effects score for patients who completed one year trial period 








Mianserin (60 mg daily) Lithium 
n mean S.E.M. n mean S.E.M. 
Affective morbidity index 
Ist six months 13 0.162 0.06 15 0.201 0.05 
2nd six months 13 0.288* 0.09 15 0.251 0.06 
Total year 13 0.231 0.07 15 0.229 0.05 
Side-effects score 
Istsix months 13 7.00 1.48 14 8.17 1.45 
2nd six months 13 7.39 1.37 14 8.62 1.84 
Total year 13 7.20 1.33 14 8.42 1.62 





* 2nd six months significantly greater than 1st six months. 
Method of paired comparisons ‘t = 2.355 P «0.05 














Schizophrenia 


more than just a statist C 


3 eH ousewife. . Two children 











: | : — Thought disorganization wo Unusual thought content 





| Suspi lousness | 








.— Hallucinatory behaviour. Lj |. Compulsive 
-~ Echolalia - v V : E —  Motorretardation - 


to control 
her symptoms and 
improve behaviour 








SK SF 


a SmithKine company SMITH KLINE SFRENCH LABORATORIES LIMITED Welwyn Garden City, Hertfordshire, AL? 1EY. 


ALEC COPPEN, KARABI GHOSE, RAMA RAO, JOHN BAILEY AND MALCOLM PEET 


Taste IV 


Number of in-patient episodes and amount of extra treatment 
needed for patients who completed one year of the trial 











Patients Patients 
requiring requiring 
admission E.C.T. 
One or One or 
more more 
times None courses None 
Mianserin 7* 6 5e 8 
Lithium 0 15 0 15 
Fisher exact 
probability P «0.005 P «0.025 





** 2 with 1 course 
1 with 2 courses 
2 with 3 courses 


* 4 with 1 admission 
1 with 2 admissions 
2 with 3 admissions 


patients on mianserin required admission once 
or more and five patients required one or moré 
courses of ECT. There was no significant 
difference between the two groups regarding the 
need for concomitant anxiolytic treatment. 


Plasma concentrations of mianserin and therapeutic 
outcome 


The mean plasma levels of mianserin found 
in this study were 36.7 + 4.3, 38.9 + 5.9 
and 61.5 + 11.6 ng/ml for the Ist, 2nd and 
3rd six-month periods respectively. Similar 
mean plasma levels were found in our earlier 
investigation (Coppen et al, 1976b). There was 
a high correlation in plasma levels between the 
Ist, 2nd and 3rd six months periods, all corre- 
lation coefficients (г) being >0.89, P «0.001. 
No correlation was found between plasma 
levels of mianserin and morbidity during the 
trial. 


Discussion 


In previous trials, mianserin has been shown 
to be effective in the treatment of acute de- 
pressive episodes for periods of up to six weeks 
(Coppen et al, 1976b; Murphy et al, 1976). 'The 
present study has shown that mianserin 60 mg 
or 90 mg daily is inferior to lithium as a pro- 
phylactic treatment for recurrent unipolar 
depression. In another study, we found that 
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mianserin is ineffective in preventing bipolar 
affective illness and may even precipitate mania, 
in а way similar to other antidepressants 
(Coppen et al, 1977). Since almost all the 
patients were stabilized on lithium prior to the 
trial and were crossed over on to the trial 
medication, it might be argued that the 
patients are a pre-selected group. However, the 
practice in the clinic is to start all suitable 
patients on lithium and to encourage them to 
continue, regardless of the apparent level of 
response. The drop-out rate is less than 5 per 
cent per year. The bias of the trial was, if any- 
thing, against the lithium group, since by 
chance the level of morbidity over the year 
prior to the trial had been higher in the lithium 
group than in the mianserin group. 


It could be suggested that there was an 
adverse effect due to withdrawal from lithium 
in the mianserin-treated patients. However, 
these patients showed more morbidity during 
the second six months of the trial than the first. 
This suggests shat no withdrawal effect was 
present and also indicates that the effect of 
mianserin may be greater during the first six 
months of treatment than during the second. 


No correlation was found between plasma 
levels and therapeutic effect of mianserin. A 
higher dosage of mianserin for a further six 
months did not suggest any additional thera- 
peutic advantage over 60 mg daily. The data 
provide further evidence of the efficacy of 
lithium prophylaxis, in keeping with other 
reports (Coppen et.al, 1973; Prien et al, 1973). 
In an earlier trial, mianserin was found to have 
a significantly lower total side-effects score 
than amitriptyline (Coppen et al, 1976b). In the 
present study, the mean total side-effects score 
did not differ significantly between mianserin 
and lithium. 


Thus on the basis of available evidence, 
lithium remains the treatment of choice for the 
long-term prophylactic treatment of recurrent 
affective illness—both unipolar and bipolar. 
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A Study of Thyroid Function in Psychiatric In-patients 


By D. G. McLARTY, W. A. RATCLIFFE, J. G. RATCLIFFE, 
J. G. SHIMMINS and A. GOLDBERG 


SUMMARY The prevalence of abnormal serum total thyroxine (T4) 
and triiodothyronine (T3) concentrations were determined in 1,206 
in-patients in two associated psychiatric hospitals. ‘The biochemical 
pattern of primary hypothyroidism occurred in five females and one 
male (prevalence 0.5 per cent), but in only one patient was the diagnosis 
clinically obvious. Eight patients (all female) were clinically hyper- 
thyroid (prevalence 0.7 per cent), of whom six were previously un- 
diagnosed. There was no evidence that phenothiazines or . benzo- 
diazepine therapy had any significant effect on thyroid hormone levels. 
The small differences in thyroid hormone levels between psychiatric 
diagnostic groups could be explained by differences in age distribution. 


Introduction 


Since the earliest descriptions of hyper- and 
hypothyroidism it has been known that psychi- 
atric manifestations may be a prominent 
feature of these disorders (Mackenzie, 1890; 
Gull, 1873). Indeed, such symptoms may be 
of sufficient severity to bring the patient first to 
the attention of the psychiatrist or even warrant 
admission to a psychiatric unit or hospital 
(Asher, 1949; Whybrow et al, 1969). It is 
important that thyroid dysfunction should be 
recognized, as treatment may dispel the 
psychiatric symptoms. However, the contribu- 
tion of thyroid dysfunction to morbidity in 
psychiatric in-patients is not clear, in part 
because of the unreliability of clinical criteria 
alone in diagnosing thyroid disease in psychi- 
atric and elderly patients. 

The present survey was undertaken to 
determine the prevalence of abnormalities of 
thyroid function, as indicated by total serum 
thyroxine (T4) and triiodothyronine (T3) 
concentrations, in the entire in-patient popu- 
lation of two associated psychiatric hospitals. 
Radioimmunoassays of serum total T4 and T3 
provide specific, sensitive and reproducible 
methods for assessing thyroid function. (Larsen, 
1975). Measurement of serum T4 is a sensitive 
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indicator of hypothyroidism, while the serum T3 
assay is particularly valuable in the diagnosis of 
hyperthyroidism. (Vagenakis and Braverman, 
1976). The survey has also allowed a comparison 
of serum T4 and T3 concentrations between the 
major psychiatric diagnostic groups (Rybakow- 
ski and Sowinski, 1973) and an assessment of 
possible effects on thyroid hormone levels of 
drugs received by psychiatric patients. 


Methods 
Subjects studied 


Thyroid function was assessed in the in- 
patients of two associated psychiatric hospitals. 
These hospitals, in association with a third 
psychiatric unit of 89 beds in a nearby general 
hospital, serve a regional population of approxi- 
mately 300,000. At the time of the study the 
total in-patient population was 1,320, of whom 
1,109 were cared for in one of the two hospitals 
studied. There were 114 patients who did not 
have this thyroid function measured, either 
because the patients refused or were not 
available at the time of the study, or because of 
spoiled blood samples. Assessment of thyroid 
function was therefore carried out on 1,206 
patients (91 per cent of the total population). 

The age and sex distribution of the patients is 
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Fic 1.—Age and sex distribution of the 1,206 psychiatric 
in-patients studied. 


shown in Fig 1. There were 640 females and 
566 males; and 953 patients (78 per cent of the 
population) were over 50 years of age. For each 
patient a record was taken of the psychiatric 
diagnosis and drug therapy. There were 532 
patients diagnosed as schizophrenia, 131 affec- 
tive psychosis, 278 dementia, 29 other psychoses, 
38 neurosis, 46 disorders of behaviour and 259 
other conditions. In 107 cases more than one 
psychiatric diagnosis had been made. With 
regard to medication, 800 were receiving 
phenothiazines, 143 were on benzodiazepines 
and 75 on anticonvulsants. 

Clinical diagnostic indices for hyper- and 
hypothyroidism were completed for all patients 
with thyroid hormone concentrations outwith 
the reference ranges (Crooks et al, 1959). Serum 
thyroid-stimulating hormone (TSH) levels were 
measured in the case of patients with a serum T4 
less than 70 nmol/L, and TRH tests were 
performed on 10 patients with elevated T4 or 
T3 concentrations (Ormston et al, 1971). 

Reference ranges for total serum T4, T3 and 
TSH were obtained in subjects comprising 
normal laboratory staff and clinically euthyroid 
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patients who were in hospital for a variety of 
non-thyroidal disease. The observed range for 
total serum T4 was 55-144 nmol/L, for T3, 
0.8-2.7 nmol/L, and for TSH, undetectable— 
8.0 mU/L. 


Assay methods 


Total serum T4 and T3 were measured by 
semi-automated radioimmunoassays (Challand 
et al, 1975). The mean interassay coefficient of 
variation over the range studied was 8 per cent 
for both assays. Serum TSH concentrations were 
determined by double antibody radioimmuno- 
assay (Hall et al, 1971). Total serum proteins 
were determined by the biuret method and 
albumin by a colorimetric technique. Globulin 
concentration was derived by the difference 
between total protein and albumin concen- 
trations. 


Statistical analysis 


The following statistical tests were used: 
Student's *t test, coefficient of linear correlation 
and linear regression. The method of least 
squares was used to fit a straight line for T3 
level against age in 12 sub-divisions formed by 
sex (male, female), disease (schizophrenia, 
affective psychosis and dementia) and treat- 
ment (phenothiazines, benzodiazepines). Con- 
fidence limits (at the 95 per cent level) were 
found for the slopes and for differences in 
slopes for certain of these categories. 


Results 


I. Prevalence of biochemical and clinical abnorm- 

alities 

The distribution of serum T4 and T3 con- 
centrations in the population of 1,206 patients 
is shown in Fig 2. Fourteen patients (1.6 per 
cent) had serum T4 levels, and 34 patients 
(2.8 per cent) had serum T3 values, below the 
lower limits of normal. These patients included 
6 (5 females, 1 male) with primary hypo- 
thyroidism (0.5 per cent), ie. subnormal T4 
with elevated TSH. Serum T3 levels were 
normal in 4 of these 6 patients. In only one of 
these patients with primary hypothyroidism was 
the diagnosis clinically obvious, and it is 
questionable whether the thyroid dysfunction 
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Fic. 2, —Distribution of total triiodothyronine (T3) and total thyroxine (T4) concentrations in the total population. 


was contributing significantly to the illness in 
any of the cases. Two patients had subnormal 
Т4 and T3 levels with low or undetectable TSH 
levels, but there was no clinical evidence of 
hypopituitarism in either patient. 

Thirty patients (2.5 per cent) had serum T4 
levels, and 9 (0.7 per cent) had serum T3 
levels, above the upper limits of normal. These 
patients included 8 females (0.7 per cent of 
total or 1.3 per cent of female population) with 
clinical thyrotoxicosis of whom 2 had been 
known to be thyrotoxic before the study. In 6 
of these patients, both T4 and T3 levels were 
elevated, while in one case serum 13 only was 
raised and in another serum T4 alone was 
elevated. An absent TSH response to TRH 
confirmed thyrotoxicosis in the latter two 
patients with isolated elevations of T3 or T4, In 
5 of the 8 patients hyperthyroidism appeared to 
be contributing significantly to the illness. 


Clinical diagnostic indices were completed 
for 29 patients with either elevated T3 or T4 
levels only. Four had scores in the equivocal 
range and 4 had scores in the hyperthyroid 
range. Of the latter group, 2 patients had 
absent TSH responses to TRH. | 


2. Relationship of thyroid hormone levels and ТА ТЗ 
ratio to age and serum protein levels 

The relationship between age and total T3 
and T4 levels in male and female patients is 
shown in Fig 3a, b. While there was a gradual 
decrease in mean T3 and T4 concentrations 
with advancing age (slope—0.012 nmols/1/year 
and—0.126 nmols/l/year respectively, these 
associations did not reach levels of significance. 
Neither was a significant relationship found 
between age and T4/T3 ratio. Serum albumin 
and total serum protein levels also showed a 
gradual decrease with advancing age (slope— 
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these did not reach levels of significance. No 
significant correlation was found between total 
T3 and T4 levels and serum proteins, or 
between T3 and T4 levels. 


3. Relationship between thyroid hormone levels and 
psychiatric diagnosis 

These relationships are shown in Table I and 
Fig 4. Mean T3 levels were significantly lower 
in males and females with dementia than in 
patients with schizophrenia (LSD 0.098, 0.097) 
or affective psychosis (LSD 0.164, 0.124) 
(Fig 4). Mean T4 levels were significantly 
lower in males with dementia than in males 
with schizophrenia or affective psychosis (LSD 
5.09, 8.56). In females, T4 levels were sig- 
nificantly lower in patients with affective 
psychosis than in patients with schizophrenia 
(LSD 6.06). 

In order to determine whether differences in 
the mean value of T3 between the diagnostic 
groups were due to differences in sex, disease, 
age or drug treatment, the slopes of the linear 
regressions of T3 and age in the twelve sub- 
groups formed by separating sex, disease and 
treatment were compared. No significant differ- 
ences were found (Table IT). 
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Fio 4.— Distribution of total T3 levels in patients with 
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. TABLE I 
Comparison of mean total T3, T4, T4/T3 ratio, globulin, albumin and total protein in male and female patients with 
schizophrenia, affective psychosis and dementia 


Males (Mean + S.D.) 



































Total 
No.of Аве T3 - T4 T4:T3 Glob. Alb. protein 
Diagnosis patients (yrs)  nmols/| nmols/l ratio gA g/l g/l 
55 1.6 101 64 31 41 71 
Schizophrenia 290 $ t ра t t t X 
15 0.4 20 Í 4 3 6 
56 1.7 99 60 30 41 71 
Affective psychosis 30 + + + t i t + 
11 0.3 19 17 3 2 3 
70 1.4 88 71 32 39 71 
Dementia 77 + + + + + + t 
13 0.4 16 31 6 4 5 
Females (Mean ‘+ 8.0.) 
59 1.6 101 68 32 41 73 
Schizophrenia 218 t t t t + t + 
| ‘ 14 0.4 24 20 5 4 6 
si te e i t T i tm m i a ai ниетте tt itu tiit tne errem nissim mime mmn 
65 1.5 95 65 32 40 73 
Affective psychosis 91 t t t i + t t 
13 0.4 23 17 6 5 5 
XEM MM MEM eM 
77 1.3 97 77 32 39 71 
Dementia 188 + + + + + + + 
9 0.3 23 25 5 4 5 
Т Авг П 
Comparison of linear relationship between serum T3 and age in the 12 sub-categories 
5 76 76 
Confidence interval Confidence limit for 
No. of for slope of T3 x age value of T3 at age 60 
Sub group patients (nmols/l/year) (nmols/l) 
Phenothiazines, male, Schizophrenia 231 0.019, 0.005 1,55, 1.73 
» Dementia 22 — 0.052, 0.030 1.34, 1.87 
a » Affective psychosis 41 —0.029,0.005 1.36, 1.65 
5i female, Schizophrenia 174 — 0,023, 0.003 1.47,1.61 
К » Dementia 62 — 0.035, 0.019 1.50, 1.71 
эў » Affective psychosis 132 —0.034, 0.012 1.12, 1.93 
Benzodiazepine, male, Schizophrenia 2 — = 
» » Dementia 6 XN EN 
- » Affective psychosis 11 — — 
эў female, Schizophrenia 14 — 0.073, 0.031 0.39, 2.50 
» » Dementia 16 —0.049,0.011 1.30,1.87 
я » Affective psychosis 44 — 1.058, 1.053 0.00, 4.11 
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Discussion 


The present study suggests that the prevalence 
of thyroid dysfunction in the total psychiatric 
in-patient population is 1.2 per cent (or 2 per 
cent in females). It is doubtful whether this is 
significantly different from the prevalence in the 
general population (Tunbridge et al, 1977), and 
this argues against there being a reservoir of 
clinically significant undiagnosed thyroid dis- 
ease in psychiatric in-patients, 


Previous large-scale surveys have indicated 
that the prevalence of thyrotoxicosis varies 
between 0.5 per cent and 2.3 per cent, depend- 
ing on the population studied and the methods 
used to assess thyroid function. In a detailed 
clinical and biochemical survey of a randomly 
selected sample from an adult community in 
North-East England, Tunbridge et al (1977) 
reported an overall prevalence of hyperthy- 
roidism of 1.1 per cent for established cases, 
rising to 1.6 per cent when possible cases were 
included (in females, 1.9-2.7 per cent, and in 
males 0.16-0.23 per cent). Among elderly in- 
patients, Lloyd and Goldberg (1961) reported 
hyperthyroidism in 0.5 per cent, using mainly 
clinical assessment, while Thomson e! al (1972) 
found only one case among 291 elderly people 
living at home (prevalence 0.34 per cent). In 
patients admitted to a geriatric unit the 
prevalence of newly diagnosed hyperthyroidism 
was 2.3 per cent (Jefferys, 1972), while Henschke 
and Pain (1977) found thyrotoxicosis in 0. 76 per 
cent of psychogeriatric patients. In the present 
survey, the overall prevalence was 0.7 per cent, 
which included 8 females (1.37 per cent) and no 
males (prevalence less than 0.2 per cent). 
Although the prevalence may be no higher 
than in a general population, it is clear that the 
diagnosis may be overlooked in psychiatric 
patients, especially in females lacking the 
typical clinical features of the disease. It 
appeared that hyperthyroidism contributed 
significantly to the illness of at least 5 of the 8 
females, and treatment resulted in some 
improvement. However, it is perhaps dis- 
appointing that the long-term prognosis for 
these patients did not seem to be greatly altered 
by the diagnosis and treatment of their hyper- 
thyroidism. The two patients who showed most 
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improvement in anxiety and agitation remain in 
hospital with little prospect of discharge. 

Hypothyroidism was not a major clinical 
problem in the population studied, witlr an 
overall prevalence of 0.5 per cent (0.78 per cent 
in females, 0,18 per cent in males). The 
prevalence of spontaneous overt hypothy- 
roidism reported by Tunbridge et al (1977) was 
0.8 per cent in established cases rising to 1.1 per 
cent when possible cases were included (females 
1.4-1.9 per cent, males «0.1 per cent), while 
Henschke and Pain (1977) found 1.2 per cent. 
In contrast, Jeffreys (1972) and Bahemuka and 
Hodkinson (1975) reported rather higher pre- 
valences in geriatric in-patients (2 per cent and 
2.37 per cent respectively). 

Isolated biochemical abnormalities in clinic- 
ally euthyroid patients occurred relatively 
frequently. It would be expected that in a study 
of this size a small proportion of T4 and T3 
results would be outwith the reference ranges, 
owing to variation in the selection of control 
subjects and analytical procedures. Drugs may 
also contribute to such biochemical abnorm- 
alities. However the present data suggest that 
an elevated T4 level was attributable to oral 
contraceptives in only one patient, and there 
was no evidence that either phenothiazines or 
benzodiazepines had any significant effect on 
thyroid hormone levels, confirming previous 
observations (Oberman еі al, 1963; Slater, 


1972). 
The commonest isolated biochemical ab- 
normalities were subnormal T3 levels or 


elevated Т4 levels. Reduced T3 concentrations 
occurred in approximately 3 per cent of patients. 
It is likely that impaired peripheral mono- 
deiodination of T4 to T3, due to debility and 
intercurrent illness, was a major pathophysio- 
logical factor, since the serum T3 level may be 
reduced in many clinical states such as systemic 
illness (Carter et al, 1974; Bermudez et al, 1975), 
starvation. (Portnay et al, 1974), or hepatic 
cirrhosis (Nomura et al, 1973). Age is also likely 
to be a significant associated factor in the 
genesis of both reduced T3 and elevated T4 
levels. Thus, T3 levels decline with advancing 
age (Rubinstein et al, 1973), while T4 levels 
remain relatively constant or may become 
slightly elevated (Britton ef al, 1975). Mean 
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serum T3, but not T4, levels declined pro- 
gressively in males and females, but this did 
not reach statistical significance. The differ- 
ences found in thyroid hormone levels between 
the psychiatric diagnostic groups (Table I) 
appear to be due to age differences, since the 
slopes of the linear regression of T3 and age in 
the sub-groups formed by separating sex, 
disease and treatment in each diagnostic 
category were not significantly different (Table 
II). 
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Thyrotoxicosis and the Course of Manic-Depressive Illness 
Ву S. A. CHECKLEY 


SUMMARY The effect of thyrotoxicosis upon the recurrence of 
manic-depressive psychoses has been studied by the use of a routine 
follow-up system. In this system 267 patients had three or more 
affective illnesses. Five of these patients had eight well-documented 
episodes of thyrotoxicosis. Only three of these eight episodes coincided 
with an affective illness, and in each case an alternative explanation for 
the association was available. These findings suggest that thyrotoxi- 
cosis has little effect upon the occurrence of a manic-depressive 


episode. 


It has long been thought that thyrotoxicosis 
could precipitate a manic-depressive psychoses 
in predisposed individuals (Dunlap and Moersh, 
1935), although the evidence for this opinion 
has frequently been questioned (Gibson, 1962; 
Michael and Gibbons, 1965). Now that it is 
possible to study the.effect of thyroxin on 
central neurotransmitters (Coulombe et al, 
1977) it has become important to know whether 
in fact the onset of a manic-depressive psychoses 
can be precipitated in this way. 

Mental hospital populations have been 
screened for biochemical evidence of thyrotoxi- 
cosis, and in most series this has been found in 
less than 1 per cent of all cases (Bursten, 1961; 
Bluestone, 1957; Martin, 1963). The view that 
this is more than might be expected by chance 
must be rejected now that thyrotoxicosis has 
been found in | per cent of subjects in a popu- 
lation survey (Tunbridge et al, 1975). 

The reported prevalence of psychiatric mor- 
bidity in series of patients with thyrotoxicosis 
has varied from 1 per cent to 20 per cent 
(Bursten, 1961; Clower et al, 1969; Dunlap and 
Moersch, 1956; Johnson, 1928; Katzenelbogen 
and Luton, 1935; Kleinschmidt et al, 1956; Lidz 
and Whitehorn, 1949). Unfortunately these 
figures are unreliable, as standardized diag- 
nostic instruments were not available to the 
authors, and they did not report individual case 
histories. The diagnostic shortcomings of these 
early studies could be corrected in a contem- 
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porary study, but a different issue would still 
obscure the meaning of any findings. The 
selection of any population of patients with 
thyrotoxicosis is likely to be biased against the 
inclusion of patients with mental illness. 
Conversely, the selection of any population of 
patients with manic-depressive psychoses is 
likely to be biased in favour of patients with 
other handicaps, including endocrine illness. 

To circumvent these difficulties a different 
strategy has been followed in the present study. 
A series of patients has been selected with 
recurrent manic-depressive psychoses. The 
course of these illnesses has been followed by the 
use of a routine follow-up system, and the 
effect of an episode of thyrotoxicosis upon the 
course of individual manic-depressive illnesses 
has been examined. It is argued that if thyro- 
toxicosis can precipitate manic-depressive 
psychoses in any patients, then it should do so in 
patients who have already had many such ill- 
nesses. Conversely, if thyrotoxicosis does not 
precipitate manic-depressive psychoses in these 
patients, then it is hard to see how it could in any 
others. 


Method 


A series of patients with manic-depressive 
psychoses has been collected from consecutive 
admissions to the Professorial Unit at the 
Maudsley Hospital between the years 1950 and 
1974. Each patient had had at least three 
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distinct episodes as defined by Perris (1975). 
Each episode was classified as a depression or a 
hypomania according to Perris’s criteria. The 
course of each illness was routinely followed by 
postal questionnaire, and hospital notes for all 
known admissions were examined. In this way 
it was possible to reconstruct the course of many 
illnesses over periods as long as 20 years, 
Patients were excluded if the diagnosis of manic- 
depressive psychosis was changed over the 
follow-up period. Using these criteria, a series of 
patients with severe and typical manic-depressive 
psychoses was collected. The notes of these 
patients were then examined for evidence of an 
episode of thyrotoxicosis. This diagnosis was 
accepted on the operational criterion of finding 
documentary evidence of treatment being given 
for this condition at a Teaching Hospital. (As it 
so happened, no patients were excluded because 
of this criterion.) The Maudsley Hospital case 
notes were further examined for statements 
about each patient's mood at the time when the 
patient was known to be thyrotoxic. It was 
usually possible to be certain from the records 
whether the patient was depressed or hypomanic 
when he was thyrotoxic. If there was un- 
certainty, the patient was excluded from the 
main study but reported briefly. 


Results 


There were 267 patients who had had three or 
more manic-depressive episodes. It can be seen 
from Table I that most of these patients had at 
least six distinct affective episodes and that most 
of the illnesses were observed over at least 
fifteen years. 


THYROTOXICOSIS AND THE COURSE OF MANIC-DEPRESSIVE ILLNESS 


Eight of these patients were at some time 
treated for thyrotoxicosis. In five of these it was 
possible to find satisfactory evidence for this 
diagnosis together with a simultaneous: des- 
cription of the patient's mood. The course of the 
illnesses in these five patients is shown in Fig 1. 

Case 1 (L.H.) was described as ‘of neurotic dis- 
position’ with ‘chronic anxiety with phobic exacer- 
bations’ which interfered with her ability to work 
satisfactorily, lead a normal social life or have a 


T T 
Q LH, 
T | 
t 
OMA. 
i I 
TT 
9 MD 
\ 
t 
Q HF | | 
TT 
9 PH 1 wyPomanias 


HEARTH | vePressions 
20 30 40 50 60 70 
AGE (years) 


Fic 1.—Episodes of depression and hypomania over the 
years in five subjects; T shows an attack of thyrotoxicosis. 


ТАВІЕ I 
The manic-depressive population studied 





Patients with unipolar illnesses 


Patients with bipolar illnesses 








Female 





Male Female Male 
Number 47 108 49 63 
Mean number of episodes 
(+ SEM) 5.6 (41.5) 5.8 (+48) 6.34 (+6.7) 13.4 (434.2) 
Mean duration of history in years 
(+ SEM) 34.5 (11.5) 18.7(+10.0) 14.82 (410.6) 16.2 (+10.0) 
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family. Superimposed upon these difficulties were four 
distinct depressive episodes in which were recorded 
persistent depression of mood, agitation, derealiza- 
tion, ideas of guilt, insomnia and anorexia. This lady 
had two partial thyroidectomies when she was 42 and 
50. Information elicited from her relatives when she 
was 51 suggested that she was not depressed on either 
occasion. 


Case 2 (M.A.) was the only other lady in the series 
with an abnormal personality. Hers was a 'sensitive' 
personality as described by Kretschmer. She de- 
veloped paranoid ideas when she was also depressed, 
with anorexia, insomnia and poor concentration. She 
had a partial thyroidectomy at the age of 32. Her 
mood was normal before the operation but remained 
depressed thereafter until she was admitted to the 
Maudsley Hospital two years later. 


Case 3 (M.D.) had four distinct affective episodes. 
Three were depressive with classical endogenous 
signs. In the other episode, as well as being depressed 
she was flippant, disinhibited and at times aggressive. 
In this, her first admission to the Maudsley Hospital, 
a diagnosis of mixed affective state was made. At the 
same time a diagnosis of thyrotoxicosis was made at 
another hospital where treatment with I) was 
given. An earlier episode of thyrotoxicosis when she 
was 42, though marked by exophthalmos, was not 
treated and was not accompanied by mental abnorm- 
alities. 


Case 4 (H.F.) had a bipolar cyclical illness which 
started at the age of 42. At approximately yearly 
intervals she became moderately depressed, with 
retardation, diurnal variation of mood and insomnia. 
After a few months she would become mildly hypo- 
manic, with elation, pressure of talk, and over- 
activity. After six cycles of this illness she had six 
more depressive episodes without subsequent hypo- 
manias. Seven years before her cyclical illness she had 
had a partial thyroidectomy for thyrotoxicosis. 
Although she felt run-down at the time, neither she 
nor her family dated her depressive episodes from that 
time. 


Case 5 (P.H.) has been reported in detail elsewhere 
(Rosser, 1976). She had a cyclical manic-depressive 
illness whose timing followed a predictable course. 
The depressive episodes were marked by pronounced 
physiological symptoms and also a marked guilt 
which at times reached delusional intensity. The 
hypomanic episodes were at times no more than a 
mild euphoria, although at times some disinhibition 
called for admission. She first became thyrotoxic at 
the age of 68, several weeks after discontinuing 
lithium. She was treated with 1181 and maintained on 
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carbimazole. She again became thyrotoxic the next 
year when, as before, all medication was discontinued, 
this time on her initiative. She was, therefore, re- 
admitted in a hypomanic and thyrotoxic state. On 
this second occasion the coincidence of her hypo- 
mania and thyrotoxicosis can reasonably be attri- 
buted to the withdrawal of all medication. A similar 
explanation may apply to her first episode of hypo- 
mania when discontinuing lithium could have 
withdrawn its suppressive effect upon both her mood 
and her thyroid (Spaulding et al, 1972). 


Three other patients in the series also had 
episodes of thyrotoxicosis but were excluded 
from the study, as their records were incomplete. 
They are mentioned because they all had bipolar 
illnesses. One lady was depressed when 23 and 
59 and hypomanic when 63. She was given 
carbimazole when 58. Another lady had hypo- 
manic illnesses when 27, 33, and 35 and 
depressive illnesses when 34 and 38. Thyrotoxi- 
cosis was diagnosed and treated when she was 
38, but the case was excluded from the main 
series, as there was no record of her mental 
state at the time. The only man in the series 
with thyrotoxicosis had a hypomanic illness 
when he was 40, followed by a depressive 
illness when 41 and a hypomanic illness when 
44. A clear diagnosis of thyrotoxicosis was made 
when he was 41, but unfortunately it was not 
possible to date its onset. 


Discussion 


Eight episodes of thyrotoxicosis have been 
recorded in five patients who were drawn from a 
series of patients with recurrent тапіс- 
depressive episodes. Five of the episodes of 
thyrotoxicosis did not precipitate affective 
illness. Three of the episodes of thyrotoxicosis 
were associated with affective illness, but 
particular reasons for these associations can be 
found. In one patient (P.H.) withdrawal of 
lithium and carbimazole at the onset of a 
hypomanic illness may well have precipitated 
thyrotoxic symptoms. As lithium can suppress 
thyroid activity (Spaulding et al, 1972), it is 
possible that the first episode of thyrotoxicosis 
in this same patient was similarly released by 
withdrawal of lithium. The other patient 
(M.D.) who had at the same time both thyro- 
toxicosis and a mixed affective state was 
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admitted to the Maudsley Hospital because of 
the interest of this association. Without her 
thyrotoxicosis she might never have entered the 
follow-up series from which the cases were 
drawn. 


In summary, five episodes of thyrotoxicosis 
did not precipitate affective episodes, while the 
evidence in a further three cases is equivocal. It 
seems that thyrotoxicosis has had little, if any, 
effect upon the course of the manic-depressive 
illnesses which have been studied. These 
patients all had long and severe manic-depres- 
sive illnesses, with at least three and usually six 
distinct episodes. Such patients must have a 
marked constitutional predisposition towards 
developing manic-depressive illness. It seems 
reasonable to conclude that, if thyrotoxicosis 
has little effect upon affective illnesses in these 
patients, it will have less effect upon affective 
illness in patients without this manic-depressive 
constitution. 


It is necessary now to examine the extent to 
which the retrospective nature of this study 
qualifies the conclusions which have been 
drawn. Although many of these patients have 
been seen regularly at the Maudsley Hospital 
since entering the follow-up system, the earliest 
part of their histories were frequently recon- 
structed at the time of their first admission by 
interviewing relatives. It is possible that mild 
depressive symptoms were ignored in the face of 
obvious physical illness. This limitation is 
partly offset by the fact that doctors recon- 
structing the earlier parts of the histories were 
not aware that the histories were going to be 
used for the present purposes. A further limit- 
ation is that diagnoses of thyrotoxicosis were 
inevitably made without the use of modern 
biochemical investigations. The operational 
criteria of diagnosis and treatment at a Teaching 
Hospital were imposed to control the quality of 
the diagnoses of thyrotoxicosis, most of which 
were made by physicians with a particular 
interest in thyroid disorders. The standard of 
both the psychiatric and the endocrine assess- 
ment of these patients was therefore high, and 
it seems unlikely that in these patients thyro- 
toxicosis did precipitate manic-depressive 
psychoses. Some uncertainty must remain until 
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such observations are repeated in a prospective 
study of manic-depressive illness. 
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Accidents in a Psychiatric Hospital 
By KEITH HAWTON and HELMUT LEOPOLDT 


SUMMARY In a six-month study of psychiatric hospital in-patients, 
it was found that accidents more often occurred among females and 
among patients on psychogeriatric wards. Falls were the most common 
form of accident. Accidents resulting from the aggressive behaviour of 
other patients usually occurred on long-stay and rehabilitation wards, 
with middle-aged patients the victims. 


Introduction 


In view of the increasing concern over the 
standards of care of patients in psychiatric 
hospitals and the frequency of Inquiries in them, 
there is a notable dearth of studies of accidents 
(Ballinger and Ramsay, 1975; Cannings and 
Vahey, 1971). This is even more surprising 
since all psychiatric hospitals require nurses to 
report accidents, however minor, involving 
either patients or staff on duty. One reason may 
be that this reporting is primarily linked with 
staff protection, and publication of findings 
might lead to further criticism of standards of 
care. 


We here report a six-month study to deter- 
mine the frequency, nature and severity of 
accidents among psychiatric hospital in-patients. 
We have also tried to identify patients parti- 
cularly at risk, those ward areas where accidents 
tend to occur and the relationship of their 
occurrence to various aspects of patient manage- 
ment. The ultimate objective was the identifi- 
cation of possible preventive measures. A 
similar investigation into accidents involving 
staff will be reported separately. 


Population and Method 


This survey was conducted in a moderate- 
sized psychiatric hospital with an in-patient 
population averaging 335; it caters for acute 
(15 per cent), long-stay and rehabilitation 
(35 per cent), and psychogeriatric (50 per cent) 
patients as well as housing the regional alco- 
holism unit. There is a purpose-built 24-bedded 
sick unit for patients who are physically ill. 
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The population studied consisted of all 
patients who were in-patients at any time 
during the six-month study period, 1 July to 
31 December 1978. The routine accident form 
was the source of basic information, recording 
patient’s sex and age, ward and detailed 
location, date and time, identity of any witness, 
as well as the nature, severity and consequences 
of each accident. One of the authors (H.L.) 
checked the accuracy of this information and 
additional details relating to current medication 
and activity at the time of the accident were 
obtained by inquiry of the ward staff, within 
48 hours. Diagnoses were obtained from the case 
files. Accidents included any incidents, exclud- 
ing deliberate self-injuries, which did or could 
have resulted in injury. 

At the mid-point of the survey, a one-day 
census of all in-patients by sex and age was 
carried out to provide a profile of the typical 
population, for comparison with the group 
involved in accidents. In addition, records were 
kept throughout the study period of the in- 
patient population day by day, according to sex 
and treatment units, thus enabling accident 
rates to be calculated per patient-days at risk. 


Results 


A total of 327 accidents, involving 161 
individuals, were reported during the six-month 
period ; 64 (39.8 per cent) of these patients were 
involved in more than one accident. Taking 
account of the slight excess of female patient- 
days at risk, the increased incidence of accidents 
among females (6 58:4.89) is significant (х? = 
7.10, d.£. = 1, P = <.01). 
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Nature of accidents 

The types of accidents were analysed accord- 
ing to sex and age into three categories—Fall, 
Involvement with other and Other misadven- 
ture. ‘Involvement with other’ refers to any 
accident caused by the behaviour of another 
individual (e.g. a direct blow, a push, etc.). 
‘Other misadventure’ refers to an accident other 
than a fall occurring to a patient without the 
involvement of another (e.g. a burn, cut, etc.). 
In 17 cases injuries were discovered but their 
cause could not be determined. 

Falls were by far the most frequently reported 
accidents (62 per cent), especially for males 
(68 per cent), and older patients (72 per cent). 
Among patients in the younger age-group, 
"involvement with other' was the more frequent 
type of accident reported (43.5 per cent). This 
was. especially so for females in the 45-64 age- 
group, where 61.5 per cent of their accidents 
were of this type. 

The results of accidents were classified 
according to severity into major (injuries 
requiring general hospital referral, e.g. frac- 
tures), minor (injuries, but not requiring general 
hospital referral, e.g. minor cuts, bruises, scalds, 
etc.) and nil (no injury). The majority of 
accidents resulted in either minor or no injury, 
but four of the seven major injuries were 
associated with falls. Of the 204 accidents in 
which either major or minor injuries occurred, 
in 67 these were bruises, 67 cuts, 43 grazes, 20 
swellings, and 29 other forms of injury (burn, 
sprain, etc.). There were also five fractures, 
including one fractured femur. 


Characteristics of patients involved in accidents 

The age-distribution of patients experiencing 
accidents was compared with that of the general 
in-patient population at the time of the one-day 
census. Older patients (65+) were at greater 
risk for accidents (y? = 9.78, d.f. = 2, P < .01). 
Psychogeriatric wards had an accident rate of 
6.9 per 1,000 patient-days at risk, compared 
with 4.5 for long-stay and rehabilitation and 
3.4 for short-stay. 

Diagnoses were compared for the different 
types of accidents. Of 64 patients with dementia, 
47 suffered falls, and of 46 schizophrenic 
patients 19 had accidents of the involvement- 
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with-other type. Depressives were notably 
under-represented in the accident group, com- 
pared with the overall psychiatric population, 
with only eight cases reported. The aggressors 
responsible for the involvement-with-other acci- 
dents were predominantly schizophrenics. Over 
80 per cent of these accidents were caused by a 
small minority (4 per cent) of the total popu- 
lation. 

Major tranquillizers were not a significant 
cause of accidents on psychogeriatric wards 
even for patients aged 75 +-. 


Where and when accidents occurred 

The majority of accidents occurred inside the 
hospital building, not surprisingly in ward areas 
where patients spent a large part of the day, 
namely the sitting room (31.5 per cent), dining 
room (21.5 per cent), dormitory (21.1 per cent) 
and the corridor (7.1 per cent). Surprisingly 
few (2.7 per cent) accidents occurred in 
bathrooms. Of 301 accidents where the time was 
known 85 per cent occurred between 7.30 a.m. 
and 9.30 p.m. Two-thirds of accidents were 
witnessed, mostly by staff. Only 39 accidents 
(11.9 per cent) occurred while patients were 
engaged in supervised therapeutic activities, 82 
(25.1 per cent) when patients were self-occupied 
and not closely supervised and 187 (57.2 per 
cent) when patients were not involved in any 
formal ward activity. In general, patients 
spend about five hours per day in supervised 
therapeutic activities, and therefore, if there were 
a random distribution of accidents during the 
day one would have expected more accidents 
during such times. 


Discussion 

The standard of reporting of accidents 
appeared to have been very thorough in view of 
the large number of relatively trivial incidents 
which were identified and the consistency of 
numbers reported from day to day and month to 
month. 

That such a large number of accidents 
occurred in a six-month period may seem at 
first surprising, but one has to remember that 
over a third resulted in no detectable injury 
and only a handful in major injuries. This is a 
similar finding to that of Cannings and Vahey 
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(1971) in another psychiatric hospital. Clearly, 
as other studies of psychiatric hospitals (Board- 
man, 1977; Cannings and Vahey, 1971) and 
general hospitals (Fagin and Vita, 1965; 
Buehrle, 1969; Walker, 1970; Scott, 1976) have 
shown, patients particularly at risk for acci- 
dents, especially falls, are the elderly. Our study 
suggests that elderly females may be at more 
general risk, although this could be due to 
different age distribution of females in the 
over-65 age-group, while males are more prone 
to falls, as Fagin and Vita (1965) also found. 


The preponderance of involvement-with- 
other type accidents among the middle age- 
group is of interest. Most of these accidents seem 
to have resulted from the aggressive acts of other 
patients on long-stay and rehabilitation wards, 
which have chronic disturbed patients, especi- 
ally schizophrenics, whose behaviour has pre- 
vented their discharge from hospital. Aggression 
rarely appeared to be due to frank schizophrenic 
symptoms, but usually to poor control in the 
face of minor frustrations. However, it must be 
emphasized that there were no major injuries in 
this category. 

Using the National Bed Occupancy Statistics 
for 1976 (Hospital Return Form SH3, 1976) it 
has been possible to make crude estimates for 
the overall frequency of accidents in psychiatric 
hospitals in England. Ifa similar pattern occurs 
in other hospitals, approximately 90,000 patients 
may be involved in 180,000 accidents annually. 
Of these, one might expect approximately 
100,000 to involve minor and almost 4,000 
severe injuries, more than 3,000 of these 
resulting in fractures. Clearly, one must be 
careful in extrapolating from such a small 
sample, but some of these figures are similar to 
those suggested by Cannings and Vahey (1971). 


These figures must cause concern for the 
future in view of the considerable increase 
predicted in the number of elderly patients who 
will require psychiatric hospital care (Jolley and 
Arie, 1976). Preventive measures, particularly in 
psychogeriatric wards, may be considered from 
two angles. 


(i) The ward environment. Throughout psycho- 
geriatric units, there should be wall-to-wall 
non-slip (preferably foam-based) floor covering. 


ACCIDENTS IN A PSYCHIATRIC HOSPITAL 


Carpet designs may be important; those with 
large simple patterns are probably best since 
small detailed patterns may cause vertigo and a 
large expanse of plain carpet may cause diffi- 
culties due to lack of reference points. Torn 
carpets should be repaired or replaced imme- 
diately and non-slip rubber mats should be 
provided in bathrooms and toilets. Wall 
handrails should be provided in the more 
frequented ward areas. Arm rests on chairs 
should be covered with suitable material to 
assist grip and the furniture placed to give 
support for short-distance walking. In the 
hospital studied, most of these measures had in 
fact already been taken before the study began. 


(ti) The therapeutic regime. Care must be exercized 
in the use of psychotropic drugs, especially 
tranquillizers, in the elderly. The danger of 
hypotensive and other side-effects which might 
lead to falls has been emphasized by Ballinger 
and Ramsay (1975). When a patient involved in 
an accident is examined by a doctor, he should 
be thinking of possible preventive measures as 
well as looking for signs of injury. Our finding 
that fewer accidents occurred while patients 
were in supervised therapeutic activity empha- 
sizes the need for adequate staff-patient ratios. 
Regular accident forms could easily be used to 
monitor the occurrence of accidents in particular 
ward areas and such information fed back to 
ward clinical meetings for improvement in 
supervision or other change. | 
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Matiruku, a Fijian Madness: An Initial Assessment 


By J. PRICE and I. KARIM 


SUMMARY In Fijian, matiruku means literally ‘low tide in the 
morning’ and figuratively somebody periodically insane. In this study, 
the conceptual basis of matiruku was examined by means of a question- 
naire completed by 24 Fijians which explored its occurrence, aetiology 
and precipitation, phenomenology, management and prognosis. It was 
concluded that matiruku corresponds to hypomania, which may have 
special features in Fiji: short duration, frequent recurrence and an 
intensification of symptoms in the morning. 


Introduction 


In Fijian, matiruku means literally Mati = 
low water, Ruku = in the morning. However, 
the word also has a figurative meaning for 
somebody periodically insane. It is used 
generally as a noun which is customarily 
applied to the condition of insanity rather than 
to the person having it, so that ‘he has matiruku’ 
or ‘he is suffering from matiruku’ are the 
expressions used, rather than ‘he is a matiruku’. 

We set out to determine the conceptual basis 
and present-day usage of this word by means of 
a questionnaire (designed in ignorance of what 
matiruku might turn out to be) which posed a 
number of questions relating to its occurrence, 
aetiology and precipitation, phenomenology, 
management and prognosis, and which also 
contained space for any additional information 
our respondents might be able to provide. 
Twenty-four Fijians completed this question- 
naire; among them were doctors, nurses, mental 
hospital orderlies, ministers of religion, teachers, 
labourers, a research worker, an engineer and a 
clerk. They had both rural and urban back- 
grounds, and several of them were chosen 
because of their particularly comprehensive 
knowledge of the Fijian language. 

Hazlewood's dictionary of 1850 gives only the 
literal meaning of matiruku, likewise the 
Calvert dictionary of 1872. Neyret, in his 1935 
Fijian-English dictionary gives the figurative 
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meaning as ‘somebody lunatic at intervals’ and 
‘it is low tide . . . in the morning, viz. the time 
he becomes cranky’. For ‘cranky’ he gives 
‘yavavala’ and ‘bulabula’; translating yavavala 
back into English gives ‘to be frequently in 
motion’ and ‘to be intensely industrious’, and, 
for bulabula, ‘healthy, full of life, fertile (of land), 
strong, fresh (of the wind)’. Thus one is left with 
the impression that matiruku is concerned with 
the quality of vigouressness. Capell’s New 
Fijian Dictionary (1941) gives as the figurative 
meaning ‘a person periodically insane—entirely 
so is yalorua lialia’. 


Results 


All except one of our respondents reported 
that they were familiar with the word matiruku 
but used it rarely, rather as a joke or a term of 
abuse. Most agreed that if the word were 
directed at them it would provoke a hurt or 
angry response. We asked: ‘Can only some 
people be afflicted?’ About a third of our 
respondents thought that rural people were 
more likely to be affected, whereas nobody 
thought urban dwellers were predisposed. A 
majority thought that children did not suffer 
from matiruku, and the concensus was that the 
word could be applied to individuals from all 
the races of Fiji. Regarding the possibility that 
matiruku could be familial, most had no 
knowledge. 
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We asked if sufferers were afflicted all day or 
only while the tide was low. Most of our 
respondents considered that affected people 
would be at their worst while the tide was low 
(ie. that by midday they would be more 
normal). This accords with the definitions given 
by Neyret. A question regarding the duration of 
matiruku produced little agreement, though the 
commonest response was a week or rather less. 
Regarding the frequency of matiruku in any 
given individual, a good many respondents 
evidently believed that it could occur every 
month (depending on the tide); one of them 
thought it would occur seasonally, affecting an 
individual at about the same time each year. 

Regarding precipitating causes there was no 
agreement: three respondents suggested illness 
and three witchcraft, but most had no sug- 
gestions. A majority thought that alcohol or 
kava consumption neither precipitated nor 
alleviated matiruku (kava is a local drink 
prepared from the roots of Piper methysticum 
which has some soporific effects, Clark and del 
Giudice, 1970). 

Concerning the manifestations of matiruku, 
over one-third mentioned elation and several 
considered violence (if provoked) a feature. 
Most thought that strange statements were 
made (unfortunately we did not ask for 
examples). There was striking agreement when 
it came to the amount of speech, three quarters 
specifying more speech than normal. Vegetative 
disturbances were mentioned, including im- 
paired sleep by a third, and a few made refer- 
ence to increased libido. 

We asked if it was usual to treat those 
affected as normal people. The majority of our 
respondents replied affirmatively to this. Only 
two respondents considered that those affected 
should be sent to hospital (admission to hospital 
for mental illness carries a considerable stigma in 
Fiji), but nearly half thought there was a place 
for drug treatment, and this response was 
obtained as often from those without a medical 
background as from those with one. 

Regarding consequences, the vast majority 
agreed that matiruku conferred no benefits and 
was disadvantageous both to the sufferer and to 
those closely associated with him. 

Concerning the progression of the state to 
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more serious mental disturbance, there was 
general agreement that this did not occur. 
Asked whether the condition ever ceased 
completely, most respondents who had a 
definite opinion on this point thought that it 
did not. 

We asked our informants whether they had 
any theories as to why the tides made a differ- 
ence to those afflicted. Most had no theories, 
but one or two suggested the influence of the 
moon, which in Fiji is in its first or third quarter 
when low tide occurs in the morning. One 
suggested that there was increased witchcraft 
activity at this time. 

Finally, 12 of our 24 respondents had known 
of people with matiruku and some provided 
names and addresses. None of these people 
had been seen by our respondents initially 
inside Fiji’s only mental hospital (St Giles’ 
Hospital, Suva) at which a few of our respon- 
dents worked. Of 8 named individuals, 5 had 
been in St Giles': 4 of these had a diagnosis of 
mania or hypomania and the fifth had had this 
diagnosis made on one occasion and on a 
different admission had been given a diagnosis 
of alcoholic hallucinosis. One respondent had 
known of an epileptic (now dead) who although 
‘cured of his epilepsy’ had continued to have 
episodes of matiruku. 

Two other informants, quite independently, 
made reference to the Sonauwa people who live 
near Savusavu, Vanua Levu, and are reported 
to behave in a bizarre way from time to time. 
However, this would appear to be a separate 
phenomenon, since matiruku occurs throughout 
Fiji and affects single individuals, whereas 
numbers of the Sonauwa are affected en masse. 
Furthermore, the Sonauwa are reported most 
likely to be disturbed when there are exception- 
ally high tides and are regarded as manifesting 
principally foolish and forgetful behaviour. It 


"would appear that some Fijians in their use of 


the word matiruku would include the strange 
behaviour of the Sonauwa people, while others 
would not. 


Discussion 
We believe that matiruku probably corres- 
ponds to hypomania. From our respondents’ 
replies this formulation is supported by its 
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non-occurrence in children, the lack of pre- 
cipitating factors, the elated mood, the increased 
talk, the sleep disturbance, the lack of pro- 
gression and total reversibility of the condition 
and the hospital diagnoses of those cited by our 
respondents as having suffered from it. This 
interpretation is also consistent with the 
dictionary definitions provided by Neyret. That 
matiruku is more than just a cyclothymic 
upswing is suggested by its being clearly 
regarded as disadvantageous and requiring 
treatment. Matiruku is regarded as being at its 
worst in the morning; the question of diurnal 
variation of symptoms in mania does not seem 
to have been studied extensively, though 
Winokur et al (1969) have reported such 
variation in 67 per cent of manic episodes 
studied, 37 per cent showing a global intensi- 
fication of symptoms in the morning. 

Assuming our interpretation to be correct, 
what does surprise us is just how short a time 
matiruku is supposed to last (many respondents 
thought only two days to a week) and how 
frequently it is believed to recur (every month). 
Dunner and Fieve (1974) have described manic- 
depressive patients who are ‘rapid cyclers’, 
having affective episodes more often than four 
times a year, but even in these patients the 
duration of disturbance was not less than two 
weeks: nor, of course, have we established the 
occurrence of depressive episodes in those with 
matiruku. However, Kraepelin (1921) observed 
that manic excitement may last only a few 
days, though he evidently considered this to be 
exceptional. 

In cross-cultural studies. of manic-depressive 
iliness there are still many unsolved problems 
which, since the basis of this condition is not 
understood, seem well worth further examin- 
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ation. From the present findings, several further 
questions arise: are short duration and frequent 
recurrence characteristic of hypomania in Fiji 
(hospital admission data may not be of much use 
here since minor episodes may not lead to 
admission to hospital?) Are symptoms of hypo- 
mania characteristically worse there in the 
mornings and do symptoms of hypomania in 
Fiji truly have a relationship to the state of the 
tide? Further research will be required before 
these questions can be answered. 
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Central Actions of Benzodiazepines: General Introduction 


By W. E. HAEFELY 


SUMMARY After a brief review of the characteristic somatic and 
psychotropic effects of benzodiazepines evidence is presented which 
supports a specific facilitatory action of these drugs on GABA ergic 
synapses within the mammalian central nervous system. { Benzo- 
diazepines enhance presynaptic inhibition in the spinal cord and 
dorsal column nuclei as well as postsynaptic inhibition in dorsal 
column nuclei, hippocampus, hypothalamus, cerebral cortex, cere- 
bellar cortex, which are all examples of recurrent and collateral 
inhibition mediated by GABA ergic intrinsic neurones. In addition, the 
compounds also enhance the inhibitory effect of GABA ergic long 
projection neurones in the substantia nigra and the lateral vestibular 
nucleus of Deiters. Several problems remain to be solved, such as the 
exact site at which benzodiazepines initiate their action (pre-synapti- 
cally at GABA ergic nerve endings or postsynaptically at the target 
cells) and the possible existence of endogenous ligands for the benzo- 
diazepine receptor. Some suspected implications. which studies on 
benzodiazepine binding sites could have for a deeper understanding of 


the mode of action of these drugs are discussed. 


Introduction 


A main topic of this symposium is the inter- 
action of benzodiazepines* and derivatives with 
specific binding sites in the central nervous 
system. As a general introduction to this 
molecular pharmacology of benzodiazepines I 
shall outline the present knowledge about the 
mechanism of action of this class of drugs and 
attempt to delineate the function of benzo- 
diazepine receptors within this framework of 
present knowledge. 


* The term ‘benzodiazepines’ is used for the sake of 
simplicity; it includes derivatives with a hetero-aromatic 
5- or 6-membered ring instead of the condensed benzene, 
or. with 7-membered rings having two nitrogen atoms in 
other positions than the usual 1, 4 or even containing only 
one nitrogen. Some of these derivatives produce benzo- 
diazepire-like actions and displace *H-diazepam from its 
specific binding sites. 
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General mechanisms of psychotropic drug action 


Understanding the mechanism of action of a 
psychotropic drug comprises the knowledge of a 
long chain of events (Fig 1) initiated by the 
recognition of its specific receptor molecule 
in the CNS by the drug. Binding of the drug may 
either ‘activate’ the receptor, ie. alter its 
conformation in such a way that it will induce 
further changes in adjacent structures, or 
‘inactivate’ the receptor, i.e. preventing it from 
being activated by other (endogenous or 
exogenous) molecules that are otherwise capable 
of activating it (receptors for psychotropic 
agents are not restricted to receptors for neuro- 
transmitters). The activated receptor induces, 
and the inactivated receptor prevents, changes 
in other subcellular elements of the target cell 
(e.g. ionophores, enzymes) which regulate its 
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characteristic activity. The altered activity of 
target cells modifies the interaction of neurone 
populations in one or more areas of the central 
nervous system and results directly in somatic 
drug effects and—in an essentially unknown way 
іп psychotropic effects. 


drug 
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activation or inactivation | 
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Fic 1.—-The cascade of events induced by psychotropic 
agents at the subcellular (receptor, ionophores, enzymes, 
etc), cellular (excitability), and multicellular (brain 
regions, whole central nervous system) levels resulting in 
somatic and psychotropic effects. The interrupted arrow 
indicates that psychotropic effects can be correlated with, 
but not ‘explained’ by, changes in neuronal activity. 


This banal general scheme of the steps 
involved in a neuropsychotropic effect is not 
unnecessary because the recent success in drug 
receptor identification tends to produce the false 
impression that the main mystery of psycho- 
tropic drug action has now been solved. In the 
past, elucidation of mechanisms of action 
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usually started with the study of multicellular 
changes and advanced in the direction of the 
initial receptor events and, as I shall show, the 
benzodiazepines are no exception to this: In 
the future, undoubtedly the opposite approach 
will be increasingly used, namely the search for 
drug receptors in a very early phase of the 
pharmacological investigation of novel drugs. It 
would be a great mistake, if neuropsycho- 
pharmacologists were discouraged by this 
tendency from studying the biological steps 
intermediate between receptor binding and 
eventual pharmacological effect. 


Main biological properties of benzodiazepines 

The ultimate goal of studies on the receptor 
binding of benzodiazepines and the subsequent 
changes that occur in the central nervous 
system is to provide an adequate explanation for 
some or all of the actions of benzodiazepines 
which are listed in Fig 2. 

The most characteristic effect, which these 
drugs produce already at the smallest pharma- 
cologically active doses, is antianxiety and 
disinhibition of certain behavioural patterns 
(Cook and Davidson, 1973; Dantzer, 1977; 
Haefely, 1978). The antianxiety effect is seen 
in animals as an increase of those behavioural 
responses that are suppressed experimentally by 
punishment, or which are absent or infrequent 
spontaneously because of innate aversion or 
influence of environmental factors, such as 
novelty. In some experimental situations, benzo- 
diazepines impair the animal's capacity to 
withhold a certain behavioural response, e.g. 
the capacity to avoid punishment by with- 
holding a certain behavioural response, which is 
called passive avoidance. The induction of 
aggressive feelings and acts in animals as well as 
in man-—-often described as paradoxical re- 
action to a sedative anxiolytic—probably results 
from the release of a behavioural response which 
would be meaningful in given circumstances but 
which is suppressed by fear or conditioning. 
The reverse, namely taming of some animals in 
non-sedative doses, is probably rather an 
anxiolytic effect than a true antiaggressive 
action. 

The most impressive effect of benzodiazepines 
on somatic functions is the result of their 
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Characteristic biological properties 
of benzodiazepines 





anti-anxiety and behavioral disinhibition 


anticonvulsant 
sedative 


reduction of excessive or normal 
psychomotor and emotional reactions 


facilitation of sleep behaviour. 
«anti-aggressive» 


potentiation of central depressants, 
anterograde amnesia 


muscle relaxant 
virtual lack of direct peripheral effects 


very low toxicity 


Fic 2.—Characteristic biological properties of benzo- 
diazepines. 


anticonvulsant property. These drugs are most 
potent against chemically induced epileptiform 
activities; the effect of convulsants, which in one 
way or another depress GABA ergic synaptic 
transmission, is particularly sensitive to benzo- 
diazepines. At higher doses most, but not all, 
benzodiazepines also prevent seizures induced 
by electric shock. 

The sedative action of benzodiazepines has 
two aspects: the normalization of excessive 
alertness and responsiveness to normal stimuli 
and the damping of normal responses to 
excessive stressful factors result in the thera- 
peutically desired calming effect, while de- 
pression of a normal behavioural responsiveness 
in physiological conditions is the basis of 
sedative side effects. The depression of normal 
alertness and psychomotor activities is much less 
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intense after benzodiazepines than after neuro- 
leptics; a decrease of the spontaneous locomotor 
activity of rodents, for example, requires high 
doses and special experimental conditions. 
Normal sleep is little augmented or even 
decreased by benzodiazepines in several animal 
species. Only when sleep is disrupted by drugs or 
environmental factors do these drugs shorten the 
latency to onset and the amount of sleep (Polc 
and Haefely, 1975). The rather high doses of 
benzodiazepines that are required to block most 
of the experimentally induced forms of aggres- 
sive behaviour, e.g. shock-induced fighting in 
mice, suggest that the so-called antiaggressive 
action is in fact but one expression of marked 
sedation. Benzodiazepines and other centrally 
depressant agents usually potentiate each other 
in their various sedative effects. The antero- 
grade amnesia which is observed after high 
doses of benzodiazepines is due to a reduced 
engram formation during the presence of high 
concentrations of the drugs in the central 
nervous system and is observed with appropriate 
doses of all sedatives, 

The muscle relaxant effect of benzodiazepines 
usually occurs in sedative doses and is not 
easily differentiated from sedation in the 
conscious intact animal. The cat is particularly 
sensitive to the muscle relaxant action and shows 
marked ataxia after relatively low doses. 

Any mechanism which provides a satisfactory 
biological basis of the characteristic profile of 
action of benzodiazepines must also explain a 
peculiar property of these drugs, namely to 
produce interesting specific neurotropic and 
psychotropic effects at very low doses, but to 
lead to a general depression of central nervous 
functions only at the very high lethal doses. In 
particular, general anaesthesia is not obtained in 
animals with benzodiazepines alone. 


Early studies on the mechanism of action of benzo- 
diazepines 

The search for specific changes of neuronal 
activity that could underly the actions of 
benzodiazepines started early after their dis- 
covery. The biochemical approach (see Costa and 
Greengard, 1975) was essentially negative until 
a few years ago. Thus, the drugs were found to 
lack any effect on the levels of biogenic amines. 
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Even the turnover of catecholamines was later 
found to be unaffected or only slightly reduced; 
the effect on the turnover of 5-HT is still 
controversial. A reduced turnover of acetyl- 
choline has been found recently. Since all these 
transmitter systems are profoundly affected by 
neuroleptics and antidepressants, the minimal 
effects of even very high doses of benzodiaze- 
pines on them did not provide any convincing 
explanation for their specific neuropsycho- 
pharmacological actions. An enormous amount 
of data from electrophysiological investigations of 
benzodiazepines have been accumulated. 
Studies of spontaneous electrical activities, of 
evoked responses, and of single cell activities 
have shown that the limbic system (amygdala, 
hippocampus), the thalamus, and the spinal 
cord are particularly sensitive to the action of 
benzodiazepines (Schallek et al, 1972; Chou and 
Wang, 1977). 'This view is further supported by 
the finding that anxiolytics differ quite markedly 
from other psychotropic agents in their effect on 
hippocampal activity, e.g. on the amygdalo- 
hippocampal evoked potentials (Jalfre et al, 
1971). However, one should not overlook that 
benzodiazepines affect most central nervous 
structures investigated so far. Therefore, the 
identification of those synapses that are pri- 
marily affected by benzodiazepines, required 
the study of distinct pathways with known 
functions and/or transmitters. 


The GABA ergic synapse as the primary site of action 
of benzodiazepines 

Schmidt et al (1967) were the first to observe 
the potentiation by diazepam of presynaptic 
inhibition in the cat spinal cord, and they 
suggested that this might contribute to the 
central muscle relaxant effect of this drug; 
postsynaptic inhibition in the spinal cord was 
found to be unaffected by diazepam. The sig- 
nificance of these findings for the mechanism of 
action of benzodiazepines was not recognized 
for several years, first, because at that time the 
phenomenon of presynaptic inhibition was still 
a matter of debate amongst physiologists and 
virtually unknown to pharmacologists and, 
second, because the transmitter mediating this 
type of inhibition was not known. 

When in the early seventies increasing evi- 
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dence indicated the role of y-aminobutyric acid 
(САВА) in the axo-axonal synapses that 
mediate presynaptic inhibition of primary 
afferent endings (see Levy, 1977), we reinvesti- 
gated the effects of diazepam on the cat spinal 
cord (Pole et al, 1974). Diazepam and other 
active benzodiazepines increased the amplitude 
and the duration of the dorsal root potential 
(DRP), which is the expression of the synap- 
tically induced depolarization of primary afferent 
endings, and enhanced the presynaptic inhibi- 
tion of the monosynaptic excitation of spinal 
motoneurones (ventral root reflex, VRR). 
GABA antagonists, such as picrotoxin and 
bicuculline, and benzodiazepines behaved as 
mutual antagonists in their influence on pre- 
synaptic inhibition. After depletion of endo- 
genous GABA by the synthesis inhibitor 
thiosemicarbazide, presynaptic inhibition was 
abolished and could no longer be restored by 
benzodiazepines. By themselves they did not 
produce a depolarization of primary afferents, 
which means that they have no GABA-mimetic 
action (Polc and Haefely, 1977). 

The experiments on the spinal cord did not 
allow us to decide whether benzodiazepines 
were acting specifically on the mechanisms 
underlying primary afferent depolarization or 
whether they modulated in a general way the 
synaptic transmission mediated by GABA. In 
order to distinguish between these two possi- 
bilities we had to study the effect of benzo- 
diazepines on a pathway for postsynaptic 
inhibition in which GABA is involved. 

The dorsal column nuclei appeared to us to be 
the ideal structure to perform this crucial 
experiment, because here GABA had been 
shown to be the mediator of both presynaptic 
and postsynaptic inhibition. We found that 
benzodiazepines enhanced both types of synap- 
tic inhibition in the cuneate nucleus and had no 
effect on synaptic excitation of cuneothalamic 
relay cells (Polc and Haefely, 1976). As already 
seen in the spinal cord, benzodiazepines and 
GABA antagonists were mutually antagonistic 
in their effect on synaptic inhibition; and again 
the depletion. of endogenous GABA by thio- 
semicarbazide abolished any effect of benzo- 
diazepines. The results in the cuneate nucleus, 
therefore, strongly suggested that these drugs 
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might affect similarly all GABA ergic synapses 
in the CNS (Haefely et al, 1975). 

The neuronal circuit which mediates post- 
synaptic inhibition of cuneothalamic relay 
cells by impulses in primary afferents of the 
dorsal columns is an example of so-called 
collateral inhibition. Collaterals of the afferent 
fibres which excite relay cells also activate 
interneurones with inhibitory influence on the 
same or adjacent relay cells. A slightly different 
circuit is responsible for the so-called recurrent 
inhibition; in this case, the inhibitory inter- 
neurone is not activated by a collateral of the 
excitatory input neurone, but by a recurrent 
collateral of the principal neurone itself. 
Whereas the most intensively investigated type 
of recurrent inhibition, the Renshaw inhibition 
of spinal motoneurones, probably uses glycine 
as the inhibitory transmitter and is resistant to 
the action of benzodiazepines, GABA ergic 
recurrent inhibition occurs frequently in other 
structures of the CNS, e.g. in the hippocampus, 
the cerebral cortex and the hypothalamus. 
Wolf and Haas (1977) found that diazepam 
enhanced recurrent inhibition of hippocampal 
pyramidal cells in the cat and Raabe and Gumnit 
(1977) reported a similar effect on recurrent 
inhibition of pyramidal cells in the cerebral 
cortex. Zakusov et al (1975) had already observed 
a facilitating effect of diazepam on inhibitory 
processes in the rabbit cerebral cortex. GABA- 
mediated recurrent inhibition in neurones of 
tuberal Aypothalamic cultures was enhanced by 
diazepam (Geller et al, 1978). 

The only output cell of the cerebellar cortex, the 
Purkinje cell, and one of the input fibres to the 
cerebellar cortex, the climbing fibre, form a 
neuronal circuit which combines the two types 
of collateral and recurrent inhibition, the 
basket cell serving as the inhibitory intrinsic 
neurone. The spontaneous firing rate of single 
cerebellar Purkinje cells in rats and cats was 
found to be consistently depressed by various 
benzodiazepines (Pieri and Haefely, 1976). 
Although the neuronal connections in the 
cerebellar cortex are further complicated by the 
existence of an additional excitatory input and 
of three other inhibitory interneurones, the 
reduction of Purkinje cell firing by benzo- 
diazepines is consistent with a drug-induced 
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increase of the inhibitory influence of basket 
cells. The direct evidence for such an action was 
recently provided by Geller et al (1978). Costa 
and collaborators (Costa et al, 1975; Guidotti, 
1978) have used the level of cyclic guanosine 
monophosphate as an index of cerebellar 
Purkinje cell activity. With this elegant model 
they provided strong biochemical evidence for 
the facilitatory action of benzodiazepines on 
GABA ergic synapses in the cerebellar cortex. 

The findings in four different areas of the 
central nervous system which I have mentioned 
so far, are convincing evidence that benzo- 
diazepines enhance ongoing transmission medi- 
ated by GABA ergic interneurones. Logically, 
the question then arises whether the same 
effects are found on the synapses formed: by 
GABA ergic long projection output neurones. 

Such a GABA ergic pathway connects the 
neostriatum with the substantia nigra, mediating 
monosynaptic (postsynaptic) inhibition of nigral 
dopamine neurones, Evoked potentials recorded 
in the pars compacta of the substantia nigra in 
response to single electrical stimuli in the 
caudate nucleus of the cat were abolished by the 
GABA antagonists, picrotoxin and bicuculline, 
but not by the glycine antagonist strychnine 
(Schaffner and Haefely, 1975; Haefely et al, 
1978). Benzodiazepines did not affect the 
evoked potentials, however, they were very 
potent in preventing or reversing the depressant 
effect of GABA antagonists. Biochemical studies 
also support the view that benzodiazepines 
enhance GABA ergic inhibition of dopamine 
neurones. The drugs slightly decrease the level 
of homovanillic acid, a main metabolite of 
dopamine, and strongly antagonize the increase 
of homovanillic acid induced by neuroleptics 
(Keller et al, 1976), which are thought to 
activate dopamine neurones reflexly by blocking 
dopamine receptors. In line with this assump- 
tion is the potentiation by benzodiazepines of 
the cataleptic effect of neuroleptics (Keller et al, 
1976), and the prevention by benzodiazepines 
of the change of kinetic properties of striatal 
tyrosine hydroxylase induced by neuroleptics 
(Guidotti, 1978). 

Results similar to those obtained in the 
substantia nigra were seen in studies of the 
picrotoxin-sensitive component of the potential 
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evoked in the lateral vestibular nucleus of Deiters by 
single stimuli to the GABA ergic cerebellar 
Purkinje cell axons (Haefely et al, 1978). 


Open questions on the molecular mechanism of 
benzodiazepine action 

While it can now be considered as established 
that benzodiazepines very selectively enhance 
GABA ergic transmission throughout the central 
nervous system, and that they neither activate 
directly GABA receptors nor inhibit the uptake 
and metabolic inactivation of GABA, several 
questions remain to be answered. 

(a) Molecular mechanism of action of benzo- 
diazepines. A yet unsolved problem is the nature 
of the molecular events that result in an enhance- 
ment of GABA ergic transmission. 

(1) One possibility is @ priori unlikely, al- 
thought the direct proof is lacking. Benzodiaze- 
pines could increase the excitability of GABA 
ergic interneurones leading to an increase of the 
number of action potentials fired in response to a 
given excitatory input. This possibility can 
probably be dismissed, because an enhanced 
GABA ergic transmission was also found when 
stimulating directly axons of GABA  ergic 
neurones, provided that transmission was re- 
duced by GABA antagonists. 

(2) A second possibility is an increase of the 
amount of GABA released at the axonal 
endings of GABA ergic neurones in response to 
an action potential, in other words, an improved 
excitation-secretion coupling in GABA ergic 
terminals. The effect of benzodiazepines on the 
evoked release of GABA in vivo has not yet 
been investigated. Studies of the in vitro release 
of GABA from brain homogenates revealed no 
specific effects of diazepam (Olsen et al, 1978). 

(3) The third possibility would be an action 
on the subsynaptic membrane of GABA ergic 
synapses which increases the effectiveness of 
GABA. Such an action could consist in an 
increase of the affinity of the GABA receptor 
for GABA or in improved coupling between 
GABA receptor activation and the increase of 
the chloride conductance of the subsynaptic 
membrane. While some recent electrophysio- 
logical studies indicate that benzodiazepines 
enhance the effect of exogenous GABA on the 
membrane chloride conductance of various 


CENTRAL ACTIONS OF BENZODIAZEPINES! GENERAL INTRODUCTION 


neurones (Choi et al, 1977; Geller et al, 1978; 
Kozhechkin and Ostrovskaya, 1977; Mac- 
Donald and Barker, 1978), other investigations 
were negative (Bowery and Dray, 1978). 
Dr Costa will report on experiments which 
demonstrate an effect of diazepam on the 
binding of GABA to its receptor. 

(b) Potentiation of GABA ergic transmission by 
benzodiazepines and other agents. Benzodiazepines 
are not the only agents that enhance GABA 
ergic transmission. Barbiturates were found very 
early to prolong presynaptic inhibition. Despite 
certain similarities in the effects of barbiturates 
and benzodiazepines, clearcut differences also 
exist (Bowery and Dray, 1978; Haefely, 1977; 
Nicoll, 1978). Ethanol also enhances GABA 
ergic transmission (unpublished results) and a 
systematic study might well detect similar 
effects of other agents. Potentiation of GABA 
ergic transmission by different agents does not 
imply that they all act by an identical molecular 
mechanism. Moreover, an enhanced GABA 
ergic transmission may be the only or pre- 
dominant action of certain drugs on the central 
nervous system, as seems to be the case with 
benzodiazepines, or just one of many effects on 
neuronal elements, as is probably the case with 
barbiturates, 

(c) Can the potentiation of GABA ergic trans- 
mission explain all the pharmacological action of 
benzodiazepines? An increased efficiency of 
physiological synaptic inhibitory mechanisms 
(recurrent and collateral inhibition) is very 
likely to account for the somatic effects of 
benzodiazepines. It would be surprising if the 
anxiolytic and sedative effects of benzodiaze- 
pines were independent from their specific 
action on GABA ergic inhibition. The crucial 
experiments to prove or disprove a causal 
connection between psychotropic benzodiaze- 
pine effects and enhanced GABA ergic trans- 
mission have yet to be performed. 

(d) Prospects of benzodiazepine receptor studies. 
Recent and future studies on the specific 
benzodiazepine binding sites should be helpful 
in clarifying some of the problems mentioned 
above. Localization of the benzodiazepine 
receptors perhaps may permit one to decide 
whether the drugs act presynaptically or post- 
synaptically at GABA ergic synapses. Possible 
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interactions between, on the one hand, benzo- 
diazepine receptors and, on the other hand, 
GABA receptors or chloride ionophores can be 
studied, and a separation of the primary 
structures affected by different agents that 
produce similar effects on the GABA ergic 
synapse will be possible. Jn vitro binding assays 
are virtually indispensable methods in the 
search for possible endogenous ligands for the 
benzodiazepine receptors; personally, I do not 
think that all psychotropic drugs have to act on 
sites which bind endogenous molecules under 
physiological or pathological conditions. A 
remote goal of these studies is the chemical 
identification of the specific binding sites for 
benzodiazepines. 
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Molecular Mechanisms Mediating the Action of 
Diazepam on GABA Receptors 


By E. COSTA, A. GUIDOTTI and G. TOFFANO* 


SUMMARY Two types of crude synaptic membranes have been 
prepared which differ in their kinetic properties to bind *H-GABA in a 
Na*-free medium. One type (B) has one type of receptor (affinity or 
Ky about 0.2 uM), the other type (A) has two populations of receptors 
which have a high (0.16 uM) and a low (.02 uM) Kp for GABA binding. 
This difference is due to the presence of a selective endogenous in- 
hibitor of the high affinity receptor for GABA, a thermostable protein 
of about 15,000 molecular weight. Inhibitor action is counteracted by 
diazepam (7 х 10-'M), competitively. Clonazepam is more active but 
chlordiazepoxide is less active than diazepam. Two enantiomers of a 
benzodiazepine were studied. One of them is endowed with anxiolytic 
activity and nullifies the action of the endogenous inhibitor on high 
affinity GABA binding, the other is devoid of anxiolytic activity and is 
inactive against the inhibitor. The endogenous protein inhibitor also 
competitively blocks the high affinity binding of 'H-diazepam to 
Type A membranes. It is concluded that the endogenous inhibitor and 
diazepam act on the same receptor; and suggested that the endogenous 
inhibitor may be the natural ligand for the brain receptors that bind 


benzodiazepines with high affinity. 


Introduction 


The studies of diazepam as an antianxiety 
drug tend to give relevance to its capability to 
facilitate punished behaviour in doses that fail 
to cause sedation. This property is usually 
discussed as if it were a pharmacological pro- 
perty independent of any action on synaptic 
transmission (Cook and Sepinwell, 1975). 
Present biochemical evidence indicates that the 
basic neuronal mechanisms that mediate the 
anxiolytic action of diazepam can be under- 
stood only by considering the broad pharma- 
cological profile of anxiolytic drugs (Guidotti, 
1978; Haefely, 1978) which includes the 
capability to: (a) relieve convulsions, parti- 
cularly those associated with an inhibition of 
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brain y-aminobutyric acid (САВА) biosyn- 
thesis; (b) elicit muscle relaxation in non- 
sedative doses; (c) decrease the cerebellar 
cyclic guanosine monophosphate (GMP) con- 
tent; (d) increase morphine analgesia and 
catalepsy; (e) mimic the action of GABA in a 
number of brain nuclei or cell cultures where 
GABA ergic mechanisms are operative (Mac- 
Donald and Barker, 1978; Choi et al, 1977). 
Diazepam modifies the activity of various 
neuronal systems, but the biochemical and 
electrophysiological correlates of its synaptic 
pharmacology support the contention that a 
cardinal property of diazepam is its ability to 
facilitate GABA-ergic transmission (Polc ef al, 
1974; Costa et al, 1975, 1976; Haefely, 1978). 
Such action of diazepam was first considered by 
Schmidt and colleagues (1967) as an inter- 
pretation of the mechanism whereby diazepam 
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enhances the presynaptic inhibition of the 
primary afferents to the spinal cord. In the 10 
years that have elapsed from this suggestion, we 
have learned relatively little about the molecular 
mechanism underlying this action of benzo- 
diazepines at GABA-ergic synapses. 

Only very recently we have begun to think 
(Guidotti, 1978; Haefely, 1978) that the whole 
pharmacology of benzodiazepines could be 
explained by a facilitation of the action of 
GABA on postsynaptic receptors. However, the 
molecular mechanisms involved are still un- 
clear. The affinity of benzodiazepines for GABA 
receptors is extremely low; moreover, benzo- 
diazepines fail to mimic GABA when tested 
directly on purified GABA receptors. Experi- 
ments on cat spinal cord (Polc et al, 1974) and 
on bullfrog sympathetic ganglia (Suria and 
Costa, 1975) show that the presynaptic inhibi- 
tion elicited by diazepam which resembles that 
elicited by GABA requires the continuous 
availability of newly synthesized GABA. 


1. Cerebellum as a model to study GABA-diazepam 
interactions 


The cerebellum consists of two parts: the 
cerebellar nuclei where connections to the 
various parts of the CNS co-ordinate muscle 
movements, and the cerebellar cortex which 
exerts an inhibitory influence on the cerebellar 
nuclei through the release of GABA from 
Purkinje cell axons (Eccles et al, 1967). The 
activity of Purkinje cells is regulated by two 
excitatory inputs to the cerebellar cortex—the 
climbing and mossy fibres, and by a neuronal 
network within the cerebellar cortex which 
inhibits the activity of Purkinje cells through the 
release of GABA from interneurons. 

The net activity of Purkinje cells appears to 
be related to their content of cyclic GMP 
which increases or decreases in relation to the 
changes in the excitatory and inhibitory input 
to the Purkinje cells (Costa ef al, 1975, 1976). 
When GABA receptors located on Purkinje 
cells are activated, the cyclic GMP content of 
these cells decreases; when they are inhibited the 
cyclic GMP content increases (Biggio et al, 
1977a). Thus, the decrease of the cyclic GMP 
content of cerebellar cortex is a good index 
of the state of activation of GABA receptors. By 


using various experimental designs it was 
shown that diazepam, similarly to the direct 
GABA receptor agonist, muscimol, lowers the 
cyclic GMP content of cerebellum by activating 
GABA receptors (Biggio et al, 1977a, b). 

The data of Fig 1 show that in rat cerebellum 
diazepam antagonizes the increase in cerebellar 
cyclic GMP content elicited by isoniazid, an 
inhibitor of GABA synthesis. Diazepam is 
active when the cerebellar GABA content is 
decreased by about 30 per cent; however, when 
this decrease is greater than 30 per cent, 
diazepam cannot counteract the increase in 
cerebellar cGMP content elicited by isoniazid. 
In contrast, muscimol completely counteracts 
the action of isoniazid to increase the cyclic 
GMP content of cerebellum even when the 
cerebellar content of GABA is reduced by more 
than 30 per cent (Fig 1). This suggests that the 
action of diazepam on cerebellar GABA 
receptors depends on the amount of GABA that 
is stored in the synapses which impinge on 
Purkinje cells. This finding implies that either 
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Taste I 
Decrease of GABA turnover rate in brain nuclei following injection of muscimol or diazepam 





umole/mg protein/hr 





Brain nucleus 





Saline Muscimol Diazepam 
(1 mg/kg i.v.) (1 mg/kg i.v.) 
Globus pallidus 0.56 0.46 0.57 
N. Caudatus 0.45 0.066* 0.16* 
N. Accumbens 0.49 0.28* 0.17* 





Muscimol was injected intravenously 40 minutes and diazepam intraperitoneally 17 minutes before measur- 


ing GABA turnover. 
* P «0.05 


GABA is released by diazepam or that diazepam 
increases the affinity for GABA of the post- 
synpatic receptors in GABA ergic synapses. To 
decide which of these two alternatives was 
operative, we measured the rate of GABA 
utilization after muscimol or diazepam [Table I 
from Mao et al (1977) modified]. 

Muscimol and diazepam failed to change the 
GABA content but reduced the GABA turnover 
in №. caudatus and N. accumbens. Neither the 
turnover nor the steady state of GABA were 
changed in Globus pallidus. These results clearly 
indicate that in two of the brain structures listed 
in Table I diazepam inhibits the rate of GABA 
utilization. This kinetic profile is incompatible 
with an increased release of GABA by diazepam. 
The data with muscimol which, like diazepam, 
reduces the rate of GABA utilization suggests 
that the GABA metabolism in neurons of 
N. caudatus and N. accumbens may be regulated 
by a feedback loop which involves GABA ergic 
receptors. In addition this similarity of action 
between muscimol and diazepam indicates that 
diazepam mimics muscimol (Table I). Since 
diazepam is not a GABA agonist it could 
act on GABA receptors only if there were a 
diazepam sensitive regulatory process for the 
affinity of GABA for its receptors. 


2. Models to study receptor function 

Present evidence fits with the view that cell 
membranes, where postsynaptic receptors are 
located, possess a fluid mosaic structure (Singer 
and Nicolson, 1972). Accordingly, cell mem- 


branes are viewed as two-dimensional solutions 
of oriented globular proteins and lipids. Thus, 
globular molecules of proteins alone or asso- 
ciated to oligosaccharides to form glyco- 
proteins or to lipids to form lipoproteins alter- 
nate with sections of phospholipid bilayers in the 
cross section of a membrane. Each such protein 
is amphipathic and may traverse the entire 
membrane or localize in it with the polar end of 
the molecule in contact with the aqueous phase. 
The extent to which a protein molecule is 
embedded in the membrane is under thermo- 
dynamic control. Among the protein floating in 
the cell membrane there are some ionophore 
proteins which specialize in establishing channels 
for the passage of ions across the membrane. 
These ionophore proteins function in associa- 
tion with specific regulatory units which are 
called receptors because they are located in the 
outer part of the membrane and recognize 
specific regulator molecules which initiate or 
modify cellular responses. 

The response of postsynaptic neurons to 
GABA released at GABA ergic synapses relates 
to the close relationship existing between 
specialized chloride (Cl-) channels present in 
postsynaptic membranes and Na* -independent 
high affinity binding of GABA to specialized 
recognition sites. When GABA is associated 
with its recognition sites Cl- gates open up. Asa 
result Cl- distributes across neuronal mem- 
branes according to the concentration gradient; 
since in most cases the extraneuronal [Cl-] is 
high, there is an influx of Cl- with consequent 
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hyperpolarization of neuronal membranes and 
inhibition of the postsynaptic neuron. However, 
when the Cl- content of the extraneuronal 
space is smaller than that of the intraneuronal 
milieu, the modification elicited by GABA on 
the Cl- channel causes the neuronal milieu to 
become lower in Cl- and depolarization ensues 
(Takeuchi, 1976). 

'The specificity of the inhibitory postsynaptic 
responses elicited by GABA suggests that in 
postsynaptic membranes of GABA-ergic synapses 
the receptor for this transmitter is coupled with a 
Cl— ionophore. Hence GABA receptors, as 
many other postsynaptic receptors, are supra- 
molecular units and function through a co- 
ordination of their molecular subunits. Since the 
receptor functions in the environment cf the 
membrane, its properties change with changes 
of the phospholipid function. Indeed, solu- 
bilized adenylate cyclase has been reported to 
require phosphatidyl-serine for glucagon acti- 
vation (Pohl et al, 1971) and phosphatidvlino- 
sitol is required in the case of adenylate cyclase 
activation by norepinephrine (Levey, 1971). 
The data of the present report will show that 
also the affinity of GABA recognition sites for 
the endogenous ligand changes with the protein 
composition of the postsynaptic membranes. 

A basic feature of the fluid membrane model 
is the mobility of the membrane constituents, 
particularly by lateral diffusion in the membrane 
plane with diffusion constants in the range of 
10—5 to 10— cm? вес! (Edidin, 1974). How- 
ever, despite the continuous mobility there are 
membrane areas in which the molecular motility 
is restricted. For instance, a substantial homo- 
geneity exists and is maintained in the post- 
synaptic membranes of neuromuscular junctions. 
Within these restrictions it is possible to envisage 
that the motility of certain molecules is restricted 
to a portion of the membrane which is thereby 
enriched by specific molecules. It is quite 
plausible that in this controlled environment a 
single laterally diffusing complex, formed by 
transmitter + recognition site + ionophore, 
might sequentially interact with a number of 
recognition sites which have a low affinity for 
GABA, because of the presence of a specific 
inhibitor. After the inhibitor is removed the 
recognition site acquires a high affinity for 


GABA. A model which might operate for GABA 
receptors follows: 
Where ION is an ionophore molecule and R 
and КІ two kinetic states of the recognition site, 
К with a high affinity, and RI (К + inhibitor) 
with a low affinity for GABA. 

21ON +R --2GABA + RI =2R-GABA- 
ION -+ I Response. 
The ionophore can associate only to the R- 
GABA complex and functions in this associated 
form. The interaction of R-GABA with RI 
promotes the dissociation of RI into R + I, 
thereby increasing the number of high affinity 
R sites. 


3. Regulation of Na* -independent GABA receptors 


The question now arises, is there any evidence 
that supports this model? Indeed, binding 
assays using radioactive GABA, crude synaptic 
membranes and a Na 4--free buffer have shown 
that two types of GABA recognition sites are 
present in synaptic membranes of mammalian 
brain (Zukin et al, 1974; Enna and Snyder, 
1975, 1977 ; Olsen, 1976). In addition, synapto- 
somal brain preparations contain a third 
recognition site for GABA which can be 
differentiated from the other two recognition 
sites because it is Na* dependent. The Na* 
dependent mechanism is operative in GABA 
uptake (De Feudis, 1977). The dissociation 
constant (Kp) of the Na* independent GABA 
binding to freshly prepared crude synaptic 
membranes (Type B in Table II) prepared 
from rat brain is about 0.2 uM. When this 
freshly prepared crude synaptic membrane 
undergoes several freeze-thawing steps followed 
by washes and treatment with Triton X-100 
it shows a Kp of 0.02 uM (Type A of Table IT). 

Specific binding of *H-GABA to Type A and 
B membranes was measured in Na* free 
buffer. A Scatchard plot analysis of *H-GABA 
displacement by GABA allowed for an esti- 
mation of maximal binding sites (Bmax) and an 
indirect appreciation of the dissociation constant 
(Kp) in cortex and cerebellum (Fig 2). These 
data confirmed previous findings by Zukin et al 
(1974), Enna and Snyder (1977) and Olsen 
(1976). Only one Kp was detected in Type B 
membranes prepared from cortex and cere- 
bellum and its value was 0.21 and 0.30 uM, 
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Таві П respectively. These data suggest that the 
Steps for the preparation of synaptic membranes receptor population is uniform and its density in 
cortex and cerebellum is calculated to be 2.8 
and 4.4 pmoles/mg tissue protein (Fig 2), 
respectively. The profile of GABA binding to 





Type B (fresh) 
. Homogenization in 15 vol. 0,32 M sucrose 


Гея 


2 amen Ir A Rom Type A membranes is different from that to 
4. Pellet dispersed in 20 vol. H,O Type B membranes because there is a higher 
5. Centrifuged at 8,000 g (10 minutes) density of specific binding sites (see inserts in 
6. Sup. + light pellet centrifuged at 48,000 g Fig 2). Figure 2 also shows a Scatchard plot 

(20 minutes) analysis of the GABA binding to Type A 
7. Pellet. dispersed in 20 vol. H,O membranes. prepared from cortex and cere- 
8. Centrifuged at 48,000 g (20 minutes) bellum. In these membranes two receptor 


9. Pellet dispersed in 50 mM Tris citrate pH 7.1 populations can.be distinguished, one char- 
. acterized by high affinity and the other by a low 

m a сүн л; a affinity binding for GABA. The Kp for the high 
d о: us Don es DES n. d vu ston for 3o “НУ is estimated at 0.026 and 0.019 uM for 
апе ш Отор dor the cortex and cerebellum, respectively; їп 


minutes КИ? 
19. Centrifuged at 48,000 g (20 minutes) contrast, the low affinity is 0.16 and 0.13 uM 
13. Pellet dispersed in 50 mM Tris citrate pH 7.1 for cerebellum and cortex, respectively. In 
Type A membranes, the total number of GABA 
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Fic 2.—Scatchard plot analysis for the binding of GABA to freshly prepared (Curve B) or frozen Triton X-100 treated 

(Curve A) crude synaptic membrane preparation from rat cerebellum or cerebral cortex. Specific binding of *H-GABA 

was determined at 0? in a Na+ free medium, in the presence of various concentrations of unlabelled GABA using 200 ug 

of membrane proteins. The slope of the lines represent the Kp whereas the intercept with the ordinate is the Bmax 

value. In the inserts the values of the specifically bound (S.B.) *H-GABA are plotted against the concentrations of 
*H-GABA in the incubation mixture. 
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binding sites is almost double that of Type B 
membranes. The data of Fig 2 shows 7.2 and 
5.1 pmoles/mg protein in cerebellum and 
cortex, respectively, In both preparations, 1.9 
pmoles/mg protein are for high affinity binding 
of GABA. 

Usually, the recognition sites for transmitters 
other than GABA are solubilized when the 
membranes are treated with Triton X-100. 
Therefore such a treatment reduces the Bmax 
for these transmitters but leaves their Kp either 
unchanged or slightly decreased. In contrast, the 
Bmax and the affinity for GABA binding are 
increased by freezing, thawing and treatment 
with Triton X-100. It has been suggested that 
repeated washings and incubation with Triton 
X-100 change GABA binding because they 
remove an endogenous inhibitor for Na*- 
independent GABA binding; moreover, it was 
suggested that this inhibition of GABA binding 
might be due to a phospholipid (Giambalvo and 
Rosenberg, 1976) or might be an artifact due to 
the GABA content of the membranes. 

To verify this possibility we investigated 
whether Type B preparation of crude synaptic 
membranes contained an inhibitor of Na*- 
independent GABA binding to Type A mem- 
branes. As shown in Table ПІ, the kinetic 
profile of *H-GABA binding to Type A mem- 
branes was measured in the presence and in the 
absence of various aliquots of supernatant buffer 
obtained by centrifuging a suspension of Type B 
membranes at 48,000 xg for 10 minutes. This 
supernatant inhibited in a dose-related fashion 
the *H-GABA binding to Type A membranes. 
Conversely, when a pellet of Type A or B 
membranes was reconstituted with the super- 
natant buffer derived from equal amounts of 
Type A membranes, the binding of *H-GABA 
to either type of membranes was unchanged. 
The capability of the supernatant of Type B 
membrane to inhibit high affinity Na*- 
independent *H-GABA binding to Type A 
membranes persisted after extensive dialysis or 
after 15 minutes of incubation at 95°. 

After the dialysis, we have measured the 
GABA content of these preparations with a gas 
chromatography-mass spectrometric method 
(Bertilsson ei al, 1977). The GABA content was 
less than 1 pmol/ml Since to measure high 
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affinity GABA binding we used 20 nM >H- 
GABA (see Table III) the amount of GABA 
present in the inhibitor preparations was too 
small to dilute the label and so cause a seeming 
inhibition of GABA binding, as observed in the 
experiments reported in Table III. Heat- 
treated and dialyzed preparations of the 
inhibitor were analyzed for phospholipids; these 
assays failed to reveal detectable amounts of 
phospholipids (detection limit: 2.5 ug). Liver 
homogenates were prepared with a technique 
similar to that described in Table II for Type B 
membranes. The supernatant of these liver 
membrane preparations was 10-fold less active 
than that of Type B brain membranes in 
inhibiting high affinity Na*-independent *H- 
GABA binding to Tvpe A membranes. 


Tasie ШІ 
Evidence for an endogenous inhibitor of GABA binding in 
Type B crude synaptic membranes 





Supernatant from *H-GABA bound to 
Туре B membranes Туре A membranes % inhibition 





(ш) (Fmoles/mg protein) 
== 720 — 
20 550 34 
50 400 45 
100 320 66 
500 120 84 
1,000 105 86 





The supernatant buffer was obtained by centrifug- 
ing rat cerebral cortex Type B membranes at 48,000 
x g for 10 minutes: various aliquots of this pre- 
paration were applied to pellets of Type A mem- 
branes, which were then reconstituted to 1 ml with 
50 mM Tris citrate buffer (pH 7.1). The GABA 
specific binding was determined using 20 nM +H- 
GABA, 


The supernatant of Type B membranes was 
purified 500-fold by successive heating at 95°, 
Amicon CF 50 A filtration, Sephadex G-100 
filtration and Dowex 50 x 8 (Н+, 200-400 
mesh) chromatography. This purified inhibitor 
was found to contain peptidic bonds, and in 
fact its activity was destroyed following incu- 
bation with trypsin. The addition of the 
inhibitor protein changed the kinetics of Na*- 
independent GABA binding to Type A mem- 
branes (see Table IV). The high affinity 
Na*-independent binding of GABA was com- 


E. COSTA, A. GUIDOTTI AND G. TOFFANO 


245 


Taste IV 
Kinetics of Na+ -independent *H-GABA binding in the absence and the presence of various quantities of purified inhibitor 














Addition ‘High Affinity’ Component ‘Low Affinity’ Component 
Kp: Bmax 1 Ky Bmax 2 
None 20 1.8 lil 5.28 
15 ug BSA 19 1.8 109 5.32 
Protein inhibitor 
2.5 ug * * 105 4.85 
5.0 ug * * 110 4.0 
7.5 ug * * 195 4.40 
15.0 ug Ы * 400 3.9 





The endogenous protein inhibitor was purified 500 fold and contained 0.33 inhibitory units per yug protein. 
One unit was defined as the amount of inhibitory activity resulting in a 30% inhibition of the *H-GABA 
binding. Kp and Bmax values were determined from Scatchard plot analysis (see Fig 2). The kinetic constants 
were estimated at 0°C. Kp = nM, and Bmax = pmoles/mg protein. BSA = bovine serum albumin. * Became 


undetectable. 


pletely obliterated by the addition of less than 
1 unit of endogenous inhibitor. This protein also 
changed the characteristic of the low affinity 
binding; as shown in Table IV the value of the 
Kp for the low affinity component was in- 
creased 4 fold. When smaller doses of the 
inhibitor were added (Table IV) the value of 
Kp for the low affinity component became 
progressively smaller. In other experiments we 
have tested whether this inhibitor interfered 
with the high affinity binding of labelled 
antagonists to muscarinic receptors and found 
that the endogenous protein inhibitor was 
entirely inactive on this binding. 


4. Action of the endogenous protein inhibitor on the 

high affinity binding of diazepam 

Since benzodiazepines appear to facilitate 
GABA-ergic transmission, without releasing 
GABA from storage (Fig 1 and Table I) nor 
acting as direct GABA receptor agonists, we 
have entertained the hypothesis that they 
modify the kinetics of Na+-independent GABA 
binding to synaptic membranes by interfering 
with the regulation of GABA binding by the 
endogenous protein inhibitor. Previous work in 
our laboratory has shown that diazepam 
(5 х 10-5 to 5 x 10—'M) could lower the 


affinity constant of Na+ -independent *H-GABA 
binding in crude Type B synaptic membrane 
preparations. In these experiments it was 
shown that the anxiolytic drug, RO-11,3128 001 
(+) [(4)-5-(0-chlorophenyl)-1, 3-dihydro-3- 
methyl-7-nitro-2H-1, 4-benzodiazepine-2-one] 
lowers the Kp for GABA binding whereas the 
pharmacologically inactive stereoisomer, Ro-11 
3624/000 (—) does not have this effect. These 
results prompted us to study whether diazepam 
nullifies the inhibition of the high affinity 
binding of *H- GABA to Type À membranes 
produced by the purified endogenous protein 
inhibitor. Fig 3 shows that diazepam (7 x 
10-7M) reduced the inhibition of various 
amounts (0.25 to 5 ug) of inhibitor (1 unit is 
0.33 ре), but failed to inhibit the activity of 
40 units of inhibitor. A reciprocal or Scatchard 
plot constructed with the date shown in Fig 3 
clearly indicates that diazepam competitively 
prevents the inhibition of the Na+ independent 
high affinity binding of GABA to Type A 
membrane by the endogenous inhibitor. This 
conclusion is supported by the data reported in 
Fig 3 showing that the RO-11-3128 (+) is also 
a competitive antagonist of the protein inhibitor 
of high affinity Na* independent binding of 
GABA. In contrast, the compound, RO-11 3624 


246 MOLECULAR MECHANISMS MEDIATING THE ACTION OF DIAZEPAM ON GABA RECEPTORS 


(—) which is pharmacologically inactive is also 
uncapable of nullifying the antagonism of the 
Na+ independent high affinity binding of GABA 
by the endogenous protein inhibitor (Fig 3). 
We then extended similar studies to clonazepam 
and chlordiazepoxide and found that the 
former is more active and the latter less active 
than diazepam. 


90 


5 


> 
o 


SPECIFICALLY BOUND ГЎНТ-САВА 
ч 
л 


% 
с 
о 





0.25 


0.5 і 2.5 5 10 


INHIBITOR (во) 


Fic 3.—Diazepam and the pharmacologically active (--) 
enantiomer of a benzodiazepine (RO-11) reverse the 
inhibition of high affinity, Na t -independent *H-GABA 
binding caused by the endogenous protein inhibitor. 
Crude synaptic Type A membranes (see Table II) were 
used to measure specific GABA binding in presence of 
diazepam (8x I0—"M) or RO-11-3128 (+) or RO-11- 
3624 (—) in concentration of 10—"M. The membranes 
were incubated with the benzodiazepines for 10 minutes 
prior the addition of the inhibitor. RO 11 (+) and 
diazepam can prevent the inhibition by 2.5 pg of purified 
endogenous protein inhibitor. 


We then turned our attention to the study of 
high affinity binding of *H diazepam to Type A 
and B preparations of crude synaptic membranes 
(see Table П). We found that the Bmax and the 
Kp of *H-diazepam binding was greater in 
Type A than in Type B membranes. We then 
studied the binding of various diazepam 
concentrations to Type A membranes in the 
presence and in the absence of the purified 
endogenous protein inhibitor of Na+ -indepen- 
dent high affinity binding of GABA. As shown 
in Fig 4, this protein inhibits competitively the 
diazepam binding to Type A membranes. 
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Fic 4.—Antagonism of the specific diazepam binding to 
Type A (see Table II) crude synaptic membrane by the 
purified endogenous protein inhibitor (Lineweaver-Burk 
plot). Specific *H-diazepam binding was calculated by 
subtracting from the binding that occurred by incubating 
the membranes at 4°C for 15 minutes with various 
concentrations of ?*H-diazepam that which was found 
when the incubation mixtures also included 10—*M cold 
diazepam. The membranes were preincubated with 
10 units of inhibitor for 30 minutes. 





Conclusions 


The data presented are consistent with the 
hypothesis that the endogenous thermostable 
protein that inhibits the high affinity, Na*- 
independent GABA binding, functions as a 
regulator of GABA receptors. This protein 
acts on a regulatory site for GABA binding to 
brain membranes. When the endogenous in- 
hibitor interacts with this site it reduces the 
affinity of the postsynaptic receptor for GABA. 
We do not know where this site is located nor 
whether the inhibitor is specifically located in 
the portion of the membranes adjacent to GABA 
synapses or is present in other neuronal or glial 
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cell membranes where the inhibitor protein may 
regulate other brain processes. 

Our data show that diazepam competes with 
the “endogenous protein inhibitor for the 
regulatory site of GABA receptors. When this 
regulatory site is occupied by diazepam, the 
affinity of the GABA receptors for GABA is 
enhanced, when the site is occupied by the 
endogenous inhibitor the affinity is maximally 
reduced. This is the first time in which it has 
been shown that a drug acts competitively 
with an endogenous inhibitor or regulator 
which can alter the affinity of a postsynaptic 
receptor for an endogenous ligand (in this case 
GABA). The endogenous thermostable protein 
inhibitor that we have described not only binds 
at diazepam receptors but may serve as a 
model to develop a new series of CNS stimulants 
that act by decreasing GABA binding to high 
affinity postsynaptic receptors. 
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Brain Specific Benzodiazepine Receptors 


By CLAUS BRÆSTRUP and RICHARD F. SQUIRES 


SUMMARY Brain membranes from rat and human contain a single 
class of brain specific binding sites for pharmacologically and clinically 
active benzodiazepines. There is good correlation between the pharma- 
cological effects of benzodiazepines and the affinity for the *H-diazepam 
binding site. 

Benzodiazepine binding sites are not present on glial cells. Selective 
neuronal degeneration experiments in rats indicate a neuronal localiza- 
tion. *H-Flunitrazepam is a very suitable ligand for affinity binding 


and it binds to the same class of binding sites as ‘H-diazepam. 

Our results indicate that the in vitro *H-diazepam and *H-flunitraze- 
pam binding sites are the receptors which in vivo mediate various 
pharmacological and clinical effects of benzodiazepines. 


Introduction 


High affinity binding techniques have been 
used for years to identify and study receptors 
for a large number of peptide hormones, and 
since 1973 also for neurotransmitters such as 
catecholamines, serotonin and acetylcholine. 

The fundamental approach is to label a 
hormone or transmitter, or a drug having high 
affinity for a particular receptor, to high specific 
activity, preferably with tritium or iodine-131, 
and then measure whether a suitable tissue 
preparation will specifically bind the labelled 
‘ligand’. 

A good affinity binding method should meet 
the following criteria: 


(1) binding should be saturable, reflecting a 
definite number of binding sites in the 
tissue sample; 

the labelled ligand should bind to its 
receptor(s) with high affinity which greatly 
facilitates isolation of the receptor-ligand 
complex; 


(2) 


(3) binding should be specific, i.e. the ligand 
should bind to only one (or a few) well 
defined receptor(s) with as low non-specific 


binding as possible. 
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An additional criterion for establishing the 
physiological significance of a particular binding 
site is the demonstration of relatively high 
concentrations of these sites in expected target 
tissues. 

The study of opiate receptors is outstanding 
compared to other receptor studies since no 
hormones or neurotransmitters or neuronal 
systems were known when the receptors were 
discovered (Terenius, 1973; Pert and Snyder, 
1973; Simon, Hiller, and Edelman, 1973). The 
opiate receptor study was the first example of a 
drug-receptor leading to discoveries of new 
neuronal systems and putative neurotrans- 
mitters. 


Benzodiazepine Receptors 

Brain specific *H-diazepam binding site 

In the course of routine investigations of 
neurotransmitter receptors for pharmacological 
studies, we thought that the very potent and 
rather selective actions of the benzodiazepines 
might indicate that they acted through a 
receptor. We were fortunate to receive from 
Dr Willy Haefely at Roche a suitable labelled 
ligand, *H-diazepam, with high specific activity 
(14.4 Ci/mmol). High specific activity increases 
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the sensitivity of high affinity binding methods, 
and this is important for receptor studies where 
the total number of receptors is rather small. 

The technique of high affinity binding is 
quite simple. The labelled ligand is incubated 
with a suitable tissue homogenate. We used the 
so-called P,-fraction from the brain, which is a 
relatively crude membrane preparation con- 
taining synaptic plasma membranes as well as 
many other cellular membranes such as axonal 
membranes, glial membranes, Golgi apparatus, 
some mitochondria, etc. After incubation we 
separated the free and bound ligand by filtra- 
tion through glass fiber filters. Biological 
membranes together with the bound ligand are 
retained on glass fibre filters, probably by 
adsorption. The amount of bound ligand is 
easily measured by conventional scintillation 
counting. 

‘Specific binding’ is the amount of binding 
expected to occur at the receptor. *Non-specific 
binding' is the remaining binding, i.e. adsorp- 
tion of the ligand to glass filters, the amount of 
ligand dissolved in the biological membranes, 
and is usually defined as the amount of bound 
labelled ligand which cannot be displaced by 
excess of unlabelled ligand. Specific binding 
thus, is defined as total binding minus non- 
specific binding. 


cpm/assay X 107? 


2 Nonspecific 
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BRAIN SPECIFIC BENZODIAZEPINE RECEPTORS 


Figure | shows one of our very early experi- 
ments. We measured the amount of both 
specific and non-specific binding to rat brain 
membranes with increasing concentrations of 
*H-diazepam in our in vitro assays. Several 
important features of the *H-diazepam binding 
site are evident from this experiment, which we 
have now repeated many times. Specific 
binding is obviously saturable, indicated by the 
limiting value in binding which was reached at a 
*H-diazepam concentration of ca. 50 nM. No 
increase in specific binding was observed even up 
to 900 nM *H-diazepam (not shown). Further, 
there appears to be only one class of binding 
sites in the brain. This is indicated by a single 
straight line on the Scatchard plot. When two 
or more binding sites with different affinities for 
the ligand are present, the Scatchard plot will be 
curved or, possibly, resolve into several com- 
ponents. Third, Fig 1 shows that the binding 
occurs with high affinity, the affinity constant is 
about 3 x 10-*M, 

Physiologically meaningful receptors are more 
readily detected using labelled ligands with 
affinity constants below 10 nanomolar, while 
binding sites with affinity constants much 
above 10 nM are often artifactual, probably 
because many substances bind non-specifically 
to proteins and various surfaces at higher 
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Fic 1.—Rat brain P,-fractions in 50 mM, TRIS, HCL, pH 7.4 were incubated with *H-diazepam in concentrations 
from 0.2570 nM (A). Scatchard analysis (B) of the same data indicates only one binding site. Data from Briestrup and 
Squires (1977). 
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concentrations. The above result as well as 
several other results in this section have been 
confirmed by Méhler and Okada (1977a, b) and 
Bosrhann, Case and Stefano (1977). 

We investigated the characteristics of the 
high affinity binding of *H-diazepam to the rat 
brain membranes in some detail (Brestrup and 
Squires, 1977) and found results consonant with 
the presence of a single, membrane bound, 
proteinaceous receptor, which is only found in 
brain tissue and which is relatively insensitive to 
cations. 

The binding of *H-diazepam is not a general 
characteristic of sedative, lipid soluble drugs. 
*H-Hexobarbital | (*H(G), New England 
Nuclear) was tested under the same conditions 
as for *H-diazepam (Brestrup and Squires, 
1977) and did not exhibit any specific binding 
(Nielsen and Bræstrup, unpublished). 

The brain specific binding was not distributed 
evenly in the brain. In rats (Bræstrup and 
Squires, 1977) and humans (Bræstrup et al, 
1977; see further details in Mohler, this volume) 
the highest levels were found in cortical areas, a 
result which suggests a predominantly cortical 
action of the benzodiazepines. No gross differ- 
ences were found between the rat brain and 
human brain receptor (Bræstrup et al, 1977). 


Pharmacological characterization of the benzodiaze- 
pine receptors 


The binding site described above for *H- 
diazepam exhibits many of the characteristics of 
a receptor: saturability, high affinity, organ 
specificity and membrane localization. The 
structural specificity of the receptor was 
investigated by adding increasing concen- 
trations of clinically or pharmacologically 
active benzodiazepines to the *H-diazepam- 
receptor complex. Fig 2 shows some typical 
displacement curves. Compounds with high 
affinity for the receptor will displace *H- 
diazepam at low concentrations (see, e.g. 
clonazepam). Affinity can be expressed as the 
concentration of test substance required to 
displace 50 per cent of the specific *H-diazepam 
binding (ІС, values). However, since ІС, 
values are dependent on the concentration of 
3H.diazepam used, we have preferred to 
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Fic 2.—Displacement of total *H-diazepam binding in rat 

brain P,-fractions by four benzodiazepines. The data are 

adapted from Brastrup and Squires ( 1978) CDZ is 
chlordiazepoxide, 


calculate the corresponding inhibitor constants, 
K; (see Table I). 

A seven-membered ring with two aromatic 
rings attached is found in the benzodiazepines. 
In general, electronegative groups in position 7 
of the A-ring (Cl, F, NO,) are necessary for 
activity and further substitution in the 2' 
position of the B ring enhances activity. Fig 3 
shows some extremes of active configurations. 
The basic flurazepam and the acidic oxazepam 
hemisuccinate and chlorazepate rapidly loose 
their basic and acidic groups im vive. Both 
*H-diazepam displacement in vitro as well as 
pharmacological activity in vivo are stereo- 
specific (Móhler and Okada, 1977b). 

Many pharmacological data and some clinical 
data are available (Randall et al, 1974; Cook 
and Sepinwall, 1975; further references in 
Bræstrup and Squires, 1978) and we find good 
correlations between the drugs' affinities for the 
receptor (К) and their corresponding potencies 
in those pharmacological tests thought to be 
predictive of anxiolytic effects in man. Classical 
pharmacological tests are shown in Fig 4 
(Bræstrup and Squires, 1978) and in Fig 5 we 
have compared in vitro affinities with ‘anti- 
conflict’? potencies in vivo (data from Cook and 
Sepinwall, 1975) and find a good correlation. 
When the clinical potencies of the drugs are 
expressed as recommended daily dosage, there is 
correlation to the K; values obtained from 
human brain (Bræstrup et al, 1977). Medazepam 
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Taste I 
Inhibition of specific *H-diazepam (1.9nM ) binding or *H- flunitrazepam (1.0nM) binding to rat brain membranes by several 
kinds of benzodiazepines and a few other compounds (Braestrup and Squires (1978), by courtesy of European Journal of 
Pharmacology). Serial dilutions in duplicate were added to the binding assay to estimate ICs, values (concentration causing 
30 per cent inhibition of *H-diazepam binding). Ку == ICso/(1 + C/K) where С = ligand concentration; Ky = affinity 
constant = 3.4 nM for *H-diazepam and 1.0 nM for ’H-flunitrazepam 





No. Compound К, (nM) a* K; (nM)t 





*H-diazepam *H-diazepam *H-flunitrazepam 
1 KC-4.2846 1.3 — 
2 Clonazepam 1.9 1.5 1.3 
3 US39.219 2.1 1.2 
4 U 35.005 2.2 1.04 
5 Flunitrazepam 2.8 1.03 1.8 
6 Lorazepam 3.3 1.8 
7 Ro5-3027 4.4 1.09 
8 Ro5-3590 7.2 1.02 
9 Demethyl-diazepam 8.8 
10 Diazepam 8.9 4.7 
П Estazolam 12 0.89 3.6 
12 Ro5-2904 14 
13 Flurazepam 16 
14 Nitrazepam 19 0.85 10 
15 Bromazepam 30 1.01 26 
16 Chlorazepate ` 30 
17 Oxazepam 49 
18 031,957 60 1.03 
19 Ripazepam 189 
20 Ro5-4528 274 0.91 
21 Chlorodiazepoxide 574 1.02 412 
22 Ко5-5807 2,600 
23 Ro 5-3785 3,060 0.88 
24 Medazepam 3,850 1.03 
25 Ro5-3636 4,000 0.88 
26 Ro5-4864 101.000 23.000 
Chlorpromazine 86,700 
Chlorzoxazone 115,600 





* х = Hill coefficient. Linear regression coefficients for Hill plots averaged, 997 + .002. 
T Kj-values for *H-flunitrazepam (performed at 0°C) not previously published, 


and estazolam appear to be more active benzodiazepines and benzodiazepine-like sub- 
clinically than predicted from their Kj-values. stances (ie. ripazepam) are active on the 
Medazepam is metabolized in vivo to des- receptor. More than 200 drugs from more than 
methyldiazepam which accumulates and is 22 different pharmacological classes have been 
clinically active. tested including barbiturates, ethanol, mepro- 

Flurazepam appears to be less clinically bamate, and various convulsants and anti- 
active than predicted, which may be due toits | convulsants. Drugs acting on the GABA 
rapid metabolism and elimination in vivo. receptors, such as GABA, muscimol, THIP, 

The above-mentioned correlations strongly isoguvacine and bicuculline are inactive on the 
support the contention that the benzodiazepine benzodiazepine receptor, confirming that the 
receptor characterized in vitro is the physio- benzodiazepine receptor is not identical to the 
logically relevant receptor in vivo. GABA receptor. Other known and putative 

The benzodiazepine receptor is specific for neurotransmitters, such as noradrenaline, dopa- 
benzodiazepines. No group of drugs other than mine, serotonin, acetylcholine, glutamate, 
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Fic 3.—Benzodiazepine structure-activity relations. 


glycine, metenkephalin, substance P, somato- 
statin and VIP are all inactive (Squires and 
Bræstrup, 1977; Bræstrup and Squires, 1978). 


Ontogenetic and phylogenetic development of the 
benzodiazepine receptors 

The ontogenesis of the benzodiazepine 
receptor in the rat is characterized by a steep 
increase in binding just after birth in contrast to 
several neurotransmitter receptors which de- 
velop later (Bræstrup and Nielsen, 1978). 
Phylogenetically, the benzodiazepine receptors 
exhibit a remarkably late evolutionary appear- 
ance (Nielsen et al, 1978). Among 18 vertebrate 
and 5 invertebrate species the highest levels were 
found in mammals, especially small mammals 
which have high neuron/glia ratios, followed by 
birds, reptilia and amphibia. No differences in 
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affinity constants were evident among these four 
classes. Higher bony fishes had low receptor 
levels and polyphasic Scatchard plots, while 
primitive fishes (Agnatha) as well as all the 
invertebrate species studied were devoid of 
benzodiazepine receptors. 

Lobsters which possess a well developed 
GABA-ergic neuro-transmission system, were 
completely devoid of benzodiazepine receptors 
in their head ganglia. 


Temperature effects on binding 

3H-diazepam binding to the benzodiazepine 
receptor exhibits a marked and unexpected 
temperature-dependence. Binding is maximal at 
0°C while very little binding occurs at 37°C 
(Bræstrup and Squires, 1977). Does this mean 
that the receptor only functions at 0°C and not 
at physiological conditions? Chang and Snyder 
(1978) have shown that the very potent benzo- 
diazepine *H-flunitrazepam, when given intra- 
venously to mice, will bind specifically in vivo to 
a particulate brain fraction. This specific 
binding was inhibited in vivo by administration 
of pharmacologically active benzodiazepines in 
small intraperitoneal doses. These findings 
(Chang and Snyder, 1978) indicated that 
3H-flunitrazepam binds to specific receptors at 
37°С and we therefore compared *H-fluni- 
trazepam and *H-diazepam binding, first, to be 
sure that they acted on the same receptor and 
secondly to investigate whether *H-flunitraze- 
pam binding was less temperature dependent 
than *H-diazepam binding. 

Figure 6 shows that *H-flunitrazepam and 
3H-diazepam bind to about the same number of 
receptors at 0°C in the same membrane 
preparation. Flunitrazepam has higher affinity 
than diazepam (Kp == 1 nM compared to 3.8 
nM, at 0°C) and both ligands exhibit a single 
straight line on Scatchard plots indicating only 
one binding site. *H-flunitrazepam is an 
excellent ligand for receptor studies, high 
specific activity can be obtained (87 Ci/mmol, 
NEN) giving high sensitivity, and low blank 
values (binding in the presence of surplus 
unlabelled benzodiazepine is only 3-4 per cent 
of total binding). 

The final proof that *H-diazepam and 
3H-flunitrazepam bind to the same receptors is 
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Fic 4.— Correlation of К for 3H-diazepam displacement on the one hand (abcissa, ~log Ki, see Table П) and: A, cat 
muscle relaxant effect (minimum effective dose mg/kg p.o.). 
(B) mice rotarod performance (ЕГ, mg/kg p.o.); (C) inhibition of electric foot shock-induced fighting in mice (ED;,, 
mg/kg p.o.); (D) inhibition of pentazol convulsions in mice (EDs,, mg/kg p.o.); (E) bioassay for human antianxiety 
(minimum effective dose, mg/day p.o.); (F) inhibition of conditioned avoidance (escape failure in rats (minimum 
effective dose, mg/kg i.p.). 
Significant correlations are denoted by regression lines. Data from Bræstrup and Squires (1978). 


shown in Fig 6B. Rat brain membranes were 
incubated with increasing concentrations of both 
*H-diazepam and *H-flunitrazepam (in the 
fixed concentration ratio 3.8:1). There were no 
additive effects in the number of receptors 
(intercept on the abcissa) compared to *H- 
flunitrazepam alone. Further, as expected, the 
К, values for 9 clinically active benzodiazepines 
were similar for both ligands (Table I). 

We then investigated the effects of tem- 
perature on the apparent Kp and apparent 
number of receptors. With increasing tem- 
perature the apparent affinity constants in- 
creased for both ligands and, at the same time, 
the apparent number of receptors decreased. 
'H-diazepam binding is clearly more tem- 


perature dependent than 
binding (Table П). 

We hypothesized that the extremely low 
*H-diazepam binding at 37°C was an artifact 
of the filtration assay, due to washing specific 
*H-diazepam binding away during the filtration 
procedure. Determinations of the receptor 
complex's dissociation rates showing increasingly 
rapid dissociation of *H-diazepam from its 
receptors at increasing temperatures (Fig 7), 
is consistant with this assumption. Further, 
centrifugation assays of *H-diazepam binding 
are less temperature sensitive than filtration 
assays (Bræstrup, unpublished). 

In conclusion, we found that *H-flunitraze- 
pam and *H-diazepam bind to the same 


*H-flunitrazepam 
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Fic 5,—Correlation between Kj for *H-diazepam dis- 
placement (Table I) and rat anticonflict activity (Cook 
and Sepinwall, 1975) (minimum effective doses, p.o.). 
(correlation coefficient, r = 0.743, P <0.025). 
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Fic 6a.—Specific binding at 0°C of *H-flunitrazepam 
(specific activity 87 Ci/mmol, NEN) (0 07—8 nM), and 
*H-diazepam (0.538 nM), assayed on rat brain 
P,-fractions suspended in 50 vol, of buffer by the filtration 
technique described in Bræstrup and Squires (1977). Data 
are plotted according to Scatchard and the affinity 
constants, Kp, are shown on the figure. 


receptors and that the apparent lack of *H- 
diazepam binding at physiological temperature 
is probably a technical artifact due to high 
dissociation rates and the use of filtration 
assays. 


Neuronal Localization 


A possible relation between glial cells and the 
effects of antipsychotic drugs was recently 
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Fic 65.—Scatchard plot for *H-flunitrazepam alone 
(diluted with unlabelled flunitrazepam to a specific 
activity of 14.4 Ci/mmol) (0.5—24 nM) and a mixture 
of *H-flunitrazepam (0.25—-12 nM) plus ?H-diazepam 
(0.95—45.6 nM) in a fixed concentration ratio of 
1:3.8. The almost identical intercept of the abcissa 
indicates that binding of ®H-flunitrazepam and °H- 
diazepam are not additive. 




















Taste П 

Temp. °C *H-diazepam *H-flunitrazepam 

Kp,nM Bmax Kp,nM Bmax 

pmol/g pmol/g 

tissue tissue 
0° 3.8 46 1.0 64 
20° 9.3 30 2.6 47 
37° 24 6.9 6.6 29 





Temperature dependence of the apparent affinity 
constants, Kp, and apparent number of receptors 
(B max.) for *H-diazepam and *H-flunitrazepam in 
rat brain P, suspensions: each value the mean of two 
independent Scatchard analyses performed at 5 
ligand concentrations in triplicate. For details of the 
method, see Brastrup and Squires (1977). 


proposed because a large portion of brain 
dopamine and haloperidol binding sites seemed 
to be present on bulk isolated glial cells (Henn, 
Anderson and Sellstróm, 1977). We would not 
expect a physiological relevant benzodiazepine 
receptor to be located on glial cells. Primary 
cultures of mouse cerebral astrocytes appear to 
be the preparation of choice for investigation of 
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Fic 7.—Temperature dependence of the apparent dissociation rates of the *H-diazepam- and the *H-flunitrazepam- 

receptor complexes. Rat brain P,-fractions were prepared (Bræstrup and Squires, 1977), and each ligand was incubated 

for 30 min. at the indicated temperature and at a concentration of 1.9 nM and 1 0 nM, respectively. Excess of unlabelled 

respective ligands (3 x 10—* M, final concentration) was added at t == 0. The samples were then filtered after t min. 

and washed with 2 x 5 ml icecold buffer before scintillation counting. Double incubations were performed at each time 
and temperature. 


astroglial cells and we grew enough of these 
cultures to measure binding of *H-diazepam, 
*H-haloperidol as well as *H-O NB (muscarinic) 
and *H-naloxone (opiate). 

There were no brain specific benzodiazepine 
receptors, nor muscarinic or opiate receptors on 
the astroglial cells. *H-haloperidol exhibited 
appreciable specific binding, which however 
was different from dopamine or ‘neuroleptic’ 
receptors since the specific haloperidol binding 
was neither stereospecific towards а- апа 
6-flupenthixol nor was it displaced by dopamine 
or apomorphine (Bræstrup, Nissen, Squires and 
Schousboe, 1978). Oligodendroglial cells are 


most abundant in white matter, areas with low 
concentrations of benzodiazepine receptors. 
These results, by exclusion, suggest a neuronal 
localization, even though other brain elements 
might be considered, i.e. microvessels. 

Preliminary results with a detailed subcellular 
distribution (Bræstrup and Bock, in prep.) 
indicate that the benzodiazepine receptor 
follows the enzyme Na*+-K+-ATPase which is a 
marker of outer cell membranes and not 
intracellular membranes. These results indicate 
that the benzodiazepine receptors are confined 
to neuronal cell membranes. 

We then tried to localize the benzodiazepine 
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receptors to well-known neuronal pathways in 
rat brains by making specific neuronal lesions. 
Our first series of experiments (Table III) 
inditated that benzodiazepine receptors are not 
concentrated on dopamine or noradrenaline 
terminals, on GABA-ergic or cholinergic 
neurons in the striatum, on granular cells in the 
hippocampus nor on climbing fibres in the 
cerebellum (Bræstrup, Nielsen, Squires and 
Laurberg, 1978). Further, injections of the 
neurotoxic agent kainic acid into cerebellum, 
which caused a reduction in glutamic acid 
dehydrogenase (GAD) (Brestrup, unpublished) 
and cortical ablation, which decreases *H- 
haloperidol receptors and glutamate uptake in 
striatum, did not decrease the benzodiazepine 
receptor concentrations (Snyder, unpublished). 

Kainic acid injections in rat substantia nigra, 
however, partially depleted benzodiazepine 
receptors (Table IV). The presumed selectivity 
of kainic acid (Olney, Rhee and Ho, 1974; see 
also Coyle et al, 1977) might indicate that 
benzodiazepine receptors were located on 
glutamate-sensitive neurons in substantia nigra. 
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The observed degeneration of caudate 
dopamine-terminals (reduced dopamine up- 
take) and the degeneration of nigral GAD- 
containing neurons or terminals calls for 
caution, however, in concluding which neurons 
are affected by the lesion. 


Benzodiazepine—GABA interaction? 

The comprehensive literature showing GABA- 
like effects of benzodiazepines is reviewed by 
W. Haefely and by E. Costa (this symposium). 
Is the benzodiazepine receptor connected in any 
way to the GABA-receptor? Obviously the 
GABA and the benzodiazepine receptors are 
not identical; neither do benzodiazepines act 
on presynaptic receptors releasing GABA to the 
synaptic cleft. Is the benzodiazepine receptor 
then an allosteric site at or near GABA- 
receptors? This question cannot be answered at 
present since several points still need clari- 
fication. 

Barbiturates, which do not act on the 
benzodiazepine receptor, potentiate GABA in 
several electrophysiological studies (see e.g. 








"TABLE ПІ 
Brain lesions without effects on the benzodiazepine receptor in rats 
Specific ?H-diazepam 
No. Lesion Region examined binding? 
per cent of controls 
I Hemisection just anterior to substantia nigra Striatum 89 + 6(10) 
Frontal cortex 86 + 5 (6) 
Substantia nigra 103 + 4 (4) 
п 6-hydroxydopamine in ascending noradrenaline 
neurons> Occipital cortex 123 + 10 (5) 
HI 2 ug kainic acid in corpus striatum® Striatum 106 + 8 (10) 
IV 60 mg/kg i.p. 3-acetylpyridine Striatum 100 + 7 (5) 
Cerebellum 93+ 3 (5 
V X-irradiation of hippocampusd Hippocampus 106 + 3 (5 





а A complete hemisection at anterior 4.4 mm and lateral 0.0-3.5 mm. 
b 4x8 ug/2 ul 6-hydroxydopamine were injected bilaterally at: А —0.4 mm; L + 1.3 mm; V —1.9 and 


—2.9 mm (Bræstrup, 1977). 
* (Coyle and Schwartz, 1976). 


4 Rats received 200 r on day 0, 1, 3 and 5 after birth (Laurberg and Hjorth-Simonsen, 1977), and they 


were killed on day 14. 


* All results are the means + S.E.M. of (n) pairs of values. 
(Data from Bræstrup, Nielsen, Squires and Laurberg, 1978.) 
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Taste IV 


Reduced level of benzodiazepine receptors in rat substantia 
nigra after kainic acid 





Percentage of control, 
mean + S.E.M. 





Nigral Days Specific GAD . Dopamine 





kainic binding uptake in 
acid, ug striatum 
1 8 71 +6** 57 + 6** 21 $ Gere 
(6) (6) (6) 
0.75 25 59 + 5*** 83 48 57 + 6*** 
(3) (5) (5) 
1 50 57 + 8*** 59 + 9** — 
(5) (5) 





** p <0.01, ***p «0.001, 8-day experiments 
with *H-flunitrazepam, others with ?*H-diazepam. 

Male Wistar rats (numbers in brackets) received 
kainic acid in 1 yl saline, pH 6.5-7, into the left 
substantia nigra, zona reticulata. By macroscopic 
comparison with the Kénig and Klippel-atlas, the 
coordinates were estimated to, A, 2.2. mm; L, 2.0 
mm and 2.6 mm below zero. Rats received no 
injection in the right substantia nigra except for the 
experiments with 0.75 ug, where vehicle was 
applied. Glutamic acid decarboxylase (GAD) was 
assayed with 1-C'-glutamic acid as substrate and 
dopamine uptake in striatum was estimated on a 
crude synaptosomal preparation (Randrup and 
Bræstrup, 1977). 


Nicoll, 1978). Barbiturates can even antagonize 
effects of the GABA antagonist bicuculline 
(Bowery and Dray, 1976). 

The regional distribution of GABA-receptors 
with *H-GABA and *H-muscimol as ligands is 
reminiscent but still clearly different from the 
benzodiazepine receptor distribution (Young et 
al, 1976; Beaumont et al, 1978). 

In vitro, diazepam completely occupies the 
benzodiazepine receptors at a concentration of 
about 50 nM but much higher concentrations 
are needed to increase the apparent affinity for 
*H-GABA as well as decrease the number of 
*H-GABA receptors (Guidotti et al, 1978). 

Benzodiazepine receptors are not present in 
head ganglia of Crustacae (i.e. lobsters) which 
have been useful preparations for GABA 
receptor studies. 

The ontogenetic development of the benzo- 
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diazepine receptor preceds the development of 
GABA-receptors (Coyle and Enna, 1976). 

Finally potentiation of GABA-ergic trans- 
mission has not shown any ‘anxiolytic’ activity. 
The GABA-increasing drug amino-oxyacetic 
acid did not exhibit any anticonflict activity in 
animal tests, neither alone nor in combination 
with diazepam (Cook and Sepinwall, 1975). 
Further, sedation but no anticonflict activity 
was observed after increasing peroral doses of 
muscimol (Cook, L., personal communication), 
the most potent and selective GABA agonist 
available. The lack of effect of muscimol is 
probably not a consequence of poor penetration 
into the brain after p.o. administration since 
sedation occurs at high doses and central effects 
of muscimol p.o. can be demonstrated in other 
pharmacological tests (J. Scheel-Krüger, un- 
published). 


The Missing Endogenous Ligand 


We have extracted brain tissue at different 
pH, temperatures and with different solvents to 
find a presumed endogenous ligand for the 
benzodiazepine receptor. These studies have 
been inconclusive until now. Brain tissue 
contains a water-soluble factor which inhibits 
*H-diazepam binding to the brain membranes 
but this factor turned out to be a protein with a 
molecular weight of about 70,000, probably too 
high to be considered an endogenous ligand 
(Bræstrup et al, unpublished). 

Cerebrospinal fluid in general does not 
exhibit inhibitory activity. Four out of 15 
miscellaneous psychiatric patients without a 
history of benzodiazepine intake, however, 
exhibited weak inhibition in the benzodiazepine 
receptor assay (Nielsen and Bræstrup, un- 
published). Human urine exhibits appreciable 
inhibitory activity which we have not been 
able to purify to high specific activity (Squires 
and Nielsen, unpublished). 


Conclusion 


Brain tissue contains a single class of well- 
defined and well-characterized binding sites for 
pharmacologically active benzodiazepines. This 
receptor is probably the physiological target for 
the benzodiazepines. The most important tasks 
for future research seem to be (1) identification 
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of a putative endogenous ligand, (2) identifi- 
cation of the neurons carrying benzodiazepine 
receptors, i.e. by autoradiographic techniques 
witlr irreversible ligands or with refined lesion 
techniques, (3) demonstration of changes in 
receptor affinity, number or characteristics in 
patological or experimental situations. 
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The Benzodiazepine Receptor in 
Normal and Pathological Human Brain 


Ву Н. MÓHLER and Т. OKADA ~, : 
SUMMARY Benzodiazepines bind with high affinity to a specific 
- benzodiazepine receptor, which occurs exclusively in the central 
nervous system. The affinity of various benzodiazepines to the receptor 
closely parallels their pharmacological and therapeutic potency. 
Binding to the receptor -is stereospecific. The receptor is mainly 
localized in the' synaptic membrane fraction and has its highest density 
in cortical areas of the brain. In Huntington’s chorea a decrease in 
benzodiazepine receptor binding is found in caudate nucleus and 
putamen, which, at least in putamen, is due to a loss of benzodiazepine 
receptors apparently located on GABA neurones, which degenerate in 
Huntington’s chorea. The loss of benzodiazepine receptors might | 
explain why the ameliorative effects of benzodiazepines in the early 


stages of the disease are not sustained in the later stages. 


Introduction 


Despite the well-established clinical useful- 
ness of benzodiazepines in the treatment of 
anxiety, insomnia, seizures and muscle spasms, 
the site and molecular mechanism of action of 
this group of compounds is not clear. This 
report describes the presence of а selective 
benzodiazepine receptor in human brain, which 
appears to be the specific brain structure to 
which benzodiazepines are bound in order to 
elicit central actions. 

Using equilibrium binding techniques, which 
recently allowed the biochemical identification 
of neurotransmitter receptors (18), we incu- 
bated, as described by Mohler et al: (9), the 
non-soluble fraction of homogenates from 
previously frozen human post mortem tissue 
(1 mg protein) with 1.5 nM *H-labelled 
diazepam (specific radioactivity 14.2 Ci/mmole) 
in Krebs-Tris-Ringer-buffer pH 7.1 at 4°С. 
An identical assay was run in parallel, contain- 
ing in addition a high concentration (1 uM) 
of a pharmacologically potent benzodiazepine. 
After equilibrium between ligand and binding 
site was reached (15 min), the assay was 
terminated by filtration under vacuum. The 
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material on the filter was washed twice and the 
radioactivity bound to the material was 
counted. ' 

The difference in radioactivity bound to the 
tissue in the two parallel assays represents the 
amount of *H-diazepam displaceable by high 
concentrations of benzodiazepines and is termed 
‘specifically. bound’. Non-displaceable °Н- 
diazepam is called ‘non-specifically bound’. For 
saturation experiments the incubation contained 
increasing concentrations of #H-diazepam (0.5— 
10nM). ^ 

Postmortem brain tissue from control patients 
who .died of various heart diseases with no 
disorder of the central nervous system (CNS), 
was obtained from the Institute of Pathology, 
Basle. Huntington’s chorea brain tissue and the 
respective controls were kindly provided by 
Dr E. Bird, Addenbrooke’s Hospital, Cam- 
bridge, England. Keeping the tissue stored 
frozen did not alter the binding characteristics 
of the benzodiazepine binding site (14). For the 
subcellular distribution studies, non-frozen tissue 
was used immediately after dissection of the 
brain. 

In order to establish that specific binding of 
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*H-diazepam represents an interaction-with a 
pharmacologically meaningful brain structure 
(receptor), several criteria have to be fulfilled: 
(1) There should be only a limited number of 
specific binding sites, i.e. the specific binding 
sites should be saturable with increasing ligand 
concentration. (2) A high affinity binding site 
would be expected in view of the high potency 
of some benzodiazepines in vivo. (3) The 
affinity of different benzodiazepines, including 


stereoisomers, to the binding site should parallel - 


their pharmacological and therapeutic potency 
in vivo. (4) Assuming that the specific binding 
site plays a role in synaptic transmission, one 
would expect, among different subcellular 
fractions, an enrichment of the binding site in 
the synaptic membrane fraction. (5) Due to the 
neuronal heterogeneity of the brain an uneven 
distribution of the binding. site would be 


expected. 


High affinity binding to a specific CNS receptor site 

Provided benzodiazepines are bound to 
specific binding sites in the central nervous 
system, these sites should be saturable with 
increasing «ligand concentration. In homo- 
genates of human cerebral cortex . specific 
binding of *H-diazepam was found to be 
saturable with increasing *H-diazepam con- 
centration (Fig la), involving a single popu- 
lation of binding sites with an apparent dis- 
sociation constant for diazepam Kp = 7.0 + 
0.8 nM, as shown by Scatchard plot analysis 
(Fig 1b). All benzodiazepines appear to be 
bound to that site, since various benzodiaze- 
pines—clonazepam,  triazolam,  flurazepam, 
chlorazepate, chlordiazepoxide, diazepam— 
were found to inhibit specific binding of 
*H-diazepam to the binding site in a com- 
petitive fashion (14), as illustrated for clonaze- 
pam in Fig 2. , 

The high apparent affinity of diazepam to the 
binding site appears to be in the range expected, 
in view of the high in vivo potency of the drug, 
as judged from animal studies. In the cat, in 
which the regional brain concentration of 
diazepam is known, the minimal effective dose 
of diazepam enhancing the presynaptic inhi- 
bition in spinal cord (0.1 mg/kg i.v.) results in 
an initial (1 min), maximal brain concentration 
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Fic -1a.—Saturation of *H-diazepam specific binding. 
Homogenates from human frontal cerebral cortex (1 mg 
protein) were incubated in triplicate at 4°C for 15 min in 
2 ml Krebs-Ringer-Tris-buffer pH 7.4 containing 0.5 to 
10 nM ?H-diazepam in the absence and presence of high 
concentrations (1 ЫМ) of unlabelled diazepam. The 
points are the means of triplicate determinations with 
SEM <3 per cent. 
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Fra 1n.—Scatchard plot of *H-diazepam. specific binding. 
The data of Fig 1а were plotted according to Scatchard. 
Bound = pmole specifically bound *H-diazepam per mg 
protein; free = concentration of unbound *H-diazepam in 
the incubation medium (nM). The apparent dissociation 
constant obtained using frontal cerebral cortex from four 
different brains was Кр = 7 0 + 0 8 nM, the maximal 
specific binding 1.2 + 0 2 pmole/mg protein. 


of about 1-2 uM of diazepam. However, in 
analogy to the diazepam distribution, in blood 


(1), possibly only about 1 per cent of the 


diazepam present in.the brain represents the 
pool of free drug, which would amount to 
10-20 nM diazepam. This concentration is in 
the range expected, assuming that its action is 
mediated via a binding site with an apparent 
affinity for diazepam of 7 nM. This argument is 
strengthened by the fact that, at least in man and 
rat, the apparent affinity of diazepam to the 
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Fic 2.—Competitive inhibition of "H-diazepam specific 
binding by clonazepam. Homogenates of human frontal 
cerebral cortex (1 mg protein) were incubated at 4°C for 
15 min with *H-diazepam (0 5 to 10 nM) and a fixed 
concentration of clonazepam in the absence and presence 
of 1 uM diazepam. The points are the means of triplicate 
determinations with SEM <3 per cent. The experiment 
was replicated three times. 


binding site is rather similar throughout the 
brain, and there appears to be no species 
difference in the affinity.to the binding site 
(Table Т) (2, 9). 


Main localization of the receptor 

There is no uptake of diazepam into cells (rat 
cortical slices) at low concentrations'(up to 
10-* M), suggesting a site of action for benzo- 
diazepines on the cell surface rather than 
within the cell. This argument is supported by 
the subcellular distribution of ?H-diazepam 
specific binding in human frontal cerebral 
cortex (14). Subcellular fractions were obtained 
by differential centrifugation of the tissue 
homogenate according to Zukin et al (20). The 
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TABLE 1 
Benzodiazepines: Comparison of their affinity to ths 
benzodiazepine binding site in human cerebral cortex with 
thsir therapeutic and pharmacological potencies 


Correlation with the dis- 
placing potency in °Н- 





Benzodiazepine action 








(n = 12-16) diazepam binding in man* 
Correlation 
coefficient Significance 
r p 
Displacing potency in 
*H-diazepam binding in 
rat cerebral cortex, Кц 0.99 «0.0001 
Muscle relaxant action 
ш cat, ED min 0.92 <0.0001 
Antagonism of pentetrazol 
induced convulsions in 
mice, EDs, 0.90 «0.0001 
Average therapeutic 
dose**, including 
medazepam, pmol/d 0.79 «0.005 
Average therapeutic 
dose** without 
medazepam, pmol/d 0.83 «0.005 





n = number of benzodiazepines used in the corre- 
lations. 

* The data are taken from Mohler et al (11), where 
the potency values for individual benzodiazepines are 
given. У 

жж The dose recommended by the manufacturers 
for the use of benzodiazepines as anxiolytics and/or 
hypnotics, was used except clonazepam which is 
exclusively used as anticonvulsant. For details, see 
ref. 9. 


amount of *H-diazepam specifically bound was 
highest (166 + 17 fmole/mg protein) in the 
crude synaptosomal fraction (P,) containing 
pinched off nerve terminals and mitochondria. 
When the synaptosomal “fraction із’ lysed by 
hypoosmotic shock, a crude synaptic membrane 
fraction can be obtained by differential centri- 
fugation, which shows an equally high amount 
of specifically bound *H-diazepam (157 + 22 
fmole/mg protein). Thus, the benzodiazepine 
binding site in human frontal cerebral cortex 
appears to be mainly localized in the synaptic 
membrane fraction. The crude nuclear fraction 
(P,) and the crude microsomal fraction (Р,) 
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contained a much smaller amount of specifically 
bound *H-diazepam (81 + 16 and 99 + 18 
fmole/mg protein). 


Correlation between receptor affinity and therapeutic 
potency ` 

On the assumption that the therapeutic and 
pharmacological potency of benzodiazepines 
parallels their affinity to the benzodiazepine 
receptor site, the pharmacologically potent 
benzodiazepines should have a much higher 
affinity than the weaker ones. As a measure of 
the affinity, we determined in homogenates of 
human frontal cerebral cortex the dose of 
various benzodiazepines resulting in half- 
maximal displacement of specifically bound 
3H-diazepam from the binding site (Fig 3). 


Bromazepam 
| 100004 Diazepam Бире 
с Chiordazepoxida 
Э 8000 | NS 
Clonazepam 4 a 


о юе о“ 0 о DL 0" 
[Drepiecing agent] M 

Fic 3.—Potency of different benzodiazepines in displacing 
*H-diazepam specifically bound. Homogenates of human 
frontal cerebral cortex were incubated with 1 5 nM 
'H-diazepam and increasing concentrations of various 
benzodiazepines. The points are the means of triplicate 
determinations with SEM <3 per cent. The K,-values 
from three different experiments are given in Fig 4. 


The displacing potencies of various benzo- 
diazepines, represented by their K,-values 
correlate highly significantly not only with their 
pharmacological potency in several animal test 
systems predictive of clinical effectiveness, but 
also with their therapeutic potency in man 
(Table I) (2, 9, 10, 11, 14, 19). There is a 
very close correlation between the affinity of 
benzodiazepines to the binding site and their 
muscle relaxant action (cat) (Table I). Like- 
wise, the anticonvulsant potency of benzo- 
diazepines (anti-pentetrazol, mice) correlates 
highly significantly with the affinity of the 
benzodiazepines to the binding site (Table I). 


Most remarkably, there is a good correlation 
between the affinity of benzodiazepines to the 
binding site and their therapeutic potency as 
anxiolytics and/or hypnotics in man (Table I, 
Fig 4). There is a less good correlation between 
the binding affinity and the potency of benzo- 
diazepines in animal tests considered to reflect 
the sedative properties of benzodiazepines, such 
as the inhibition of electric shock induced 
fighting of mice (correlation coefficient r = 
0.75, p <0.005) and the impairment of mouse 
rotarod performance (г = 0.59, p <0.05). 
There is no significant correlation with the 
inhibition of electric shock-induced convulsions 
in mice, the taming action in vicious monkeys 
and the performance of rats and squirrel 
monkeys in conditioned avoidance tasks. 

The comparison of in vitro with in vivo poten- 
cies of benzodiazepines seems to be justified. A. 
dominant contribution from metabolites to the 
in vivo potency in man would be expected only 
in the case of medazepam, the only benzo- 
diazepine known whose main metabolite in man 
is more potent than the parent compound 
itself. The hypothetical in vivo potency of 
unmetabolized medazepam would be less than 
that shown in Fig 4, bringing the point closer 
to the regression line. Not surprisingly, without 
medazepam the correlation between the affinity 
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Diaplacing potency in 9H-drazepam spec binding, K, (nM) 


Го 4.—Correlation between K,-values for the inhibition 

of ?H-diazepam specific binding by various benzo- 

diazepines and their average therapeutic dose (the dose 

recommended by the manufacturers for their use as 

anxiolytics or hypnotics was used). Correlation coefficient 
r = 0.79 (Р « 0.005). 
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of the benzodiazepines to the binding site and 
their therapeutic potency is improved (corre- 
lation coefficient r = 0.83 as compared with 
г = 0.79 when medazepam is included). Thus, 
even the exception proves the rule. The absorp- 
tion of different benzodiazepines from the 
gastrointestinal tract is expected to be similar 
for this chemically rather homogeneous group 
of compounds. A correlation of binding affinity 
to the potency in different species is not sur- 
prizing, since the affinity of various benzo- 
diazepines to the benzodiazepine binding site 
was found to be similar at least in human, rat 
and calf brain (Table I) (10, 11, 19). 

The pharmacological activity of benzo- 
diazepines containing an asymmetric carbon 
atom (C-3), is highly stereospecific, with most 
of the activity residing in the (+) enantiomers. 
Accordingly, on the assumption that the 
pharmacological potency parallels the affinity 
for binding to the benzodiazepine binding site, 
the (+) enantiomers should have a much 
higher affinity than the (—) enantiomers. We 
found (9) that the (+) enantiomer of a benzo- 
diazepine (Ro 11-6896) had a 700 fold higher 
displacing potency than the corresponding, 
pharmacologically weak (—) enantiomer (Ro 
11-6893), as shown by their K,-values in 
inhibiting specific *H-diazepam binding (Fig 5). 

Since benzodiazepines are centrally active 
drugs with negligible action in the periphery, a 
restriction of the benzodiazepine receptor to the 
CNS would be expected. Although benzo- 
diazepines are bound to some structures 
outside the CNS, e.g. albumin, the characteris- 
tics of binding are fundamentally different from 
those in the CNS: the most potent benzodiaze- 
pines have binding affinities to serum albumin 
1/10,000th of that in the CNS; in addition, 
benzodiazepines are displaceable from albumin 
by L-tryptophan (13), in contrast to the binding 
site in cortex. Benzodiazepine binding in rat 
kidney, liver and lung also differs fundamentally 
from that in rat cortex (3). No diazepam binding 
binding to erythrocytes (13) or skeletal muscle 
has been observed (3). 

Thus, the close correlation between the 
affinity of benzodiazepines to the cerebral 
binding site and their therapeutic potency as 
anxiolytics and hypnotics, or their pharma- 
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Fic 5.—Stereospecificity of ?*H-diazepam specific binding: 

Homogenates from human frontal cerebral cortex (1 mg ` 
protein) were incubated at 4?C for 15 min in 2 ml Krebs- 
Ringer-Tris-buffer pH 7.4 containing 1.5 nM °Н- 
diazepam and increasing concentrations of the S- or 
R-enantiomer of a benzodiazepine (5-(0-fluorophenyl)- 
1, 3-dihydro-1, 3-dimethyl-7-nitro-2H-1, 4-benzodiazepine- 
2-опе). The points are the means of triplicate deter- 
minations with SEM <3 per cent. The K-values 
obtained from three different brains are K, = 4.3 + 0.2 
nM for the (+) enantiomer (S-enantiomer) and Ку = 
2800 + 30 nM for the (—) enantiomer (R-enantiomer). 

For details, see ref. (11). 


cological potency as muscle relaxants and 
anticonvulsants, presented in this section, 
suggests that the benzodiazepine binding site 
identified in in vitro binding studies in the brain 
represents the site of central action of benzo- 
diazepines, which seems to be involved in 
mediating the anxiolytic, hypnotic and anti- 
convulsant action of benzodiazepines. ‘This 
conception is supported by displacement studies 
in vivo, which also show a parallelism between 
pharmacological potency and binding affinity 
of benzodiazepines in the brain (4). 


Regional distribution of the benzodiazepine receptor 

In order to investigate whether the benzo- 
diazepine binding site has different binding 
properties in different brain regions, the 
density of these sites and their apparent affinity 
constant (Kp) for diazepam were determined in 
various regions of human brain (Table IT). The 
apparent affinity of diazepam was rather 
similar in all brain areas tested, suggesting that 
the affinities of benzodiazepines to the benzo- 
diazepine binding site throughout the brain 
are similar to those determined in frontal 
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cerebral cortex (9). However, there is a 24-fold 
variation in the density of the benzodiazepine 
binding site in human brain with the highest 
values in cerebral and cerebellar cortex, 
followed by areas of the limbic system, the 
basal ganglia and the brain stem (Table II). 
Thus, the impact of benzodiazepine treatment 
on neuronal events might be most pronounced 
in cortical areas, assuming similar concen- 
trations of free drug in all brain areas. 


TaBrz II 
Maximal specific binding and apparent dissociation constant 
of diazepam in various regions of human brain 





Brain region Max. spec. binding Kp 
(fmol/mg protein) (nM) 
Cerebral cortex . 

' frontal 1 200 + 200 7.0 40.8 
precentral 1200 + 200 7.5 + 1.9 
postcentral 1110 4 '60 7.0 + 1.0 

Cerebellum ' 
cortex 730 + 70 5.8+0.8 
vermis 720 + 90 8.0 4 2.9 

Amygdala 720 + 100 6.7+1.5 

Hippocampus 610 + 50 6.54+1.4 

Hypothalamus 520 + 40 8.2+0.6 

Nucleus accumbens 430 + 40 6.5+0.8 

Thalamus 410 + 50 8.74115 

Nucleus caudatus 380 60 8.5 + 1.3 

Putamen 360 + 60 6.8 + 0.9 

Globus pallidus 300 + 10 6.2 + 0.8 

Substantia nigra 290+ 50 10.6 + 4.1 

Tegmentum 180+ 40 10.1 + 3.3 

Dentate nucleus 160 + 30 8.7 + 4.3 

Olive 160 + 30- 14.1 + 2.9 

Pons ; 160 + 10 14.2 +3.0 

Medulla oblongata 150+ 50 21.9+9.1 

Corpus callosum 50 + 10 6.44+ 1.9 


Homogenates of different regions from human 
brain were incubated as described in the text. Specific 
binding of ?H-diazepam was plotted according to 
Scatchard in order to obtain the apparent dissocia- 
tion constant Ky, and the value of maximal specific 
binding. The data are the means + SEM from four 
different brains. 


Loss of benzodiazepine receptors in Huntington’s 
chorea 

In an attempt to determine on which types of 
neurons benzodiazepine receptors may be 
localized, binding studies were performed in 
different regions of post-mortem brain of 
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patients who died with the neurodegenerative 
disease of Huntington’s chorea. The most 
characteristic neuropathological change of this 
disorder is a diffuse loss of neurons, most 
notably in the striatum (21). It was found that 
*H-diazepam specific binding was markedly 
reduced in Huntington’s' chorea brains in 
putamen and caudate nucleus as compared to 
control brain. In those regions of Huntington’s 
chorea brains which are not known to be 
appreciably affected with neuronal cell loss, like 
frontal cerebral cortex, cerebellar cortex, thala- 
mus and dentate nucleus, there was no signi- 
ficant change in benzodiazepine receptor bind- 
ing, as compared with respective control 
regions (15). Thus the loss of benzodiazepine 
receptor binding in putamen is most likely due 
to a degeneration of neurones carrying benzo- 
diazepine receptors. In putamen a loss of 
GABAergic and—in some patients—of cho- 
linergic neurones is known to occur, as shown by 
the decrease in the respective marker enzyme 
activities, glutamic acid decarboxylase (GAD) 
and choline acetyl transferase (CAT) (21). A 
comparison between benzodiazepine receptor 
binding and GAD- and CAT activity suggests a 
localization of the benzodiazepine receptor on 
GABA neurons (15). 


The reduction in benzodiazepine receptors 
binding in putamen and caudate nucleus of 
Huntington's chorea patients may explain why 
the ameliorative effect of benzodiazepine treat- 
ment in the early stages of the disease is not 
sustained in later stages (17). ' 


Are benzodiazepine receptors involved in neuronal 
transmission? 


There is good electrophysiological evidence 
for the influence of benzodiazepines on GABA 
mediated neuronal events (5, 7, 16). Although 
in vitro binding studies and electrophysiological 
studies suggest that benzodiazepines are not 
bound to the GABA receptor site (6, 10, 12, 19, 
20), an enhancement of GABA-ergic synaptic 
transmission by benzodiazepines or a blockade 
of the GABA-antagonistic action of bicuculline 
by benzodiazepines have been found, depending 
on the brain area (8). Biochemically, there 
is evidence (see above), that, at least 
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in putamen, GABA neurons carry benzodiaze- 
pine receptors. 

It remains to be demonstrated however that 
benzodiazepine receptors are associated with 
GABA synapses either pre- or postsynaptically. 
Furthermore, it has to be clarified whether 
benzodiazepine receptors are restricted to 
GABAergic synapses or show a wider pattern of 
distribution. The exact autoradiographic loca- 
lization of the benzodiazepine receptor may 
help to clarify these points. 

It cannot be excluded at present that, apart 
from benzodiazepines, a yet unknown brain 
constituent acts as physiological ligand of the 
benzodiazepine receptor. However so far, apart 
from benzodiazepines no other ligand has been 
found for the benzodiazepine receptor among 
known and putative neurotransmitters, drugs 
and other known brain constitutents (2, 10, 11, 
14, 19). In any case, a function for the benzo- 
diazepine receptor in neuronal transmission 
would be in accordance with its enrichment in 
the synaptic membrane fraction (see above) and 
its virtual absence in white matter (Table II). 
Thus the elucidation of the function of the 
benzodiazepine receptor may help our under- 
standing of disorders ameliorated by benzo- 
diazepine treatment. 

It is remarkable that meprobamate and 
barbiturates, despite pharmacological similari- 
ties with benzodiazepines, are not bound to the 
benzodiazepine receptor. 
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Book Reviews 





Tranquillity Denied: Stress and its Impact 
Today. By AnrHony Horpern. Sydney, Aus- 
tralia: Rigby. 1976. Pp 489. £12.50. 

This book is a most impressive achievement, both 
because of the breadth of its scope and because of its 
very readable style. 

The first two authoritative chapters give a spine 
chilling view of technology’s accelerating momentum, 
and affluence and its concomitants, as well as making 
it very clear why we live in ‘an age of anxiety’. For 
those who lke the Emperor Nero enjoy harping on 
things while Rome burns, there is a wealth of 
fascinating statistics and quotations in these chapters. 
For example pollution is termed the crisis of the 
1970’s, so that even by the beginning of this era the 
standard of hving in some parts of America had 
produced levels of contamination of the air, food and 
water that made Califormans unfit for human 
consumption. Their bodies contained amounts of 
pollutants such as D.D.T. which exceeded the limits 
in force for food products. We must conclude that not 
only is eating people wrong, but it can seriously 
damage your health! 

The third chapter ‘The future of spaceship earth’ 
might more reasonably have been called ‘stop the 
world I want to get off’. The computerized models of 
hopelessness produced by the Club of Rome’s project 
called ‘The Predicament of Man’, make one fervently 
hope that their statistics are fallible. It does however 
make the point that the problem is a challenge to the 
present generation, and cannot be passed on to the 
next. One can only wish these prophets well in their 
attempts to convince governments that a deliberate 
attempt to reach an enduring state of equilibrium by 
planned measures, rather than by chance or cata- 
strophe must ultimately be founded on a basic change 
of values and goals at individual, national, and world 
levels. Like the Club of Rome itself the reader is 
encouraged to adopt a posture of ‘grave concern’ but 
not despair. 

The fourth chapter highlights the problems of what 
is termed the ‘Techno-society’. At one end of the scale, 
disease control has led to a population explosion. At 
the other, abuse of the possibilities of communication, 
particularly by television, has led away from the idea 
that ‘Nation shall speak unto Nation’ to one where 
there is a surfeit of violence and other aggression and 
tension producing material. 
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The next chapter is an interesting exploration of 
the ‘family under pressure’, in which the present state 
of marriage, the problems of increasing isolation in 
the aged, and the changing roles of both men and 
women are considered. In particular there is an 
especially good discussion of the increasing level of 
maternal deprivation which results from treating 
childbirth as an illness, with the resulting neo-natal 
trauma emphasized by Leboyer, and damage to 
maternal infant-bonding described by Bowlby. With 
this background it is not surprising that increasing 
numbers of the population are turning to non- 
medical tranquillisers such as alcohol, nicotine and 
cannabis, which are all dealt with in considerable 
detail. 

Less detailed however is the chapter on ‘stress and 
disease’. After a brief introduction on psychosomatic 
illness and the possible links between stress and 
coronary heart disease, other associations between 
emotional disturbance and organic diseases are 
virtually dismissed. 

Chapter eight gives a broad view of health services” 
in many countries, which the author is uniquely 
qualified to do, having lived and worked in Great 
Britain, United States and Australia. It seems to 
make the point that in none of them are both doctor 
and patient entirely happy with the prevailing system. 
In considering ‘the doctor’s task’ the author ela- 
borates one of his main themes that there is over 
emphasis, both in training and in practice, on 
intensive care of the hospitalized patient, to the 
neglect of the long term needs of patients as people 
and under-valuing of the skills of communication. 
Whether psychiatry in general, and psychopharma- 
cology in particular, are themselves under-valued as 
is suggested, is more debatable. After leading us 
through ‘the psychotropic jungle’ and highlighting the 
vast international increase seen in psychotropic drug 
consumption, as well as the problems which both 
the family doctor and patient are experiencing with 
these drugs, and the increase in self poisoning which 
is occurring, it is difficult to agree with the sweeping 
statement that psychopharmacology is one of the 
most hopeful fields of medical advance. 

What is more hopeful is the idea raised in the very 
last part of the book that the world needs a fresh 
value system in which ‘masculine’ technology is 
curbed and ‘feminine’ qualities are prized, with less 
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emphasis on productivity and more on creativity. 
Here as in many other sections, the book has an 
important point to make and makes it very well. 


MALCOLM CARRUTHERS, Director, 
Clinical Laboratories, The Maudsley Hospital, London 


Hypnosis and Behaviour Modification: Imagery 
Conditioning. By WILLIAM S. Krooer. Oxford: 
Blackwell Scientific Publications. 1977. Pp 406. 
£16.80. 


This book introduces the topic in a clear and 
readable way, by a series of concise definitions and 
clear expositions of major theoretical views. These 
are followed by helpful sections on the preparation of 
the subject for hypnosis and on the variety of hypnotic 
techniques. The discussion broadens into related 
procedures such as autogenic training and biofeed- 
back and there is a useful discussion of autohypnosis. 

Unfortunately the work loses much of its pristine 
clarity as 1t continues and the extensive sections on 
clinical applications become muddled and repetitive. 
The author would have been better advised to 
exclude this entire section from the work since he has 
covered the matter in a second book which appeared 
since the first edition of the present work. | 

Most of the sections are well referenced which is of 
advantage to the serious student and researcher. 


Hypnosis in Practice: Its Application in Stress 
and Disease. Ву Н. Lawrence Suaw. London: 
Baillitre Tindall. 1977. Pp 138. £2.75 (limp- 
back). 

This small book, produced in limp cover, is 
intended to be an introductory work on the topic for 
interested practitioners. It has the merit of brevity, 
there are some useful references and on the whole the 
topic is dealt with clearly. 

However, I would not be able to recommend it to 
my own students, for the emphasis given to induction 
techniques is too heavily weighted with active 
instructions instead of passive suggestions. To inform 
a subject attempting to enter a hypnotic trance that 
he must raise his right index finger when he has a 
clear mental image of some scene clearly mihtates 
against the easy passage into the hypnotic state. The 
better alternative is a suggestion that a hand or 
finger will twitch or move when such a scene is 


visualized. 


РнплрР SNAITH, Senior Lecturer and 
Honorary Consultant Psychiatrist, 
Leeds University 
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Artificial Intelligence and Natural Man. By 
Maroaret Bopen. Hassocks, Sussex: Harvester 
Press. 1977. Pp 537. £13.50 (cloth), £4.95 
(paper). | | 

Enthusiastic testimonials on the dust-cover of a 
book may tend to make a reviewer feel de trop. 
However, it should be said that in this case at least 
the enthusiasm is fully warranted, and that this is 
indeed a book which merits very wide circulation. 

Dr Boden defines artificial intelligence as the use of 
computer programs and programming techniques to 
cast light on the principles of intelligence in general 
and human thought in particular. Thus the book’s 
central concern is with questions usually considered 
in the context of psychology and cognate disciplines, 
concerning for instance language, creativity and 
personality. The coverage and discussion of current 
and previous work is thorough and illuminating. It is 
also readily assimilable, partly because of the author’s 
limpid, jargon-free prose, partly because of the book’s 
organization. No previous knowledge of computing is 
assumed. Instead, after a short introduction, two 
chapters are devoted to outlining a particular com- 
puter program, Colby’s simulation of a neurotic 
process, and to discussion of the program’s strengths 
and weaknesses. The following chapters adopt the 
same strategy of introducing general and abstract 
discussion via the description of particular programs. 
The consequence is that the book is stimulating and 
informative for the specialist and non-specialist alike. 


GREGORY V. Jones, Research Fellow, 
Department of Experimental Psychology, University of Oxford 


Meaning and Void: Inner Experience and the 
Incentives in People’s Lives. By Enric 
Kuroer. Minneapolis: University of Minnesota 
Press. 1977. Pp 364. $16.50. 

It can be daunting to review a 400-page book at the 
end of which no less than 600 references are given: 
the more so if the topics they refer to take one from 
learning theory to clinical psychiatry passing through 
social psychology, drug addiction, suicide and 
psychotherapy. 

Professor Klinger’s avowed intention is to write a 
‘book about people’s sense that their lives are 
meaningful, about the conditions under which 
people feel that way and about the conditions that 
erode that feeling’ (p 3). This is plain enough. Indeed 
in this quotation the general structure of the book is 
laid out. 

The author starts by discussing the notion of 
meaning. Soon, however, it becomes clear that 
meaning is considered by him as tantamount to 
‘incentive’. This term, central to his whole argument, 
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is defined in general terms. ‘An incentive is any 
object or event that tends to attract a person’ (p 6). 
Incentives thus constitute a kind of primum mobile. The 
presence, erosion or absence of incentives will 
determine whether you are with it or whether you 
become depressed or, if the worst comes to the 
worst, you do yourself in. 

Some, with an iconoclastic mood, may well 
challenge this pedestrian truth and ask what is the 
evidence for it or, what is more important, what can їп 
principle count as evidence. For Klinger 138 Ameri- 
can students talking about the importance of meaning 
in their lives may not be very relevant to under- 
standing what makes the rest of mankind tick, 
principally those people not yet imbued by the 
Western ethos. Nor indeed the claim that 'psych- 
iatrically disturbed individuals report a lower sense 
that their lives are meaningful’ (p 9) 1s of any rele- 
vance to the problem of whether indeed people need 
to see some meaning in their lives in order not to be 
depressed. 

The fact of the matter is of course that this kind of 
hypothesis cannot be disproven. Not that I need to 
lean here on the Popperian canon to see that once 
you define incentive and meaning as Klinger does 
then you cannot really demonstrate that it is possible 
to live happily without incentives. Nor, per contra, 
demonstrate that someone who is suicidal still has 
incentives left, but wants to kill himself for some other 
positive reason. And you cannot do that because 
ex-hypothesis, to be suicidal is to have no incentives. 

Chapter 3 on ‘incentives and emotions’ is a 
standard reviews of ideas on emotions and the 
usual names from McDougall and Marañon to Olds, 
Gray and Schachter are paraded. 

The next three chapters deal with the vicissitudes of 
value and its association with incentives. ‘Downs in 
the value of incentives’ can play havoc with individual 
lives, and aggression, anger, frustration and depres- 
sion follow this central loss. 

In the section on depression, the expected refer- 
ences to Beck, Seligman and Lewinsohn are found. 
A view of depression based on learning is accepted 
and a therapy of depression ‘concerned with identify- 
ing losses that may be responsible’ and ‘helping 
patients to accept their depression as a natural, 
adaptive process’ is put forward. 

But depression is not the only consequence of 
‘losing’ incentives. In chapter 6 we find that ‘aliena- 
tion, futility and discontent’ are also the result of this 
proces. Cumming and Henry’s ‘disengagement 
theory’ also appears in this chapter. Klinger concludes 
that ‘much of what have seemed to be natural 
psychological deficits of ageing are in fact the 
consequences of the incentive systems with which our 
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modern aged are surrounded’ (p 233). The evidence 
he presents to prove this point is extremely jejune. 

The next chapter, under the baffling title ‘tamper- 
ing with the message system’, soon is found to refer to 
less dramatic matters. In fact it deals with the various 
ways in which people try to improve the quality of 
their emotions: by drugs, spiritual exercises, and 
manipulation of all kinds. 

Chapter 8, entitled ‘Self-Annihilation’, touches 
upon yet another consequence of the failure in the 
system of incentives: suicide. The accustomed 
references, names, statistics and explanatory models 
are forwarded. Then we are told that what Durkheim 
really meant (How could it be otherwise?) by his 
notion of anomie was the failure of the incentive 
system in society. 

After a general summary the book comes to an end. 
The question as to whether psychiatrists should, 
profitably, read this book cannot be answered 
unequivocally. To those psychiatrists who already 
hold a motivational view of most psychiatric ailments 
the book says nothing new. To those who weary of the 
excessively cognitivistic aspects of this kind of 
hypothesis and believe that there is no need of con- 
structs such as incentive systems, operating either at a 
conscious or unconscious level, this book will sound 
ма у and irrelevant. After all, we do not even know 
whether the phrase ‘zest for life’ represents the out- 
come of some kind of psychological process or is only a 
poetic licence, inspired by the Western Value System, 
to describe the behaviour of those who get on with 
their lives. 


G. E. Berrios, Department of Psychiatry, 
University of Cambridge 


Psychoanalysis and Behaviour Therapy: 
Toward an Integration. By PauL L. WAOHTEL. 
London: Harper & Row. 1977. Pp 292. £11.25. 

This book is written by a psychodynamically 
orientated psychologist who has spent considerable 
time working with behaviour therapists and examin- 
ing their practice from the viewpoint of his own 
training. He first reviews the history of psychoanalysis 
and examines the way in which the original insights 
of Freud have been modified by his successors. He 
welcomes the open-mindedness demonstrated by some 
theoreticians and comments that ‘excessive certainty 
is the most serious difficulty that has plagued psycho- 
analysis’. He sees that a narrow Freudian view of the 
role of the past as the only relevant consideration in 
present functioning is a major obstacle to integration 
of analytic and behavioural psychotherapy. His view 
is that over and above acquiring insight into early 
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childhood fantasies about interpersonal relationships 
it is important that the individual be desensitized to 
the current anxieties which preclude effective 
functioning in adult roles. 

He warns that one should not simply look at either 
psychoanalytic or behavioural approaches and 
re-interpret the activity in the language of the other 
practitioner. The differences are more than semantic 
and represent differing attitudes, emphases and 
approaches. 

His main argument is that observation of experi- 
enced practitioners in either field demonstrates that 
consciously or unconsciously they are using techni- 
ques which are perfectly familiar to their counterparts. 
What is necessary is a recognition of these techniques 
and dissemination to all the practitioners so that they 
can be used in the best interests of the patient. 

The ideas expressed in this book are of interest and 
importance to anyone who has not committed himself 
irretrievably to one point of view—and who amongst 
us will be prepared to Б to such prejudiced 
tunnel vision? 

Sad to say the book is by no means easy to read. 
It may be that it is only this pedantic British reviewer 
who is irritated by having to continually reintegrate the 
split infinitives, worry about practicing his techniques 
and deciphering M & M*, but surely most readers 
would find that the flow of the narrative was impeded 
by the many explanatory footnotes of great length 
(occasionally extending on to the next page); there 
were 32 on the first 60 pages and this rate continued 
throughout the book. 

This is a book well worth reading and thinking 
about and would provide an ideal introduction to a 
series of seminars on the theme. 


С. P. SEAGER, Senior Lecturer in Psychiatry, 
Whiteley Wood Clinic, Sheffield 


* I understand that M & M's are the American 
equivalent of ‘Smarties’. As is well known, footnotes are 
compelling reading and obsessionally difficult to reject. 


Self-Help and Health: Mutual Aid for Modern 
Problems. By Davi» Ковімвом and STUART 
Henry. London: Martin Robertson. 1977. Pp 
164. Price £5.85. 


‘Self-help’ has been hailed by some as a veritable 
health revolution, the beginnings of a new social 
movement or as the forerunner of a new era of self- 
determination. It has been described as an alter- 
native movement opposed to the professional health 
care services which are charged, by Illich for example, 
with ‘expropriating the power of the individual to 
heal himself or to shape his own environment’. 
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The authors, both sociologists at the Institute of 
Psychiatry, on the basis of interviews and corre- 
spondence with members of self-help groups, obser- 
vation of meetings, informal discussion and evaluation 
of groups’ literature as well as that of other commen- 
tators, have compiled this study of the activity of 
self-help and its relation to health and illness. The 
groups discussed range from Alcoholics Anonymous 
and Depressives Associated to Paedophile Informa- 
tion Exchange. Forces behind the establishment of 
such groups are examined. Disillusionment with 
health care agencies, particularly where long-term 
problems not susceptible to a rapid ‘cure’ are 
concerned, together with a recognition of the value of 
mutual help and the role of the media in assisting 
groups to grow are prominent themes. The consider- 
able problems of definition are discussed and the 
authors conclude that essentially ‘self-help’ means 
‘self-run’, 

An interesting paradigm for ‘normal’ and ‘ab- 
normal’ problems is presented and a series of chapters 
trace the experiences of individuals and the processes 
they seem to share before, during and after their 
involvement with self-help organizations, The cul- 
mination of this participation for some amounts to a 
transformation where self-help becomes a way of life. 

The concluding chapter examines the social and 
political implications of self- -help and its relationship 
to the professional health services. The ambiguities 
and potential for conflict therein are well assessed. An 
intriguing paradox is described where the essence of 
self-help groups can be undermined when official 
patronage and money are bestowed upon them, with 
a consequent need for evaluation and then control to 
ensure that the money is well spent. The limitations 
of self-help are considered in response to the question: 
‘Are self-help groups the vanguard of the health 
revolution or the rear-guard of the medical establish- 
ment?” 

This book is succinctly written and well argued, and 
will interest those who have a concern for the place of 
health care in society. 


G. SZMUKLER, Lecturer in Psychiatry, 
Royal Free Hospital School of Medicine, London 


Rape Intervention Resource Manual. Compiled 
by Patrick Moss. Springfield: C. C. Thomas. 
1977. Pp 287. $14.75. 

Anyone who has had the task of helping to establish 

a voluntary project using untrained staff will know 

what a daunting task it is. Currently in the United 

States there is the widespread growth of Rape Crisis 

Centers, organizations set up wholly or partly to 

advise women who have been raped. This book sets 
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out to provide assistance and information to the 
established centres (54 U.S. ones are listed) and to 
individuals thinking of starting one. It is compiled by 
an educationalist who has collected training manuals 
and suggestions from as many RCCs as he can and 
advises on the formalities of setting up a Center, 
establishing a training programme which includes 
teaching counsellors how to interview, suggested 
medical and legal procedures, and ‘hints on self 
protection’. Unfortunately the book is very American 


and it is doubtful whether some of its advice сап be: 


transferred overseas; it is also tedious to read. 
Nevertheless it is a mine of information, a book with a 
very circumscribed function and anyone setting up 
courses for volunteer counsellors of any type might 
find useful information in it. 


Joun Gunn, Director, Special Hospitals Research Unit, 
Institute of Psychiatry, London 


Manic-Depressive Illness: History of a Syn- 
drome. Edited by E. A. Могревт. New York: 
International Universities Press. 1977. Pp 586. 
$22.50. 

Kraepelin held that manic-depressive insanity was 
due to an innate predisposition and that external 
influences played only a very small part. Freud, while 
accepting a probable physiological basis, believed 
that distressing events might also be important. In 
Dr. Wolpert's view, distressing events are causally 
important only when the patient's psychological 
development is inadequate, and in such cases 
psychotherapy or psychoanalysis will be needed in 
addition to lithium carbonate in order ‘to remove the 
psychogenic trigger’. And because, in Dr. Wolpert's 
view, the classical psychoanalytic explanation of 
depression cannot formally be extended to account for 
mania, he considers that manic-depressive illness 
should be limited to cases where both mania and 
depression occur, and indeed that bipolar depressive 
iliness is a better name for that condition. 

Apart from a short epilogue and brief connecting 
passages, this book consists of re-printed papers, 
selected by the editor to illustrate his theme. A 
hundred pages are allotted to Kraepelin, 230 to 
Freud and other psychoanalysts, 100 to papers on 
lithium, 80 to manic-depression in childhood, and the 
rest to genetics and biochemistry. The editor's 
praiseworthy intention is to harmonize the medical 
with the psychological approach. But his medicine is 
concerned only with lithium, and his psychology 
only with psychoanalysis. This is a book primarily for 
Freudian psychotherapists and will bring comfort to 
those who may have feared that lithium prophylaxis 
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would deprive them of their part in the treatment of 
manic-depression. To the historian, hoping from its 
title to learn something of the history of the concept 
of manic-depressive illness, the book will be a 
disappointment. 


Epwarp Hare, Consultant Psychiatrist, 
Bethlem Royal Hospital, Kent 


The New Psychology of Dreaming. By RICHARD 
M. Jones. London: Pelican Books. 1978. Рр 221. 
£1.00. 


In this slim volume Jones re-evaluates Freud’s 
original theory of dreams in the light of the current 
use of sophisticated laboratory instruments which 
examine the neurophysiological patterns occuring in 
the process of dreaming. He brings together the 
contributions of a number of people whose ideas 
developed more or less in separation and, in some 
instances, did not receive the attention they deserve. 

Jt is certainly right that at this time we should 
subject the past psychodynamic theories to those 
methods of scrutiny which are now available, and we 
may ponder how those early pioneers might have 
progressed had such means been at their disposal. As 
Jones questions—What if I were Freud and could sit 
before an electroencephalograph and observe the 
utterly predictable comings and goings of a remark- 
able constellation of neurophysiological patterns? 
And, if I were Freud, how would I change my 
theory of dreaming? 

Jones is primarily concerned with the physiological 
function of dreaming itself. He draws from the data 
certain conclusions as to the place which this pheno- 
menon has in the life of every man. The implication 
would be that any form of therapy which made use 
of dream material should be directed towards 
furthering these normal purposes. 

The impact of this experimental approach arising 
from modern research into the process of dreaming 
should result in a reappraisal of our theories of 
interpretation and open the way to a more effective 
use of dreams in all forms of therapy. 


Lours МАВТЕАО, Director, 
The Dympna Centre, London 


Freedom to Die: Moral and Legal Aspects of 
Euthanasia. By О. Ruru Russet. New York: 
Human Sciences Press. 1977. Pp 352. $14.95. 

If, somehow, you have escaped the propaganda for 
euthanasia, this book presents it coherently and well. 
Tt is the product of extensive research, marshalled 
with a bias. The author won the Humanist Pioneer 
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Award with this book, so perhaps the word humanist 
now means someone who would solve human 
problems with death. 

From the outset the elderly and dying are referred 
to as a ‘burden’, some living a life with no significance 
‘long after mind and spirit have ceased to exist’. A 
daring assumption. The receiver’s contribution to 
service is overlooked. 3 

Euthanasia is called ‘death with dignity’. But if you 
kill someone because he is in pain, you only ensure 
that he dies in pain. Wherein is this dignified? 
Throughout the book it 1s assumed that death alone 
could solve the uncommon problem of mtractable 
physical or mental suffering. In down to earth clinical 
practice, one does of course sometimes offer the 
patient the alternative of heavy sedation. In my 
experience even that is usually declined. Nowhere is it 
perceived that the request for euthanasia 1s a cry for 
help. Instead we find such sinister phrases as ‘old 
people who had outlived their usefulness to society’ 
and the whole concept of cost economics is applied 
to people. Inevitably one asks whether there aren’t 
many other people who give no ‘useful services’ to 
society? And sure enough they are here too. In 
chapter 3 are references to idiots and imbeciles being 
put down, and later there is a sudden switch to 
advocacy of selected infanticide (p. 178). 

A spine chilling book. 


RicHARD LAMERTON 
St. Joseph's Hospice, London 


Psychopathology: Experimental Models. Edited 
by Jack D. Maser and Mart E. P. SELIGMAN. 
San Francisco: W. H. Freeman. 1977. Pp 474. 
$17.95, 38.95 (paperback). 

This is a comprehensive collection of essays 
describing experimental models which have been 
considered analogous to mental disorders. The 
authors’ use of the word psychopathology in the 
title implies that the behaviour described has 
biological or social disadvantages; there is no attempt 
to detail the precise nature of complaints or to 
describe the state of mind. Most of the data on which 
the models are developed come from non-human 
species. 

Ten forms of pathological behaviour are discussed 
with, in all twelve different models; obesity, addic- 
tion, depression, phobias and obsessions, neurosis, 
psychosomatic disorders, minimal brain dysfunction, 
catatonia, schizophrenia and ‘sexual diversity’. For 
each model there is a detailed discussion of the 
experimental work and a rather less convincing 
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exposition of its relevance to and associations with the 
clinical field to which it is linked. The authors of 
these chapters are well known researchers and as a 
summary of their different viewpoints this work is 
excellent. The bibliography contains about 1000 
references and this also makes it a valuable work for 
psychiatrists seeking up-to-date information on the 
opinions of behavioural and experimental psychology 
relevant to their subject.’ It is a collection of articles 
by different authors and suffers therefore from a 
multiplicity of goals and orientations. The psychiatric 
reader is still left with the feeling that the clothes that 
fit the model do not really fit the patient. 


ANDREW Sms, Senior Lecturer in Psychiatry, 
The University of Birmingham 


Society, Stress and Disease: Volume 3: The 
Productive and Reproductive Age. Edited by 
Lennart Levi. Oxford: Oxford Medical Publi- 
cations. 1978. Pp 295. £14.00. 


Stress at Work. Edited by C. L. Cooper and 
R.Payne. Chichester: John Wiley. 1978. Pp 293. 
£9.75. 


Books of collected papers devoted to aspects of 
stress can be expected to be of uneven quality and to 
repeatedly demonstrate the problems of definition and 
of methodology. The value of these two books can 
perhaps best be judged by the extent to which they 
survey their fields and provide critical summaries 
for the non-specialist. The first larger work, based on 
a symposium which took place several years ago is 
very varied, containing 37 reports ranging from 
hormone metabolism to accounts of sex education. 

In the title, Reproductive Age, does not as might be 
assumed, refer to reproduction itself (there is no 
mention of pregnancy, puerperal: problems ог 
sterilization) but to sexual roles and relationships and 
their pathology. It has some value as a source book 
of information and attitudes, but much of the content 
is of little more than ephemeral interest. 

Stress at Work is more interesting, both because of its 
tighter editorial control and because it brings 
together evidence which is less readily available to 
psychiatrists. Intended for a wide audience, the 
discussion of lighting, chemical and other hazards 
will not be of relevance, but it does cover much that is 
useful about psychological stresses. The limitations of 
much of the research discussed are considerable but 
the book as a whole summarizes, usually com- 
prehensibly, current thinking about the nature of 
stress and the ways in which it may be reduced. 


RicHarD Mayou, Clinical Reader, 
University Department of Psychiatry, Oxford 
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Insanity: A Stady of Major Psychiatric Dis- 
orders. By R. G. Prest and J. STEINERT. 
Plymouth: Macdonald & Evans. 1977. Pp 397. 
£5.00. 

This work belongs to a series on psychiatric topics 
for all those who will come into contact with the 
mentally Ш in the community and deals with organic 
and functional psychoses. Although a long book, the 
style is chatty and colloquial and complicated issues 
are set out straight-forwardly with minimal use of 
jargon which, when it appears, 1s fully explained. 

The approach is rational and humble. Few would 
quarrel with the ‘clinical descriptions of the major 
psychoses and the discussions on causation and 
treatment are balanced and thorough. The most 
original parts of the book are those dealing with the 
psychological aspects of the day-to-day management 
of psychotic patients. By sticking close to the raw 
material of clinical practice and the issues and 
dilemmas which arise in patient management a 
great deal of practical advice and wisdom is conveyed. 
Both in these sections and throughout the book 
extensive use is made of brief, well chosen, illustrative 
case histories. 

Short sections on the organization of the Health 
Service, the provision of facilities in the community, 
the working of the Mental Health Act and other legal 
aspects of:psychiatry make this a very useful book. 


CHRISTOPHER HowARD, Senior Lecturer Є? Honorary 
Consultant Psychiatrist, The Royal Free Hospital, London 


Encyclopedia of Metaphysical Medicine. By 
Benjamin WaLKzR. London: Routledge & 
Kegan Paul. 1978. Pp 297. £6.75. 

The title of this book is certainly intriguing. ine my 
innocence I had assumed that ‘metaphysical’ meant 
‘occult’ or ‘supernatural’. I looked forward, therefore, 
to a compilation worthy of the endeavours of the 
Drs. Jekyll and Faustus. My disappointment, in the 
event, was bitter. 

What the book is, in fact, is a hotch-potch of potted 
accounts of subjects some of whose connection with 
medicine, orthodox or unorthodox, is tenuous to say 
the least. They begin with ‘abulia’ and then range 
through, for example, ‘borboric therapy’, ‘chromo- 
therapy’, ‘eccentricity’, ‘magnetotherapy’, ‘pneumo- 
pathy’, ‘sociopsychosis’, and bringing up the rear, 
‘zone therapy’. 

In order to sample the quality of individual items I 
felt it best to concentrate on what I think I know. 
I turned, not unnaturally, to ‘Asylums’ and immedi- 
ately felt my hackles rising out of control. Why? Let 
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me offer in explanation this particular extract selected 

because it refers indubitably to English mental 

hospitals about which I know that I know: 
“A very high proportion ‘of mental patients are 
females: there are over thirty women to every male 
in English mental asylums. Complamts about 
persecution, physical ill-treatment, sexual assault, 
are often ignored by doctors and staff, or ‘inter- 
preted’ to the patient's detriment". 

Need I go on? 


Henry К. Roun, Consultant Psychiatrist, 
Epsom, Surrey 


New Introductory Lectures on Psychoanalysis. 
Volume 2. By Sicmunp Freup. General 
Editor ANGELA RicHarps. London: Pelican 
Freud Library. 1976. Pp 247. 90p. 

This volume contains the slightly amorphous 
material of the New Introductory Lectures which 
forms part of Volume 22 of the Standard Edition. There 
is no recasting by themes. 

It is evident however that to recast the Standard 
Edition into the Pelican Freud Library entailed a great 
deal of fiddling work, such as changing all the page 
references. The fact that there are only minor changes 
to the text means that such criticisms as are to be 
made are likely to be rather carping. 

It seemed to me confusing to describe the system of 
references to the Pelican Freud Library at the end of 
the section on Freud’s Life and Ideas instead of in the 
Introduction to the P.F.L. itself, along with the rest of 
the explanations of the Editorial Comment. 

To redress the balance in favour of the P.F.L., 
however, I was surprised to note references at the end 
of the Bibliography which have been omitted at least 
from my copy of the Standard Edition. 


Jonn KLAUBER, 
16 Elsworthy Road, London 


The World of Emotions: Clinical Studies of 
Affects and their Expression. Edited with 
commentaries by CHARLES W. Socaripes. New 
York: International Universities Press. 1978. 
Pp 593. $24.95. 

At first sight tbis kind of book seems to be un- 
necessary since it is a collection of papers in the area 
of emotion all of which are fairly readily available. 
Indeed all but seven of the 31 papers are reprinted 
from the International Journal of Psychoanalysis, the 
Journal of the American Psychoanalyhe Association and The 
Psychoanalytic Quarterly. The qualty of the papers 
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varies greatly as does the editorial comment which 
sometimes seems to add significantly to the under- 
standing of a paper while with others it is largely 
redundant. The papers are printed in chronological 
order and range in time from the first in 1927 to the 
last in 1972. There is therefore no ordering of subject 
matter and the editor has not really attempted to 
make any coherent statement about emotion, but 
simply to make the papers readily available. 

Having said this I have to admit that this is a book 
that gave me considerable pleasure and one from 
which I learnt a lot. Of course I could have read the 
original papers but the truth is that I probably would 
never have done so. Some of the papers are des- 
criptions of clinical states rather than studies of 
emotion. For example, Rado on Melancholia (1927), 
Helene Deutsch on the ‘As-If Personality’ (1942), 
Enid Balint ‘On Being Empty of Oneself’ (1963), 
Ping-nie Pao on ‘Pathological Jealously’ (1969). Most 
however deal with specific emotions or the behaviour 
associated with them. Thus we have papers on the 
psychology of screaming,.on anxiety, pathos, the 
absence of grief, on laughter, on ingratitude, queru- 
lence, generosity, boredom, crying at the happy 
ending, pouting, smugness, arrogance, bitterness, 
enthusiasm, faith, trust and gullability, sarcasm, 
vengeance, gloating, nostalgia, love, shame, dis- 
illusionment and horror. Some of the papers are 
rather thin but others such as that of Nina Searl on 
‘Screaming’ (1933) and James Alexander on ‘Bitter- 
ness’ (1960) studied the subject in depth, gave vivid 
clinical material, and in my view extended the 
understanding of these states. W. R. Bion’s paper on 
‘Arrogance’ although difficult to follow is one of his 
most brilliant and repays close study. 

This then is a book for people who are too busy or 
too lazy to hunt out the original papers, and one 
could argue that the time would be better spent in 
studying them and that we owe Dr. Socarides thanks 
for bringing them to our attention. 


Joun STEINER, Consultant Psychotherapist, 
The Tavistock Clinic, London 


Personality and Adjustment in the Aged. By 
К. D. Savace, І. B. Garer, P. С. BRITTON, 
N. Borron and А. Соорев. London: Academic 
Press. 1977. Pp 186. £8.20. 

This work on personality forms a disappointing 
addition to the impressive body of knowledge 
assembled in the course of the ten year Newcastle- 
upon-Tyne project. On the credit side the book 
contains a couple of reasonable sections in which the 
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literature on adjustment in ageing, and the relation- 
ship between psychological and social factors and 
mental illness in the elderly, is usefully summarized. 
In addition some of the data described in the book 
may be of interest to those wishing to apply per- 
sonality tests in elderly populations. However, given 
that this book has been written at a time when the 
usefulness of personality testing is being increasingly 
questioned by psychologists, it is perhaps surprising 
that the authors seem to assume that the clinical and 
social relevance of their research is self-evident. 

This is by no means the only fault in the book. It is 
generally badly constructed and suffers, one suspects, 
from its multi-authorship. The introductory chapter 
is patchy in quality and is rendered confusing by the 
inconsistencies in the system of section and sub- 
section headings. The second chapter on research 
methodology is equally confusing. The sub-sample 
labels do not always seem congruent with the 
descriptions of the subjects within the sub-sample, 
and several instances of gratuitous repetition and 
appalling grammar occurring later in the chapter 
create further difficulties for the reader. The pre- 
sentation of the results in chapters three and four is 
marred by a tendency to describe cross-sectional 
differences between age groups as though they were 
longitudinal changes, and by verbatim repetition of 
chunks of a preceding chapter. The conclusions 
drawn ın the final chapter may be instructive to 
those who were not already aware that the needs and 
requirements of aged people may be subject to large 
individual differences. I am not entirely happy 
though about the way in which the authors go about 
substantiating their claim to have found exactly four 
distinctive types of personality in the elderly. 

Although I have some sympathy for the difficulties 
that must face authors presenting the results of a 
research project fourteen or so years after it was 
begun, I feel that they were unwise to release the 
book in its present form. 


Р. J. Vouans, Lecturer, Department of Psychology, 
Institute of Psychiatry, London 


Web of Violence: A Study of Family Violence. 
By JEAN Renvoize. London: Routledge & Kegan 
Paul. 1978. Pp 240. £4.95. 

Jean Renvoize’s title is well-chosen; here is a 
thoroughly convincing portrayal of family violence as 
a gigantic web that spans generations, one in which 
the child victim of today almost inevitably becomes 
the adult offender of ten or twenty years hence. 
Violence is addictive; caught in childhood it will 
probably become the problem-solving behaviour of 
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choice in later life. The author argues principally from 
vivid case histories; each account shows detailed 
knowledge of both the stress patterns that commonly 
lead.to physical violence and the fearful dilemmas that 
can face organizations formed to help and protect. 
We all know how statutory intervention can some- 
times make matters even worse, and there is sensitive 
advice on how to avoid these unhappy situations. A 
particularly worthwhile section is the perceptive and 
long-term view of the consequences of incest; she 
makes the views of other researchers seem both 
limited and complacent. But it is a sorry state of 
affairs when a worried parent needing advice in such 
cases has to be told to ring the social services to ‘find 
out ther attitude in advance’. 

The chapter that examines possible ways of 
breaking the web is most valuable; its strength lies in 
the highly intelligent advocacy of approaches that 
are modest but possible. A minor point 1s that one 
would like to see rather less use of the imprecise term 
*environment'—these days most often associated with 
physical amenities—and more explicit reference to 
modelling and imitative behaviour, which I think is 
what the author really means. This aside, ıt is her 
unwavering realism that will give the book perma- 
nance and authority. Й 


Morais FRASER, Senior Psychiatrie Registrar, 
The London Hospital 


Child Psychiatry: Treatment and Research. 
Edited by МАЕ Е. МоМигАн апа Serco 
Henao. New York: Brunner/Mazel. 1977. Pp 
696. $15.00. 


This book reports the proceedings of the Tenth 
Annual Symposium of the Texas Research Institute 
of Mental Science; the first of the ten to be devoted to 
child psychiatry. With contributions from both the 
biological and social sciences the symposium aimed to 
reflect the breadth of basic and applied research being 
conducted in the speciality. The sixteen published 
pages are grouped into six sections ranging from 
‘Biological Foundations’ to ‘Research on the Family’ 
and ‘Therapeutic Intervention Research’. 

Despite the very worthy intention and the enviably 
brief gap of only a year between symposium and 
publication the result is not satisfactory. The various 
papers seem uneasily and arbitrarily grouped 
together. There is a lack of any feeling of continuity or 
theme. The best work such as that of Garmezy or 
Robins has^*been presented more thoroughly else- 
where. Certain other papers written in styles ranging 
from sentimental to folksy manage to avoid com- 
pletely any discussion of research. The Tenth Annual 
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Symposium may have been a rewarding and enjoy- 
able occasion for the participants, the discussions may 
have been animated, but the written proceedings 
singularly failed to arouse this reader’s enthusiasm. 


STEPHEN WoLKIND, Sensor Lecturer, Department of 
Psychiatry, The London Hospital Medical College 


Adjustment in Intercultural Marriage. Edited by 
WzN-SuriNG TseNG, Joun Е. MoDznworr, Jn. 
and THoMAs W. Maretzki. Honolulu: Univer- 
sity Press of Hawaii. 1977. Pp 131. $5.00. 


This short book consists of 12 papers contributed by 
members of the Department of Psychiatry, John A. 
Burns School of Medicine, University of Hawaii and 
covers a range of topics relating to intercultural 
marriage. The population of Hawaii is remarkable 
for the variety of ethnic groups. No one group 
dominates and the preponderance of mixed ethnic 
marriages exceeds 50 per cent. The papers are mainly 
anecdotal accounts based on clinical experience, or 
brief reviews of the theoretical issues relating to 
marriage and mate selection in the light of the 
Hawaiian situation. 

I enjoyed this book which I found to be stimulating 
because of its special perspective. A recurring theme 
is the influence of cultural stereotypes and value 
systems both on the client and therapist and the 
difficulties arising out of cultural variation in patterns 
of child bearing, the male/female role and non verbal 
communication. It is to be hoped that the Hawaiian 
team can extend their exploration of this fascinating 
field and their special situation places them in a 
unique position to carry out research that may 
illuminate some of the current theoretical concepts 
relating to marriage. 

This book can be recommended to anyone in- 
terested in the marital process or in transcultural 
psychiatry. A short index would have been a valuable 
addition to the book. 


O. S. FRANK, Consultant Psychiatrist, 
Westminster Hospital, London 


Modern Clinical Psychiatry. By LAWRENCE KOLB. 
Eastbourne: Holt-Saunders. 1977. Рр 910. 
£12.00. 


This volume is a wide ranging and well balanced 
guide to the science and practise of clinical psych- 
iatry. It is remarkable that one man, has been 
capable of such depth of learning and width of 
sympathies. There are chapters on dynamic psych- 
iatry and mental mechanisms, balanced by others on 
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the neurological basis of behaviour and the physical 
therapies. There 1s a warm personal style throughout 
the book, particularly in the many case histories, that 
convey a strong and pleasant sense of Professor 
Kolb’s presence as instructor. 

The historical perspective is well marked through- 
out the volume. The first edition appeared in 1934 
and successive editions have spanned enormous 
developments in psychiatry particularly the change 
of emphasis from seeing the sick patient in isolation 
to seeing him in his cultural and social context. These 
latter developments to which Professor Kolb himself 
has contributed are well covered in this volume. On 
clinical topics the book is highly informative on the 
psychoses, neuroses and their treatment. The writer is 
very conscious of the significant contributions made to 
psychiatry from outside the U.S.A. and is also writing 
for his considerable readership also resident outside 
the U.S.A. His psychosomatics still have a very strong 
Alexanderian flavour mescapable in a book first 
written in the heyday of Alexander’s great contri- 
bution. Very little weight is given to the concepts 
derived from learning theory among the sciences that 
underpin our understanding of disturbed behaviour. 

Overall this is an authoritative comprehensive and 
up to date account of chnical psychiatry, well 
printed on good paper at a very reasonable price. 


Oscar Hir, Consultant Psychiatrist, Department of 
Psychological Medicine, Middlesex Hospital, London 


Alcoholism. By Jim Onron» and GRIFFITH EDWARDS. 
Oxford: Oxford University Press. 1977. Pp 120. 
£7.50. 


This is an important book because it challenges us 
to re-examine the current approach to alcoholism. It 
is subtitled —'A comparison of treatment and advice, 
with a study of the influence of marriage’, which is an 
accurate reflection of its content. The argument is 
based on careful study and follow-up of 100 married 
male alcoholics. After a comprehensive assessment of 
each couple in an out-patient clinic they were 
randomly assigned between treatment and advice 
groups. The former were offered a wide range of 
therapies while the latter were advised about means 
of attaining abstinence but left to their own devices 
thereafter. The progress of both groups was monitored 
over a two-year period and no appreciable difference 
in outcome could be detected. 

The authors discuss the characteristics and 
responses of their sample in detail. They are conscious 
of the limitations of the study; for instance it 1s 
concerned only with male alcoholics who still have an 
intact marriage, which in itself is an indication of a 
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degree of social stability. Despite their commendable 
caution the message is clear: it is high time to look 
again for the essence of treatment and Ветан 
discard what is merely fashionable. 

The research also illuminates the quality of the 
alcoholic marriage and the ways in which marital 
interaction influences progress. It is clear that a 
marriage which has become mutually unrewarding is 
of obvious prognostic significance. 

The book should be read by all who are concerned 
with the treatment of alcoholism—and that must 
surely include most psychiatrists. 


Bruce Ritson, Consultant Psychiatrist, 
The Royal Edinburgh Hospital 


Dementia. Edited by СнАкцкв E. WrrLs. Phila- 
delphia: F. A. Davis. 1977. Pp 284. $22. 

This is the second edition of a sort of recent 
advances in aspects of deterioration of mental 
function due to organic disease. The volume is a part 
of Contemporary Neurology Series and it has both a 
neurological and an American flavour. The contri- 
butions have been brought up to date since the first 
edition in 1971. Two new chapters are devoted to 
Viruses and Dementia (by Raymond P. Roos and 
Richard T. Johnson) and to Normal Pressure 
Hydrocephalus (by Robert Katzman); it will be 
intriguing to see what will become of both these 
subjects in the next edition. Creutzfeldt-Jacob disease 
is covered in three separate chapters which 1s re- 
petitive; the pathology at least could well have been 
left to the neuropathologist. Some contributors have 
changed so that the subject is presented anew. For 
example, Bernard Tomlinson has replaced Richard 
M. Torack on pathology of dementia. He is the sole 
British author. The Editor has joined Denton C. 
Buchannan in the chapter on the clinical use of 
psychological testing 1n evaluation of dementia. He 
also developed his earlier contributions: the intro- 
ductory chapter on Dementia; Definition and 
Description, which is particularly enjoyable, and the 
last chapter on Diagnostic Evaluation and Treatment. 
References to dictionaries at the beginning perhaps 
reflect the vague terminologies around dementia. It is 
disappointing still to encounter such terms, albeit 
time-honoured, as global dementia. 

The book contains practical advice about what to 
do when this or that condition is suspected; it is 
therefore a kind of Aids to Diagnosis and Manage- 
ment for the general medical reader not familiar with 
the subject. The psychiatrist, however, in this 
country will firid little that is relevant to the manage- 
ment of most of his ‘organic’ patients. 
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Thanks in particular to the introductory chapter 
by the Editor, the neurologist may broaden his 
outlook on the organic mental disease. 


I. JANOTA, Consultant Neuropathologist, Department of 
Neuropathology, Institute of Psychiatry and the Royal 
Bethlem and Maudsley Hospitals, London 


Lithium in Medical Practice. Edited by F. N. 
Jounson and S. Јонмвом. Lancaster: MTP Press. 
1977. Pp 459. No price stated. 


The strategy of using proven or partly proven 
therapies to try to gain information on the aetiology 
of various conditions has found increasing use in 
psychiatry in recent years, despite the fact that in 
theory this approach has distinct disadvantages and 
may be of doubtful applicability in some circum- 
stances. One problem is that it is impossible to say in 
advance whether a treatment is acting directly on a 
pathological process or is exerting its influence on 
some opposing or complementary system unaffected 
by the disorder. An example here is Parkinson's 
disease, where anticholinergic drugs are acting on 
normal cholinergic neurones, not the malfunctioning 
dopaminergic pathways. 

Alternatively, the treatment chosen for study may 
be acting on the abnormal system’ but at so many 
steps removed from the abnormality that tracing the 
links between therapeutic action and pathological 
proces may not be easy. Finally, we have the 
phenothiazines to remind us that where there is a 
wide spectrum of effects on biochemical and physio- 
logical mechanisms, it may be not so much a case of 
finding the needle in the haystack as identifying one 
out of a whole haystack of needles. 

Despite these objections, there are some signs that 
this approach may be bearing fruit. Certainly, 
heuristically useful patterns of information may be 
emerging from studies of electroconvulsive therapy, 
the phenothiazines, tricyclic and other antidepressant 
drugs and, more recently, the benzodiazepines. 

It may be too early to say whether we can look 
with similar expectation to studies of lithium, which 
seem to be at a stage at which there is an increasing 
body of knowledge with no unequivocal pointers as 
yet as to which are the more significant findings. At 
such a stage of development of the subject, the Drs. 
Johnson organized the first British Lithium Congress 
in the University of Lancaster in July 1977, and 
invited contributors from many countries to sum- 
marize the maim areas of enquiry on the clinical use 
and pharmacological actions of this drug. It proved 
to be a conference of outstanding breadth and 
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interest and the proceedings have now been published 
with admirable promptitude in this volume, The 
result is an extensive coverage of the main areas of 
research and as such should prove to be a useful 
summary and reference work on lithium for some 
years to come. 


Davip M. Suaw, Member of the External Scientific Staff 
of the Medical Research Council, Department of 
Psychological Medicine, Welsh National School of 
Medicine, Cardiff 


Psychotherapy: A Personal Approach. By D. J. 
Sma. London: Dent, 1978. Pp 150. £5.95. 

To Have or to Be. By Ertcu Fromm. London: Cape. 
1978. Pp 215. £4.95. 


Both these books advocate a humanistic approach 
to the problems facing contemporary society: Fromm 
calls for basic changes in the way we conduct our 
lives while Smail contends that psychotherapy must 
be stripped of its mystique and undue emphasis on 
technique and be recognized as a 'fundamentally 

According to Fromm's thesis, man has a choice 
between two modes of existence—the having mode 
characterized by acquisitiveness, material possessions 
and selfishness, and the being mode which is based on 
altruism, love and the ‘productive use of our human 
powers’. He cites evidence from a variety of sources— 
linguistic, philosophical, religious, historic and 


'anthropological—to support his contention that the 


having mode has brought the world close to cata- 
strophe and that only by adopting the being mode can 
Man save himself. A description of the New Man is 
provided as well as the means whereby his trans- 
formation can be accomplished. ' 

For more than three decades Fromm has played ап 
impressive role in writing, with a characteristic blend 
of wisdom and compassion, on the psychology of 
human nature. This most recent contribution, while 


"full of interesting insights and a challenge to the 


reader, is somewhat disappointing—there is too 
much of a preaching quality in his central thesis and 
too little elaboration of the arguments behind it. 
Smail’s book comes as breath of fresh air to the 
laboured, turgid dispute that has prevailed in British 
psychotherapy circles since Eysenck’s blistering 
attack in 1952. Psychotherapists have tended to close 
ranks and consolidate their defences. Unfortunately 
the chief victim has been psychotherapy itself, 
entrenched in inflexible, doctrinaire positions. Smail 
courageously asserts that we should be honest with 
ourselves by examining psychotherapy critically and 
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shedding the authority and mystique with which we 
envelop it. This he does himself; the result is a 
series of valuable observations and one maim con- 
clusion, which we may not necessarily agree with 
(but this is not the point), that the psychotherapist 
‘in the last analysis (can) rely on little more than his 
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personal resources’. The book should be read by 
anyone with an interest in psychotherapy. 


Swney Вгосн, University Lecturer and Honorary 
Consultant Psychiatrist, Department of Psychiatry, 
University of Oxford 
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The Editor, British Journal of Psychiatry, 


А TRANSCULTURAL PSYCHIATRY: 


DEAR SIR, 

Dr Rodney Morice (Journal, January 1978, 132, 
87-95) is to be commended for his excellent study of 
Pintupi Aboriginal Psychiatry in Central Australia. 
He gathered his data with the use of the only Pintupi- 
English dictionary available, and though much 
information bearing on the qualitative and culturally 
unique aspects of such two-person interactions might 
well have been lost in the process, it is a step in the 
right ‘direction. It is ‘not generally realized that, 
although both occidental and indigenous psych- 
iatrists have worked fruitfully among traditional 
peoples, few indeed have moved out of the larger 
towns in the course of their work. When one con- 
siders the populations of non-Western countries it 
becomes apparent that most members of the’ human 
species have never been examined by a psychiatrist 
(Burton-Bradley, 1977). Dr Morice’s work could 
become a model for all future MD thesis aspirants 
if the study of psychiatry would only move away from 
its present narrow confines into the larger world of 
Homo sapiens as a whole. 

For these reasons it is a pity that his final paragraph 
entitled emic categorizations, guileless and misleading 
as it is, in reality’ reflects only a list of values. It 
advances an anti-cultural thesis. It should have been 
deleted. We are told that with the aid. of lexical 
categories, generally accepted nosologies will come into 
their own. On this theory the Pintupi patient must 
express his symptoms in terms of a remote European 
construct in order to.be understood. 

Yap’s study of culture-bound syndromes grew out 
of Asian psychiatrists’ dissatisfaction with Western 
psychiatry. I doubt it was his intention to infer that 
similar entities might not occur in other-geographical 
areas. These conditions are more in the nature of 
culture-related and culture-concentrated , diseases, 
and to ignore their cultural content is to throw out the 
baby with the bath water. But they are required on 
Dr Morice’s account to line up with concepts de- 
veloped in Vienna, Munich and.Zurich. He sees such 
a trend as beneficial in treatment and one liable to 
promote communication between psychiatrists. The 
likelihood is quite the opposite. Diagnoses that 
exclude the cultural factor are disastrous, and the 
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type of communication with colleagues suggested 
is likely to’ confirm some in their already existing 
Eurocentric biases. The continued use of the pejorative 
term preliterate is unfortunate for it implies inferiority 
and that cultural development necessarily follows a 
particular sequence. Such an assumption concerning 
the evolutionary development of ‘societies is no 
longer accepted. Nonliterate is more appropriate. 

- The psychiatrist stationed among so-called third 
world peoples soon comes to recognize cultural 
factors as inextricably interwoven with all aspects of 
the medical enterprise, and to disregard their per- 
tinence in diagnostic procedures is to, restrict our 
knowledge of human behaviour. Yamamoto (1977) 
points to theneed in the future ofa culturally pluralistic 
psychiatrist alert to the blind spots in our European 
traditions, and I hope that the younger generation at 
least will steer clear of these obstacles in the interest of 
a proper understanding. 

. BURTON, G. BunToN-BRADLEY 
Mental Health Services, 
P.O. Box 1239, Boroko, 
Papua, New Guinea 
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BRITISH PSYCHISIRTS LOVE AFFAIR 
Dear SR, 

I found Professor Kathleen Jones’ 51st Maudsley 
Lecture—'Society Looks at the Psychiatrist’ ( Journal, 
April 1978, 132, 321-32), a balanced but thoroughly 
depressing critique of current British psychiatric 
practice. Following four years as a registrar in 
Scotland, I obtained leave of absence to spend one 
year in Toronto working as a senior resident in a 
university teaching hospital. This experience has 
clearly highlighted some of the major points made by 
Professor Jones. 

From the earliest point in their training, уйне 
residents in Toronto are given systematic instruction 
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in psychotherapy of the analytically orientated type. 
They are encouraged to conceptualize and formulate 
their patients’ problems in the broadest sense; 
treating them as members of a family group and 
considering relevant cultural factors. Although by 
no means abandoning the medical model, this is set 
in the much broader context of the whole person and 
his interaction with his fellow men. 

As a medical student I found myself increasingly 
disenchanted with the dry narrow ‘scientific’. view of 
man. I was forced to the inescapable conclusion that 
human suffering cannot be reduced to a series of 
biochemical formulae, and unlike many I failed to 
find patients who derived much benefit from medi- 
cation, but found many whose suffering was in fact 
worsened by misguided therapeutic zeal. It was for 
this reason that I chose psychiatry in the hope. that 
here, at least, I could improve the quality of people’s 
lives. It is therefore with growing disillusionment that 
I watch British psychiatry's love affair with medicine. 
If only the mountain had moved to Mohammed 
things might have been so different. 

Looking at Britain from a distance one is immedi- 
ately struck by the quality of British contributors to 
the field of human understanding, who have made 
so little impact on British psychiatry, while trans- 
forming attitudes across the Atlantic. Melanie Klein, 
Anna Freud, John Bowlby, Michael Balint, Donald 
Winnicott, Harry Guntripp, Ronald Fairbairn, 
Wulfred Bion, Henry Ezriel . . . the list is endless. 
Surely we should take pride in this psychological 
heritage and attempt to build on it. 

I, for one, willingly respond to Professor Jones’ 
challenge. But will I be given the opportunity; or 
forced to look elsewhere, where pastures are greener 
and more receptive? Who will be the loser? 

I. Е. МАСПМАІМ 
Department of Psychiatry, 
University of Toronto, 
St Michael’s Hospital, 
33 Bond Street, 
Toronto, Ontario M5B 1W8 


MEASUREMENT IN PSYCHOTHERAPY 
Dear Sm, 

Any constructive comment on the vexed question 
of how to measure outcome in psychotherapy is 
welcome. The suggestion by Adams (Journal, June 
1978, 132, 595-97) that Post-Test Only Control 
Group Design is adequate to identify statistically 
significant differences in morbidity between groups 
exposed to different treatment schedules is statistically 
attractive, but it surely allows room for dangerous 
misinterpretation. For any significant difference in 
severity between groups at least two rather different 
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explanations must be considered. One is that treat- 
ment has helped each group to different extents, the 
other 1s that treatment has harmed each group to 
different extents. Clearly several possible permuta- 
tions exist. 

The author considers that a pre-treatment measure 
is of secondary importance ın answering the outcome 
question. I suggest that unless such a measure is 
included we cannot decide whether a treatment has 
been ‘more therapeutic’ than another or merely 
‘less damaging’. 

A. V. P. Mackay 
MRC Neurochemical Pharmacology Unit, 
Department of Pharmacology, 
Medical School, Hills Road, 
Cambridge CB2 20D 


IS PARENTHOOD TEACHABLE? 
Dear Sm, 


The recent Government paper ‘Violence to 
Children’ (1), presented to Parliament in March 
1978, raises some controversial issues. I would like to 
comment on one of them concerning ‘Education for 
Parenthood’ (Para 11-18). 

The report encourages the spending of more 
money on ‘education for parenthood’, since the 
Health Education Council has had its resources 
recently increased by £1 million. The report re- 
commends that ‘the Government should ensure that 
education for parenthood is available for boys and 
girls of all levels of intellectual ability’. This raises 
the important issue of whether parenthood is teach- 
able. Can we in fact educate severely disturbed and 
violent people so that they become good parents? 
I do not think that we can. 

Paulson and Blake (2) have cautioned against 
viewing battering parents as a function of edu- 
cational disadvantage, and Steele and Pollock (3) 
regard educational factors as irrelevant and place more 
emphasis on the maladjustment resulting from 
violent childhood experiences. Kempe (4) found that 
all social classes were represented in his sample of 
battering parents, and it is the experience of many 
clinicians that highly qualified and well-educated 
people are not immune to violence; they may have 
all the knowledge of child care but they may be 
unable to apply what they know in real life. 

There is no convincing study to show that violent 
parents lack the knowledge of proper parenthood, 
but most of the studies do show that they lack the 
ability to practise it. 

People learn to be good parents by following the 
example of their own parents, and not by reading 
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books or attending courses. Because violent parents 
have themselves experienced parental violence and 
hostility (5) they lack the basic requirements for 
good parenthood; namely a stable and mature 
personality, reasonable ability to control their 
impulses and above all a good parenthood model to 
follow. These requirements are non-teachable, and 
I do not know of any course, however intensive it 
may be, or any book, however well-written, which 
can teach these qualities. 

It seems that there is very little that can be achieved 
by ‘education for parenthood.’ It may help the 
basically good parents to be better parents, but it 
may make severely disturbed parents feel more 
inadequate, and more guilty, and so they may become 
more violent towards their children. 

I wonder whether the £1 million available would 
be better spent on the education of the professional 
people working in this field rather than on the too 
ambitious and unrealistic task of trying to educate 
severely disturbed and violent parents into becoming 
loving, caring and kind parents. 

WacurH К. Guireus 


The Institute of Family Psychiatry, 
23 Henley Road, 
Ipswich, Suffolk 
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CONTINUOUS APOMORPHINE INFUSION IN 
ACUTE DYSTONIC REACTIONS TO 
NEUROLEPTICS 

Dear Sm, 

Acute dystonic (‘neurodysleptic’) reactions (ADR) 
are a not infrequent side-effect of neuroleptic drugs. 
In hypersensitive subjects they may occur even after a 
single dose, Anticholinergic drugs (e.g. orphenadrine, 
procyclidine, diphenhydramine, diazepam, bar- 
biturates and thiocolchicoside) are commonly used to 
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correct these adverse reactions. The beneficial effect 
of apomorphine given intramuscularly is also known 
(1). However, administered in this way, apomorphine 
has a brief duration of activity (less than one hour): 
therefore, repeated injections are frequently neces- 
sary, and an adequate control of the efficacious dose 
without side-effects (mainly vomiting) is difficult. 

Our previous experience indicates the advantages 
of intravenous administration of apomorphine: in 
this way the control of the emetic effects of this drug 
is far more easy even in individuals not protected by 
neuroleptics (2). 

We administered apomorphine HCl in saline by 
continuous intravenous infusion in 8 subjects (6 
females, 2 males, 13 to 35 years old) affected by ADR. 
ADR were due to metoclopramide (3) in 3 cases, 
chloropromazine plus trifluperidol in “2 cases, 
trifluperidol, haloperidol and fluphenazine each in 
І case. Efficacious doses in controlling ADR ranged 
from a minimum of 18 ug/min (0.4 ug/kg/min) for 
3 hours (total: 3.2 mg) in a female patient who 
developed ADR after 20 mg metoclopramide fer os, 
till à maximum mean dose of 70 ug/min (1.7 ug/kg/ 
min) for 12 hours (total 50 mg) in a female who 
developed ADR after treatment with trifluperidol 
2 mg/day plus orphenadrine 80 mg/day parenterally 
for 3 days (in this case up to 250 pg/min of apo- 
morphine were administered initially for 30 con- 
secutive minutes, without side-effects). The mean 
dose ın the 8 patients was 35 ug/min for 260 minutes 
(mean total: 8 4 mg). 

This way oftreatment promptly and fully controlled 
ADR in all cases. No significant changes in blood 
pressure and heart rate were noted even during 
250 ug/min of apomorphine іп the above said 
patient, nor nausea or vomiting occurred, the only 
side-effect being a slight degree of sleepiness. 

We think this may represent a new simple and safe 
way to treat acute dystonic reactions to neuroleptics. 

CARLO CIANCHETTI 


Istituto di Clinica Neurologica, 
Universita di Cagliari, 
Cagliari, Sardegna, Italy 
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CAPGRAS’ SYNDROME AND 
CEREBRAL DYSFUNCTION 


DEAR Sm, 

Doctors Hayman and Abrams (1) in their article 
of the above title have suggested that prosopagnosia 
(face non-recognition) could be due to specific 
cerebral dysfunction, and MacCallum (1973 (2) has 
reported a case of ‘Capgras’ Syndrome’ -caused by 
cerebral anoxia due to broncho-pneumonia. In this 
connection I wish to report the following case :— 

An 85-year-old married man was admitted with a 
history of confusion of a day's onset when he mis- 
identified his wife as a strange woman and thought his 
true wife had been taken away from him by an 
outside agency and that this strange woman was 
acting for that agency. He had a history of being 
depressed before and was being treated by his 
general practitioner with amitriptyline 25 mgms 
t.d.s. for the preceding three weeks, On admission he 
had a pulse rate of 46 per minute, and apparently 
had been told when in the Army, that he always had 
a slow pulse. An ECG showed complete heart block 
with coupled ventricular ectopics. Amitriptyline was 
discontinued and his confusion improved. It was 
thought that this episode of confusion and proso- 
pagnosia was probably ischaemic secondary to an 
arrhythmia caused by amitriptyline. He was referred 
to a cardiologist who put in a pacemaker, and has 
since been physically and mentally well. 

S. WAGHRAY 
Whitchurch Hospital, 
Whitchurch, Cardiff CF4 7XB 
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EEG STUDIES IN MALE POLYGONOSOMIC 
PSYCHOPATHS (47, XYY AND 47, XXY) 
Dear Sir, 

Some data have been reported about polygono- 
somic patients (i.e. patients with supplementary X or 
Y chromosome), that suggest the idea of à minimal 
brain dysfunction (1, 2) which causes more vul- 
nerability to the environment (8). Further data can 
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be obtained with cerebral evoked responses (ER) and 
event-related slow potentials. 

We have studied seven 47, ХҮҮ and four 47, X XY 
adult psychopaths (27 + 6.6 years), from our 
psychiatric security setting who had had no previous 
treatment and compared them with a control group 
of 11 patients of the same age (27.5 + 6.5 years). 
We recorded ER (Visual, Auditory, Somato-sensory) 
and Contingent Negative Variation (CNV) as usual 
in our laboratory (4). 

The table shows there are some significant differ- 
ences between 47, XYY and controls, and between 
47, ХҮҮ and 47, X XY (statistical analysis performed 
according to non-parametric C1 test of Fisher-Yates- 
Terry (5). Fewer differences are observed between 
47, XXY and control patients (see Table p. 288). 

In 47, XYY there is a significantly higher amplitude 
in the latest components of VER, AER and SER 
(II — secondary complex related to the integration 
where latencies are more than 100 ms), and in the 
After Discharge (AD) as in hypovigil levels of 
consciousness (such as drowsiness) (6). The amplitude 
of the earlier components (I = primary complex 
corresponding to the afferents) is not affected, and 
there is no significant difference in latencies. ER in 
47, XXY do not differ from controls. In 5 out of 
11 polygonosomics there is an abnormal CNV (less 
amplitude and abnormal waveform called ‘late CNV’ 
with a persistant negativity after the motor response) 
as described in some psychiatric disorders (7, 8, 9). 

Electrophysiological multiparametric outlines in 
psychiatric or sociopathic disorders could show some 
correlations with character features: ER discrimin- 
ates ‘hypovigil’ 47, ХҮҮ and ‘hypervigil’ 47, XXY 
sociopaths with a lesser interindividual variability 
than in controls; the abnormality of CNV found on 
both polygonosomics can be related to a motivational 
dysfunction which indicates some particularities of 
the subjects attitude in expectancy and stressing 
situations (8). 

J. PATY 

Service d' Exploration Fonctionnelle 
du Système Nerveux, 
Hôpital Pellegrin— Tripods, 
2, place Amélis Raba-Léon, 
33076—Bordeaux, France 

M. BENEZECH 
Service de Sûreté, 
Centre Hospitalier Spécialisé, 
33410—Cadillac sur Garonne, France 
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INHERITANCE OF ALCOHOLISM  '', 
Dear Sir, 

* We have read Cadoret T Gath's paper, "Inherit- 
ance of Alcoholism in Adoptees’ ( Journal, March 1978, 
132, 252-8) with considerable interest. Nonetheless, 
we do not feel that Шет вав support their 
conclusions. 

Leaving aside the fact that ia 84 parents of the 
original 173 adult adoptees and only 45 of ‘the 
adoptees themselves could be interviewed, we would 
like to question the separation of.primary from 
secondary alcoholism in this study. This distinction 
presupposes an absence of predisposing psychologicol 
factors, but the authors themselves clearly have some 
doubts on whether a diagnosis of primary alcoholism in 
patients with a previous history of childhood conduct 
disorder can be justified. We also noté thatin one adop- 
tive family, where the adoptee was an alcoholic, alco- 
holism in the biological parents was known to the 
adoptive parents. One can only conjecture to what 
extent this knowledge was relevant to the adoptee's 
ultimate development, and we feel that in such a case 
a genetic factor might well be out-weighed by: 
environmental contributions. Hence, if this case. is 
omitted and all alcoholics—primary and secondary— 
included, one finds that one alcoholic came from six 
families with alcoholism and seven from families 
without such a history. The difference using the odds 
ratio measure of association (Fleiss, 1973) is not 
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statistically significant (P « .2). If the two probable 
alcoholics are added, one compares two such alco- 
holic adoptees from six alcoholic families with eight 
from non-alcoholic families. Again the difference is 
not statistically significant (P «..1). 
The highest degree of statistical significance claimed 

in this paper (Р „= 0.0006) is based on the pooling of ` 
data on first and second degree relatives of adoptees ` 
with primary and secondary diagnoses of alcoholism. 

However, since secondary alcoholism is stated not to 
appear to be associated with any particular diagnosis 
in the biological'parents, the validity of this procedure 
must be open to question. Examination of Table Is 
shows that of 6 cases where adoptees had alcoholism 
as a secondary diagnosis, depression appears as the 
primary diagnosis in 4 and ‘bipolar mood swings’ in a 
fifth, suggesting the presence of a confounding vari-, 
able . which Cadoret and Gath do .not consider: 

a genetic loading for affective illness. But what then i is 


` to be learnt from the absence of affective disturbance 


in the biological parents of the secondary alcoholics? 

In their quest for satisfactory data, the authors i in 
some instances had to base the diagnoses of biological ' 
parents on ‘vague remarks alluding to ‘behavioural 
problems’. If such uncertainty surrounds the diagnoses 
of first degree relatives, what reliance can be placed on, 
the diagnoses ‘of second degree relatives? And can we 
be certain that all of these were known to the authors? 

The aetiology of alcoholism is complex and varied 
depending as it must on a host of environmental 
factors, not the least of which are the availability of 
alcoholic beverages, attitudes of relatives and friends 
to drinking and the cultural determinance of patterns 
of drinking behaviour. In a study of this kind it is 
impossible to control the influences which have 
moulded the drinking behaviour of the ‘adopted out 
individuals. However, until this is done, we contend , 
on present evidence that cultural and environmental 
factors have far greater impact than any ‘genetic 
predisposition, apart, possibly, from certain qualities 
of personality conducive to abnormal drinking 
behaviour. 

eos . F. A. WHITLOCK 


{ , jJ. Рис 
М. J. WESTON’ ' 
Department of Psychiatry, ` 
University of Queensland, 
Clinical Sciences Building, 
Royal Brisbane Hospital, 


Brisbane, Queensland 4029 


бр ®., б, * “ 


Reference 


Fens, B L. (1978) Statistical Methods of Rates and Pro- 
portions. New York: Wiley Interscience. 


CORRESPONDENCE ' 


. CANGER AND SUICIDE 
Dear Sr, 

The purpose of this letter is to criticize the findings 
reported in Professor Whitlock’s paper (Journal, 
March 1978, 132, 269-74), in which he reported an 
excess of cancers among suicides and concluded that 
cancer was a factor in suicide. 

He reports malignant disease to be over-represented 
in a consecutive sample of suicides from Brisbane, 
Australia. Seventeen cancers were found in 237 cases 
aged over 50 years. This proportion (6.2 per cent) 
was compared with the proportion of cancers found 
in 273 age and sex matched cases of violent death 
other than suicide, mainly road traffic accidents. The 
proportion of cancers in the accidents was 0.7 per 
cent (2/273), significantly fewer than among the 
suicides. 

Whitlock's conclusion that the finding demon- 
strates cancer to be a factor in suicide is open to 
criticism because of the method he used. 'The most 
serious criticism is the assumption that the prevalence 
of cancer in road traffic accident deaths is equivalent 
to that in a random population sample, which is the 
appropriate comparison group for a study of this 
kind. Clearly, road traffic accidents cannot be, since 
serious malignant disease causes people to be in bed 
at hame or in hospital, and decreases mobility, 
reducing the risk of a violent death. Samples of road 
traffic accident deaths are bound to contain fewer 
cancer cases. 

Further, the study was retrospective, based on 
examining postmortem records, and there is no 
guarantee that the pathologist searched as closely for 
cancers in the comparison group as in the suicides. 
To overcome error arising from this source, I com- 
pared the proportions of cancers which had been 
diagnosed before death in the two groups, as given by 
Whitlock in his paper. Seven cancers (2.6 per cent) 
were known among the suicides and one (0.4 per 
cent) in the accident group; a non significant differ- 
ence at the 5 per cent level (Fisher Test: p = 0.07). 

There are other criticisms. Whitlock chose to 
compare groups aged 50 and over, but gives no 
valid justification for omitting the under 50s. Since 
cancer is the second or third commonest cause of 
death among young people they ought to have been 
included. 

The age structure of the suicide group is given, 
but not that of the accident group—a datum which is 
usually required to convince a reader that the two 
groups were equivalent for age. The incidence of 
cancer in an older suicide group will inevitably be 
greater than that in a younger comparison group. 

The paper is important because of its finding, and 
may be widely quoted. I believe the criticisms I have 
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advanced show that we cannot conclude from Whit- 
lock's study that cancer is in excess among-the cases of 
suicide he has studied. 

. B. M. BARRACLOUGH 
MRC Clinical Psychiatry Unit, 
Graylingwell Hospital, 
Chichester, West Sussex PO19 4PQ 
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TARDIVE DYSKINESIA OR SCHIZOPHRENIC 
ABNORMAL MOVEMENTS? 


Dear Sr, 

` There is still a great controversy concerning the 
pathogenesis, diagnosis and reversibility of abnormal 
movements observed in schizophrenic patients. 
Kraepelin, 1907 (3) described such movements 
associated with schizophrenia long before the use of 
neuroleptics. Yarden and DiScipio (5) reportedin 1971 
a group of young schizophrenics with abnormal 
motility before exposure to any neuroleptics. They 
* found in this group choreiform movements, athetoid 
movements and dysarthric speech. Cole, 1975 (1) 
thought it impossible to differentiate accurately the 
movements of tardive dyskinesia from movements 
associated with chronic schizophrenia. 

The central question remains—it is indeed an 
important one because of the continuing widespread 
use of neuroleptics—whether certain abnormal 
movements in schizophrenics are due to the disease 
process itself or due to the use of neuroleptics leading 
to tardive dyskinesia. 

The present author observed two chronic schizo- 
phrenics in the Kings County Psychiatric Clinic, who 
exhibited abnormal movements over a short period 
of time during which they took neuroleptics. These 
movements lasted in the first patient two weeks and 
in the second patient two months. The first patient 
showed chewing movements and smacking of the 
lips, while the second had chewing movements, 
puffing of the cheeks, writhing movements of neck 
and head and raising movements of the shoulders. 

Although these abnormal movements resembled 
very much the movements of tardive dyskinesia, the 
author came to the conclusion that they represented 
abnormal movements of schizophrenia for the 
following reasons: 

(1) These abnormal movements appeared in both 
patients following severe stresses—in one 
patient a few days after a traumatic move to a 
new neighbourhood, in the second patient 
two days after she was robbed and raped. 
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were associated with severe exacerbation of 
their psychiatric symptoms. 

Both patients continued to take neuroleptic 
drugs after the beginning of the abnormal 
movements—one patient continued to take 
the same medication in the same amount, the 
second patient began taking another neuro- 
leptic in dosage equivalent to the previous 
drug. 

In both patients, as their mental status im- 
proved, the abnormal movements subsided. 
After a drug free period—in one patient 14 
days and in the second patient 7 days (the 
medication had to be reinstituted after 7 days 
as she became severely psychotic) no abnormal 
movements were noticed. 

We discontinued the neuroleptics to provide 

additional evidence that the abnormal move- 
ments were not due to the drugs, because it 
has been reported by Crane, 1973 (2) and 
Roxburgh, 1970 (4) that the syndrome can 
become more apparent after discontinuation 
of neuroleptics. 
Both patients were followed for a period of 
over two years and no reappearance of 
abnormal movements was noted, although 
they continued to take neuroleptics. 


These two patients demonstrate the importance of 
differentiating between the diagnosis of tardive 
dyskinesia and the abnormal movements of schizo- 
phrenia. Careful and prolonged observations are 
necessary to make a correct diagnosis. 


CHARLOTTE NADEL ' 
State University of New York, 
Downstate Medical Center, 
450 Clarkson Avenue, 
Brooklyn, New York 11203 
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Table for letter from Drs. Paty and Benezech (p. 285) 


Controls (11 cases) 


47, ХҮҮ (7 cases) 


47, X XY (4 cases) 














ER Amplitudes—CNV : Amplitude and waveform 


++ *B 


Non significant 


I (III-IV) 11.08 + 2.50 руф 12.93 + 2.05 uv 14.45 + 3.97 pv ns 

In (V-VI) 7.17 + 3.48 uv 12.70 + 5.69 uv 6.93 + 3.94 uv g 
A D (A-D) 5.69 + 5.2luv 11.90 + 4.61 uv 7.98 + 7.03 uv Ы 
І (NI-P2) 16.35 + 5.47 pv 10.40 + 1.68 uv 11.25 + 3.25 pv 1 

|: (P2-N2) 10.43 + 5.43 uv 9.67 + 3.71 uv 5.78 + 3.45 pv * 
I (P0-N1) 3.09 + 0.67 uv 4.21 + 1.38 pv 4.63 + 2.25 uv ns 

i 6.44 + 3.43 pv 11.14 + 3.11 pv 8.63 + 1.44 џу ? t 
Amplitude 16.30 + 4.99 uv 14.20 + 6.57 pv 12.40 + 3.59 uv ns 
Late CNV 1 case 3 cases 2 cases 


Differences between 47, ХҮҮ and controls; and between 47 ХҮҮ and 47, X XY (p <0.05) 
Significant differences only between 47, XYY and controls (p «0.05) 


Mean values + SD 
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The addition of Disipal to phenothiazine therapy enables optimum therapeu response ti be achieved 
without unacceptable side effects. Disipal also elevates the patient's mood, thus relieving the depression so 
often associated with major tranquillizer therapy. 

Drug of choice 

Following athree month double blind crossover trial, the authors concluded thay, “atphenadrine| is the drug 
of choice inthe treatment of drug-induced extra-pyramidal reactions and depend 

Increased response 

Furthermore, the authors postulate that “the introduction ofarphenadrine in iheteument ofa patient whose 
response to phenothiazines is not maintained, might well resultin further benefi pu 





For patients on major tranquillizer therapy 
Disi 

* controls extra-pyramidal reactions - 

* elevates patient mood. 


1 Capstick М]. Int, Med. Res, 1976,4 (63, 435, Disipsl, orphenadrine hydrochloride BP, is a registered trade mark. 
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Some antidepressants 
enable your patients 


totake life 


more easily 





In depression the risk of suicide is increased. 
Many antidepressant drugs increase this risk considerably. 
Fluanxol is effective, non-sedating and quick-acting in the 
treatment of depression. In addition clinical reports 
show that in overdosage it lacks the acute toxicity of 
other antidepressants ~ up to 3 months’ 
supply of tablets have 


F luanxo boon taken OE 
controls the depression and reduces the risk of fatality. 


Lundbeck Limited, Lundbeck House, Hastings Street, Luton LUI SBE. Telephone Luton 411482 Telex 825325 Jede 
дна 


The Retreat, York 


for Psychiatric llinesses 


Founded in 1792 by the Quaker, William Tuke, who established the tradition of concern 
for patients as individuals. The Retreat is a 250 bedded private registered nursing home 
surrounded by extensive grounds on the outskirts of the historic City of York. It is easily 
reached by rail and motorways. 


Care and treatment is offered for most types of psychiatric iliness on the short or long 
term in a sympathetic and friendly atmosphere. Patients suffering from neuroses, 
psychoses, alcoholism and dementia are treated in surroundings suitable for their indivi- 
dual needs. 


The Nursing Home is a registered charity and is able to offer inclusive care in shared 
accommodation from £12.65 per day or in single rooms at slightly increased charge. The 
Nursing Home is recognised by the main private patient schemes. 


For further details apply to The Medical Director, The Retreat, York YO15BN 
(Telephone 0904-54551). 
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. Ativan 


(lorazepam, Wyeth) 
stands out in the treatment of anxiety 





Unlike most other benzodiazepines, ativan has a 
direct one-step metabolism and is converted 
almost entirely to one inactive metabolite. ativan 
thus ensures a more rapid and predictable 
anxiolytic response from your patients with fewer 
unwanted effects. 


Ativan — rapid and predictable anxiolytic response 


h Atwanis presented as yellow tablets containing 2.5 mg lorazepam (А blue oblong tablet and an injectable 
form are also available.) Further information is available on request to the Company. 
, Wyeth Laboratories John Wyeth & Brother Ltd. Taplow Maidenhead, Berks, "trade marks 


ST. ANDREW'S HOSPITAL, NORTHAMPTON 
PRIVATE PSYCHIATRIC CARE—A COMPREHENSIVE FACILITY 


St. Andrew's aims to provide the best in psychiatric care in a comfortable and relaxed 
environment. Staffed by nine full-time Consultant Psychiatrists, three Clinical Psychologists and 
with a full complement of skilled nursing and rehabilitation staff, the hospital offers a broad range 
of psychiatric treatments. Care is provided on a short, medium and long term basis and the 
following specific units are available: 


SHORT TERM ACUTE TREATMENT 

ALCOHOL TREATMENT 

BEHAVIOUR MODIFICATION 

DAY HOSPITAL 

PSYCHOGERIATRIC 

PSYCHOTHERAPY 

BRAIN DAMAGE AND EPILEPSY INVESTIGATION 
Out-patient facilities are available at the hospital, at 148 and 152 Harley Street, London W.1., 
Oxford and Bedford. 


St. Andrew's is an Independent Hospital and subscribers to the main Private Contributory 
Schemes may claim benefits within the terms of these schemes. 


Further details and brochures may be obtained from the Medical Director, 
St. Andrew's Hospital, Northampton. 
(Telephone 0604-2131 1). 
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BOWDEN HOUSE CLINIC 


Harrow-on-the-Hill, Middlesex 
Tel: 01-864 0221 
Only 20- 25 Mins. from London 
via Westway Extension 
Founded in 1911 by Dr. H. Crichton- Miller 
A non-profit making Charity outside the National 
Health Service 


A private clinic (all patients having single rooms) for 
the treatment of patients suffering from neuroses, 
early psychoses, psychosomatic disorders, drug 
addiction and alcoholism. 
Treatment is supervised by experienced psychiatrists 
whose services are inclusive in the patients’ fees. 
A full physical examination and pathological investi- 
gations are made in the first week. 
Facilities are also available to Consultants wishing to 
treat their own patients independently. 


Apply for details: Administrative Secretary 
Applications for admission to the Matron 


THE UNIVERSITY OF CALIFORNIA, 
IRVINE COLLEGE OF MEDICINE 


is seeking a 


CHAIRMAN 


for the Department of Psychiatry & Human 
Behaviour. Candidates will have demon- 
strated excellence in research and teaching 
and will have administrative experience. 
Candidates should be able to provide 
academic leadership for the Department. 
Applications from all qualified candidates are 
welcome; minorities and women аге 
encouraged to apply. Send curriculum vitae, 
before December 1, 1978, to Calvin S. 
McLaughlin, Chairman of the Search Com- 
mittee, Dean's Office, College of Medicine, 
University of California, Irvine, CA 927 17. 





PSYCHOPATHIC BEHAVIOUR: 
Approaches to Research 


edited by R.D. Hare, Department of Psychology, 
University of British Columbia, 

Vancouver, Canada, 

and D. Schalling, Department of Psychiatry, 
Karolinska Hospital, Stockholm, Sweden. 
Begins with a review of the problems associated 
with the definition and diagnosis of psychopathy 
for research and clinical purposes, and the 
historical development of the concept of 
psychopathy. И goes on to deal with genetic 
determinants of psychopathic and criminal 
behaviour, the etiological implications of child- 
hood histories of psychopaths and the relation 
between persistent criminality and psycho- 
pathy. The book ends with an overview of the 
approaches to the treatment of adolescent and 
adult psychopaths. 

This volume is based on papers arising from the 
NATO Advanced Study Institute held in Les 
Arcs, France in 1975. 


April 1978 406 pages 
0471 99551 7 $27.50/£13.25 


LONGITUDINAL RESEARCH IN DRUG 
USE: Empirical Findings and 
Methodological Issues 

edited by Denise B. Kandel, New York State 
Psychiatric Institute and Columbia University. 
A collection of original empirical papers 
reporting findings from longitudinal research on 
determinants and consequences of drug use, 
and a series of theoretical and methodological 
commentaries on these papers. 

In Press approx, 400 pages 
0470 26287 7 approx, $24.75/£14.20 


Published by Hemisphere Publishing Corp., and dis- 
tributed by John Wiley & Sons Ltd. 


INTERPERSONAL PSYCHOANALYSIS: 
New Directions 


edited by E.G. Witenberg, 

W. Alanson White Institute. 

Eight major contributors to psychoanalytic 
thought — all practising clinicians — present 
their ideas on the state of the art today. 

In Press approx. 360 pages 
0470 26318 0 approx. $21.55/£10.70 
Published by Gardner Press inc, and distributed by 
John Wiley & Sons Ltd. 


John Wiley & Sons Limited 


Baffins Lane - Chichester - Sussex - England 
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UNIVERSITY OF CALIFORNIA, LOS ANGELES 


DELLA MARTIN CHAIR IN PSYCHIATRY 


UCLA School of Medicine seeks appropriate candidates for the Della Martin 
Chair in Psychiatry, newly endowed Professorship for distinguished academic 
psychiatrist (English-speaking, eligible California licensure) committed to 
research especially on major mental illnesses of adolescents and young adults. 
Equal opportunity affirmative action employer. Send curriculum vitae, letter 
discussing career goals, five references to: 


Arnold B. Scheibel, M. D. 
Chairman 

Della Martin Search Committee 
760 Westwood Plaza 

Los Angeles, California 90024 
USA 


Vacancy for 
PSYCHIATRIST 


INGUTSHENI HOSPITAL, BULAWAYO Rhodesia 


Applicants must hold a qualification in medicine which isregistrable in Rhodesia. 
In addition applicants must hold the D.P.M. or equivalent higher qualification 
in psychiatric medicine and preferably with an interest in forensic psychiatry. 


Credit is given for post qualification experience upto à maximum of four years 
and commencing salaries would be in the вса1е:— 


£13,444 x £351 to £14,848 (Scale Barrier) x £351 to £15,199. 


Leave conditions are generous and an Annual Bonus is paid to Permanent 
Appointees. 


Appointments may be on a three year contract with return fares paid for recruit 
and family or to the Permanent Staff with single fares paid. 


Full details obtainable from; The Medical Superintendent, 
Ingutsheni Hospital, P.O. Box 8363, Belmont, Bulawayo, RHODESIA. 


The British Government urges UK Nationals who wish to visit Rhodesia or take 

up employment there to consult the Foreign & Commonwealth Office (Rhodesia 

Department, telephone 233 4143) or the nearest British Consular Office before 
oing 80. 
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CANADIAN PSYCHIATRIC ASSOCIATION JOURNAL 


The Canadian Psychiatric Association Journal, now in its twenty-third year of publication, ° 
is devoted to presenting a broad coverage of the field of psychiatry to be relevant for the 
majority of practising clinical psychiatrists. Contributors are mainly Canadian but con- 
tributions from other countries are welcomed. Articles appear in English or French with the 
summary translated into the other language. The Canadian psychiatric scene is that of a 
mixture of academic “teaching hospital’ psychiatry, provincial mental hospital, and office 
and community hospital practice. All of this takes place in the context of a mixture of both 
national health insurance and private practice. 


Recent articles have been "On being therapeutic" by S. E. Greben: "Classification of 
depressive states" by H. E. Lehmann; "Biochemistry of mental depression" by T. L. 


Sourkes; "Home care treatment of acutely ill psychiatric patients: A one year follow-up” by 
F. A. Smith et al.; “Dopamine and schizophrenia: A reappraisal in the light of clinical studies 
with Clozapine” by N. Р. V. Nair et al.; “LSD in a coercive milieu therapy program” by E. T. 
Barker et al. 

Annual subscriptions: $25.00 for Canada and the U.S.; $30.00 foreign. 


For further information please contact: 
Advertising/Subscriptions: 
W. G. Tiffin 
Canadian Psychiatric Association Journal 
190 Main Street 
Unionville, Ontario, Canada 
L3R 2G9 





ASSOCIATION OF THERAPEUTIC 
COMMUNITIES 


THE PSYCHOSOMATIC 
RESEARCH TRUST 
A residential training weekend: The Psychosomatic Research Trust has 
available approximately £500 for the 
support of research in the field of 
psychosomatic medicine, and the 
Trustees invite applications. 
Preference will be given to applicants 
who are recently qualified, and also to 


LEARNING FROM EXPERIENCE 
IN THERAPEUTIC 
COMMUNITY LIVING 


applicants who are members of the 
Society for Psychosomatic Research. 

The closing date for applications is 
Friday 17th November 1978, and 
further information and application 
forms can be obtained from: 


Date: October 27th - 29th, 1978 


Place: Lower Shaw Farm, Wiltshire 


Cost: £18.50 inclusive 


Dr. Paul Wiliams, 

General Practice Research Unit, 
Institute of Psychiatry, 

de Crespigny Park, 

London SES 8 AF. 


For further details/application forms, please contact: | 
Jeff Roberts, Ingrebourne Centre, St. George's 
Hospital, Hornchurch, Essex. 
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BAY OF PLENTY HOSPITAL BOARD 


Whole time- 
Specialist Psychiatrist 


WHAKATANE HOSPITAL 
NEW ZEALAND 


Applications are invited from registered medical 
practitioners possessing a recognised specialist 
qualification in psychiatry for the above position. 
Whakatane is an extremely popular area. It is 
situated on the coast and has one of the country's 
best climates, as well as excellent recreational and 
educational facilities. 


The psychiatric unit accepts all referrals from the 
Eastern Bay of Plenty (population 46,000) and has 
inpatient, daypatient and outpatient facilities. It 
caters for acute, short-stay patients, and runs as 
far as possible as a therapeutic community. There 
are at present 14 acute admitting beds. Long stay 
and psychogeriatric patients are assessed locally, 
but admitted to more appropriate hospital units 
elsewhere. 


A new psychiatric unit is being planned with 20 
beds and full inpatient and daypatient facilities, 
with an integrated outpatient consultation area, 
Planning for this unit is well advanced, 


The post requires wide psychiatric experience, 
and a wish to work with patients of all ages, i.e., 
children arid adolescents to the psychogeriatric 
age group. The accent ів оп individual, marital and 
family counselling and group therapy. 
Rehabilitation and support for patients to remain 
in the community i$ emphasised and a psychiatric 
domiciliary nurse is occupied full time in this 
‘sphere. 


Present staff includes a specialist psychiatrist, 
assistant medical officer, clinical psychologist, 
psychiatric social worker, occupational therapist 
and appropriate nursing staff. There is a vacancy 
for a senior psychologist (at present being 
advertised). All staff are involved in planning and 
running the unit.on team lines. Fuller details of the 
post, with further information on the proposed 
new psychiatric unit, will be supplied on request. 
Salary will be within the scale $NZ 17,060 / $NZ 
22,161 plus 3.5 per cent special interim 
allowance, plus $NZ 365 cost of living allowance, 
commencing rate depending on qualifications and 
experience. 


Applications close on October 11, 1978, and should be addressed airmail to the 
Chief Executive, 
Bay of Plenty Hospital Board, 
P.O. Box 241, Whakatane, New Zealand. 
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© use; Tablets for ‘continuous 
therapy. 


Ыы Relieves rigidity and 
mx improves tremor. 


п m Achieves rar id response, 
even in severe cases. 


Wellcome Medical Division, <.. ; 
The Wellcome Foundation Lid. Cs. Chesh 
Kemadrin contains procyclidine hydro 
Full prescribing information i kavala! 
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Prothiaden works beneath the 
disguises of depression 


The disguises of depression and the 
patient's brave face may fool everyone but his 
doctor. To a growing number of doctors the 
benefits of Prothiaden are also obvious. In trials, 
Prothiaden has shown superiority to 
amitriptyline and with less 
side effects. ^? In a group of 
patients who are likely 
to be tired and 


confused the new Calendar Pack gives your 


patients every assistance to comply with your 
instructions. 
References: 
l. Rees, J.A & Cryer P. C, Curr. Med 
Res. Opin, 1976, 4, 416 
2. Lambourn, J. & Rees, J. А 
J. Int Med. Res, 1974, 2, 210 
3. Lipsedge, M. S, Linford 
Rees, W. & Pike, D. J., 
Psychopharmacologia 
(Berl.) 1971, 19, 153. 


The Boots Company Ltd., 


| AP -—— 22 28 a NL. 


{ sit Nottingham, England. 
5. 


„апе Calendar Pack fo increase patient compliance 
asimple,evening dosage regimen 
treats the underlying depressive illness 


Tablets containing 75mg Dothiepin Hydrochloride ВР Full prescribing information is available on request. 


Brit, J. Psychiat. (1978), 133, 289-98 


Lecture 





Epidemiology and Clinical Psychiatry" 


By MICHAEL SHEPHERD 


The Maudsley Bequest lectures have tradi- 
tionally been intended for trainee psychiatrists. 
No previous lecture in the series has been 
concerned directly with epidemiology, and the 
trainee who seeks enlightenment in the British 
textbooks of psychiatry is likely to be dis- 
appointed or misled, for the standard view of the 
subject is epitomized in the statement which 
appears in their weightiest representative: “In 
this field the epidemiological approach concerns 
itself with investigation of the frequency with 
which definable forms of psychiatric disorder 
occur in carefully delineated populations’ 
(Slater and Roth, 1969). While this aspect of the 
discipline is central to the interests of workers in 
the field of public health and administration, 
the notion of epidemiology as primarily an 
exercise in head-counting is unlikely to suggest 
the relevance of the discipline to clinical 
activities, especially if these are conceived as 
being focused primarily on the individual 
patient, In this lecture I propose to try and 
correct this impression and indicate the proven- 
ance and scope of epidemiology as a major 
branch of scientific inquiry which is indis- 
pensable to clinical psychiatry. 

Epidemiology, meaning literally no more than 
*on the people', is a term used in medicine to 
designate the study of populations rather than 
individuals. It is instructive to recall, as a point 
of departure, the remarkable monograph, The 
Epidemics of the Middle Ages, first published 
almost 150 years ago, in which J. F. C. Hecker 
traced the course and effects of three major 
calamities (Hecker, 1859). T'wo of them, the 
Black Death and the Sweating Sickness, might 


* Based on a Maudsley Bequest lecture to the Royal 
College of Psychiatrists, February 1978. 
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have been expected but the third, and in many 
ways most interesting, study is of an epidemic of 
disordered behaviour, the Dancing Mania, to 
which Hecker later added another example in 
the form of a long essay on Child-Pilgrimages. 
In these accounts Hecker makes no distinction 
between epidemics of infectious disease and 
those of morbid behaviour, whose cause he 
identified as an abnormal emotional state. This 
view was maintained by many influential 
medical scientists, not least among them 
Rudolf Virchow, and was not to be disputed 
until much later in the nineteenth century, when 
the rise of the germ theory and the establishment 
of bacteriological science led to the claim that 
the notion of ‘epidemic’ be confined to the 
designation of infectious disease, based squarely 
on the establishment of host, agent and vector 
as the triad of key factors. 

With the identification of individual organisms 
and the therapeutic use of antibiotics the trend 
became more pronounced and the termino- 
logical issue more acrimonious, the debate over 
words concealing, as so often, a major issue of 
substance which continued for some 50 years. 
As late as the early 1950s an eminent professor of 
bacteriology was moved to write to the British 
Medical Journal, condemning ‘an undoubted 
debauchery of a precise and essential word, 
“epidemiology”, which is being inflated by 
writers on social medicine and similar subjects 
to include the study of the frequency or incidence 
of diseases whether epidemic or not. The right 
and, as I thought, obvious meaning of epi- 
demiology is given by the shorter O.E.D. as 
“the study of epidemics”, and an epidemic is 
“а disease prevalent among a people or a 
community at a special time, and produced by 
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some special causes not generally present in the 
affected locality”. Therefore, to speak of the 
epidemiclogy of coronary thrombosis, or of hare 
lip, or diabetes, or of any non-epidemic disease 
is a debasement of the currency of thought. It is 
of no use saying that the word is being used in its 
wider sense. It has no wider sense’ (Gardner, 
1952). 

The snide reference to social medicine was 
understandable as a response to the challenge 
which had been issued by its first and foremost 
representative in this country: ‘Public health’, 
wrote John Ryle, ‘has been largely preoccupied 
with the communicable diseases, their causes, 
distribution and prevention. Social medicine is 
concerned with all diseases of prevalence, 
including rheumatic heart disease, peptic ulcer, 
cancer, the psychoneuroses, the psychoses and 
accidental injuries—which also have their 
epidemiologies and their correlations with social 
and occupational conditions and must eventu- 
ally be considered in greater or less degree 
preventable’ (Ryle, 1948). To support his 
contention in the field of mental disorder Ryle 
might have cited the example which illustrates 
par excellence the place of epidemiology in 
psychiatry, namely the contribution of Joseph 
Goldberger to the problem of pellagra. This 
outstanding but still surprisingly neglected work 
repays consideration in some detail. 


Elucidation of Pellagra: 
an impressive achievement 


In the early years of the twentieth century 
pellagra was a disease which evoked great 
concern, especially in Italy and the southern 
states of North America. Here is a brief descrip- 
tion from an Italian textbook of mental diseases 
at this time: ‘Pellagra is an endemic disease of 
remittent course, and generally afebrile, which 
sooner or later proves fatal. It is dependent upon 
a specific cause—namely, the eating of maize 
(commonly used in the form of polenta and pan 
giallo) that has been damaged by moulds. Its 
clinical picture is that of a cachexia from 
intoxication, and when fully established in- 


includes not only intestinal, gastric, and 
cutaneous symptoms, but also motor and 
psychic phenomena’ (Tanzi, 1909). Other 


authorities favoured other views, including 
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genetic transmission and, above all, the spread 
by an unknown organism. In the U.S.A. two 
influential Commissions in 1911 and 1913 had 
declared themselves in favour of an infectious 
aetiology, and a year later Joseph Goldberger 
was assigned by the Surgeon-General to the task 
of identifying the organism and eradicating the 
disease. 

Goldberger himself was then a professional 

epidemiologist in the U.S. Public Health 
Service (Parsons, 1943). In this capacity he had 
rapidly acquired the reputation of an out- 
standing investigator and had made a number of 
important contributions to the elucidation of 
various infectious diseases, including yellow 
fever, dengue, typhus, measles, diphtheria and 
Schamberg's disease. In early 1914 Goldberger 
visited the State hospital for the insane in 
Jackson, Mississipi, knowing almost nothing 
about mental disorder. In June of the same year 
he published the first of his papers on pellagra. 
Only three pages long, it is entitled The 
Etiology of Pellagra: the Significance of certain 
Epidemiological Observations with Respect Thereto 
(Goldberger, 1914). The following extract 
demonstrates how he approached the problem 
in his own clear-sighted way: 
The writer desires to invite attention to certain 
observations recorded in the literature of pellagra, the 
significance of which appears entirely to have 
escaped attention. 

At the National Conference on Pellagra held in 
Columbia, S.C., November 3, 1909, Siler and 
Nichols in their paper on the ‘Aspects of the pellagra 
problem in Illinois' stated that certain facts would 
seem to indicate that the exciting cause of the 
disease is present within the institution (Peoria State 
Hospital), and added that ‘at the same time no 
nurses, attendants, or employees have shown the 
disease’. 

The results of personal inquiry at some of our State 
asylums in which pellagra occurs confirm the 
reported observations above cited. Thus at the 
South Carolina State hospital for the insane, where 
Babcock (1910 Ann. Rept.) states that while cases of 
pellagra develop in patients who have been there 
for years, no case so far as the writer was able to 
ascertain has occurred in the nurses or attendants. It 
may be of interest to recall in this connection that in 
his annual report for 1913 Babcock states that a total 
of about 900 pellagrins had been admitted to his 
institution during the preceding six years. 
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At the State hospital for the insane at Jackson, 
Miss., there have been recorded 98 deaths from 
pellagra for the period between October 1, 1909 and 
July 1, 1913. At this institution cases of institutional 
origin have occurred in inmates. Dr. J. C. Herrington, 
assistant physician and pathologist, told me at the 
time of my visit of a case in an inmate after 15 arid in 
another after 20 years' residence at the institution. No 
case, so.far as I was able to learn, has developed in a 
nurse or attendant, although since January 1, 1909 
there have been employed a total of 126 who have 
served for periods of from 1 to 5 years. 


In considering the significance of such observations 
it is to be recalled that at all of these institutions the 
ward personnel, nurses, and attendants spend a 
considerable proportion of the 24 hours on day or 
night duty, in close association with the inmates; 
indeed at many of these institutions, for lack of a 
separate building or special residence for the nurses, 
they live right in the ward with and of necessity 
under exactly the same conditions as the inmates. 


It is striking therefore that although many in- 
mates develop pellagra after varying periods of 
institutional residence, some even after 10 to 20 years 
of institutional life and therefore, it seems per- 
missible to infer, as the result of the operation within 
the institution of the exciting cause or causes, yet 
nurses and attendants living under identical con- 
ditions appear uniformly to be immune. If pellagra 
be a communicable disease, why should there be 
this exemption of the nurses and attendants? 


To the writer this peculiar exemption or immunity 
is inexplicable on the assumption that pellagra is 
communicable. Neither ‘contact’ in any sense nor 
insect transmission is capable of explaining such a 
phenomenon, except on the assumption of an 
incubation or latent period extending over 10 to 20 
years. In support of such an assumption there exists, 
so far as the writer is aware, no satisfactory evidence. 


The explanation of the peculiar exemption under 
discussion will be found in the opinion of the writer 
in a difference in the diet of the two groups of resi- 
dents. At some of the institutions there is a manifest 
difference in this regard; in others none is apparent. 

The latter would seem to be a fatal objection to this 
explanation, but a moment’s consideration will show 
that such is not necessarily the case. The writer from 
personal observation has found that although the 
nurses and attendants may apparently receive the 
same food, there is nevertheless a difference in that 
the nurses have the privilege—which they exercise— 
of selecting the best and greatest variety for them- 
selves. Moreover, it must not be overlooked that 
nurses and attendants have opportunities for supple- 
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‘menting their institutional dietary that the inmates 


asa rule have not. 


^ Та this connection brief reference must be made to 


two other epidemiological features of pellagra. It is 
universally agreed (1) that the disease is essentially 
rural, and (2) associated with poverty. Now there is 
plenty of poverty and all its concomitants in all cities, 
and the question naturally arises—why its greater 
predilection for rural poverty? What important 
difference is there between the elements of poverty in 
our slums and those of poverty in rural dwellers? It is 
not the writer's intention to enter at the time into a 
detailed discussion of these questions; he wishes to 
point out one difference only. This difference relates 
to the dietary. Studies of urban and rural dietaries 
(Walt, Office of Experiment Stations, Bulletin, 221, 
1909) have shown that on the whole the very poor of 
cities have a more varied diet, than the poor in rural 
sections. ‘Except in extreme cases, the city poor. . . 
appear to be better nourished than the mountaineers 
of Tennessee’. 

In view of the great uncertainty that exists as to the 
true cause of pellagra, it may not be amiss to suggest 
that pending the final solution of this problem it may 
be well to attempt to prevent the disease by improving 
the dietary of those among whom it seems most 
prevalent. In this direction I would urge the reduc- 
tion in cereals, vegetables, and canned foods that 
enter to so large an extent into the dietary of many of 
the people in the South and an increase in the fresh 
animal food component, such as fresh meats, eggs, 
and milk. 


From these initial observations Goldberger 
set out the implications of his own hypothesis. 
These were, in his own words, ‘first, that a 
difference in diet as between pellagrins and 
non-pellagrins be demonstrable; second, that 
the disease must be curable by a proper diet; 
third, that it must be preventable by such a diet, 
and, fourth, that it may be experimentally 
produced by diet’. The way in which he 
proceeded to sustain these propositions is to be 
found in more than 50 papers which contain the 
essence of his work over the remaining 15 years 
of his life (Terris, 1964). First, he established 
that the distribution of early pellagra was 
related to dietary deficiencies in other institu- 
tions, notably orphanages. Then he showed that 
a diet of milk, eggs, meat, beans and peas 
prevented the occurrence of pellagra in in- 
stitutions where it had been rife. And, to clinch 
the case, he went on to induce pellagra among 
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the inmates of a prison by dietary deprivation, a 
procedure which would probably upset the 
members of most ethical committees today. 

Next, he moved from the institution to the 
community in his famous field-survey of cotton- 
mill villages in South Carolina. This is one of 
the great examples of ‘shoe-leather’ epi- 
demiology, which entailed fortnightly house- 
visits to all members of the population from 
whom he obtained detailed socio-demographic, 
personal and dietary information. From the 
mass of data which he collected Goldberger was 
able to clinch the association between pellagra 
and low animal protein food (not corn), home 
food-supplies and, above all, selective poverty. 
Working with the economist, Edgar Syden- 
stricker, he constructed the 'ammain', a socio- 
economic unit for measuring variation in gross 
demand for articles of consumption which, they 
demonstrated, was significantly related to the 
incidence of pellagra. The detail of their 
painstaking inquiry is legendary: 

(1) Statements were obtained from households as 
to the immediate source of every article of food 
entering into their half-month's supplies. Thus it 
was ascertained, for example, whether the fresh milk 
used by the household was produced at home, 
purchased from another mill worker's household in 
the village, or from some specific farmer, dairy or 
store, or donated by a relative, neighbour, or other 
person. In the event that a household had a source of 
supply not common generally to households in the 
village, inquiries were directed with a view to 
ascertaining the length of time the household had had 
such a supply, particularly with respect to the period 
after January 1, 1916. 

(2) From farmers, hucksters, or ‘peddlers’ selling 
from house to house, staternents were secured relating 
to the quantities sold, prices, frequency of selling, and 
character of produce sold since January 1, 1916. 

(3) From managers and clerks in the stores, 
markets, and other retail establishments at which mill 
workers’ households largely dealt, data were secured 
relating to (a) prices during the 15-day period and 
price changes during 1916; (b) sources of each food 
sold, whether direct from near-by farms or through 
middlemen from local agricultural territory or from 
other sections of the United States; (c) names of 
brands and quantities of the foods sold; (d) practices 
with respect to credit to mill workers! households, 
especially as affected by the amount of earnings by the 
mill workers, 
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As the facts accumulated it became abund- 
antly clear that the prevalence of pellagra was 
related to the availability of supplies of certain 
foods but that this in turn was closely influenced 
by the one-crop type of agriculture with its lack 
of diversification. Characteristically, therefore, 
Goldberger and Sydenstricker undertook what 
amounted to a full-scale economic analysis of 
tenant-farming in the cotton-producing area of 
the deep south. They concluded: ‘The situation 
is manifestly one which calls for study with a 
view of working out practicable solutions of the 
economic and agricultural problems involved. 
In such study, however, the needs of health 
must be held in mind as of controlling import- 
ance’. 

At the same time as he adopted this macro- 
sociological approach, however, Goldberger 
became increasingly aware of the need to study 
the micro-behaviour of individuals and family- 
units, if only to account for the apparent 
exceptions to the general rule which he was 
formulating. The following passage illustrates 
how well he appreciated the role of personal 
factors: 


Reference may be made to the group of factors that 
tend to determine the amount and proportion of 
family income available for the purchase of food, an 
example of which is the occurrence of sickness or 
injury, making an unusual draft on the family income. 
Related to such factors are the general spirit of the 
household with respect to thrift (which, when 
unwisely directed, may be harmful) and the intelli- 
gence and ability of the housewife in utilizing the 
available family income. 

More tangible than these, and perhaps of more 
immediate practical importance in its effect on the 
household diet, is the difference among households 
with respect to the availability of food supplies. 

Even granting what is not necessarily the case, that 
financial ability to provide may be assumed to be 
invariably synonymous with the actual provision of a 
good diet and that a liberal diet was actually available 
to the individual, it by no means follows that such 
diet was in fact consumed. For such assumption 
would totally ignore the existence of individual likes 
and dislikes, more or less marked examples of which 
may be observed at almost any family table. 

Further, a great variety of causes may operate to 
bring about individual peculiarities of taste with 
respect to food. They may have their origin in the 
seemingly inherent human prejudice against the new 
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and untried food or dish; they may date from some 
disagreeable experience associated with a particular 
food; they may arise as the result of ill-advised, self- 
imposed or professionally directed dietary restrictions 
in the treatment of digestive disturbances, kidney 
disease, etc.; they may originate as a fad; and in the 
insane they may arise because of some delusion such 
as the fear of poisoning, etc. 


And, as if all this were not enough, towards 
the end of his life, Goldberger took another, 
paradigmatic step. He abandoned the epi- 
demiological method altogether because, as he 
pointed out, it had confirmed the hypothesis 
that pellagra was a deficiency-disease but had 
also reached the limits of its own potential. He 
therefore turned to the laboratory and the 
experimental method and set himself two 
different objectives: (a) to determine the 
pellagra-preventive action of various foods, and 
(b) to identify the nature of the specific de- 
ficiency involved. He had already disposed 
of the infection-theory by injecting first 
Rhesus monkeys and then himself and his wife 
with biological fluids derived from pellagrins. 
Having gone on to establish an animal model in 
canine black-tongue he began by working on 
the hypothesis of an amino-acid deficiency, 
possibly tryptophan, then on the unknown 
pellagra-preventing factor in water-soluble vita- 
т g which was to be identified in 1937 as 
acotinic acid, of which tryptophan is a pre- 
cursor. 


This brief summary of one of the most 
impressive medical achievements of the century 
illustrates the role of epidemiology in one of its 
several spheres of application—the investi- 
gation of the causation of disease. Essentially it 
proceeded by establishing an hypothesis through 
observation, supporting it by ecological inquiry, 
tracing the multifactorial genesis of individual 
cases and then providing experimental con- 
firmation. Not the least remarkable feature of 
the work is that Goldberger succeeded in 
combining what Griesinger had called the study 
of aetiology, i.e. the patterns of the associations 
of disease, with the study of pathogeny, i.e. the 
mechanisms of disease. In sensu strictu the epi- 
demiologist addresses himself to finding causal 
factors rather than elucidating their mode of 
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action. Goldberger did both, and eliminated a 
major scourge in the process. 

This example is now more than 50 years old 
but, with the possible exception of kuru, it 
remains the most elegant demonstration of the 
way in which the epidemiological method can be 
applied to elucidate the causes of a neuro- 
psychiatric disorder. Why should this be so? 
The answer, I would suggest, is twofold. First, 
Goldberger was an investigator of exceptional 
ability and very few men of his calibre have 
concerned themselves with any aspect of mental 
disorder. Secondly, as a disease entity pellagra 
might be regarded as having been riper for 
investigation than the great majority of con- 
ditions which are included in the formal 
category of mental illness. Goldberger himself 
indicated as much when, towards the end of his 
life, he was made a financially attractive offer 
to direct a research unit for.the study of de- 
mentia praecox. He took his time to consider the 
proposition, studied the current literature and 
then declined in a letter which gave his reasons: 
‘In 5 or more years I could probably find out 
nothing. Much work will be needed on the 
physiology of the central nervous system and on 
many collateral problems before dementia 
praecox can be understood’. After half a 
century these words remain still uncomfortably 
relevant to the contemporary situation. 

But the role of epidemiology in psychiatry is 
far from confined to basic research. It has at 
least two other major spheres of application. 
One of these is in the sphere of the workings of 
health services which, important as they are, 
chiefly affect the administrative aspects of 
psychiatry. The other function of the subject, by 
contrast, concerns all trainee psychiatrists, 
namely its direct links with clinical psychiatry. 


Clinical epidemiology in psychiatry 
1. The transmission of mental disorder 

This is historically the oldest sphere of 
epidemiological concern and activity, and 
extends to the current interest in so-called 
‘socially shared psychopathology’ (Gruenberg, 
1957). The induction of schizophreniform 
states with paranoid features, for example, is a 
well-recognized clinical phenomenon, des- 
cribed by various authors as ‘communicated 
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insanity’ (Tuke, 1892), ‘folie communiquée’ 
(Laségue and Falret, 1877) or ‘symbiotische 
Psychosen' (Scharfetter, 1970). Among the 
non-psychotic conditions, outbreaks of irrational 
behaviour, often loosely designated hysterical, 
have most often been described, sometimes 
affecting whole communities (Cantril, 1940), 
sometimes being confined to a particular 
institution (Benaim et al, 1973). 

For many workers abnormal group behaviour 
hàs been accounted for in terms of the responses 
of more or less predisposed individuals to 
particular physical, psychological or social 
factors, a process which has been given such 
descriptively variegated names as ‘imitation’, 
‘collective disposition’ and ‘pluralistic emo- 
tional spread’. In the past a number of attempts 
have been made to analyse the phenomena 
within the framework of the classical epi- 
demiological triad of host, environment and 
agent. As to the agent, it has been suggested 
that the morbid or exaggerated idea might be 
regarded as a noxious agent spreading the 
‘infection’ in epidemics of aberrant beliefs 
(Penrose, 1952). A more concrete approach 
along similar lines can be provided when the 
agent in question is a physical substance such as 
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a drug, and a clear demonstration. of how 
epidemiological techniques can be applied to 
the spread of drug use within a community has 
been provided by de Alarcón (1969). Having 
demonstrated a sharp increase in heroin abuse 
among young people in one of two communities 
he showed that the incidence-rate had increased 
after a latent period; further, he was able to 
determine the identity of the initiator of the 
epidemic and the approximate date of the first 
injection, and to demonstrate that the increase 
in number of cases was due to person-to-person 
contact. Fig 1 presents the trees of transmission 
which could then be constructed from the data. 

The study of the ‘host’ has traditionally 
tended to belong to the geneticist. But, as 
Ødegaard has pointed out, it has not always 
been appreciated that ‘In human population 
genetics epidemiological methods have to be 
introduced as soon as one proceeds beyond the 
study of individual pedigrees’ (Ødegaard, 
1957). Paradoxically, however, the geneticist’s 
interest may well become more focused on the 
agent than the host since the modern view is 
that we must ‘ask the question “what does this 
gene do to this individual?” in the same sense 
as the virologist inquires about the effect of a 
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Fic 1.— Transmission of heroin abuse in Crawley New Town (de Alarcón, 1969). 
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specific virus’ (Bóók, 1961). It is significant that 
in recent years geneticists have come to speak of 
the ‘transmission’ of mental illness (Rosenthal 
and’ Kety, 1968), but the contribution of 
genetics to the clinician concerned with in- 
dividual cases of mental disorder, as opposed to 
mental subnormality, still remains exiguous. In 
Lionel Penrose's words—'When the classical 
work of Sjógren on amaurotic idiocy is com- 
pared with the monumental surveys of Rüdin 
and his school on psychosis, it is like comparing 
the movements of a cat with those of a rhino- 
ceros’ (Penrose, 1971). 

In clinical practice every psychiatrist must, 
of: course, clearly pay close attention to the 
environment, or milieu, in which morbid ideas 
can be transmitted and mental illness induced. 
On a large scale this has been well documented 
at times of social upheaval and natural disaster, 
when aberrant conduct and frank mental 
disorder are often prominent. Fig 2 tells its own 
story (Glass and Bernucci, 1966). The detailed 
study of such phenomena, however, is usually 
limited by chance and opportunity, as in the 
observations of Rawnsley and Loudon on the 
inhabitants of Tristan da Cunha whom they 
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were able to study after a volcanic eruption, 
comparing their results with data obtained from 
a survey carried out 25 years before (Rawnsley 
and Loudon, 1964). 

More often the clinical study of environmental 
factors which bear on the transmission of mental 
disorder are on a smaller scale, and tend to be 
focused on the nuclear family. In the sphere of 
general morbidity the clustering of illness- 
episodes within families has been well docu- 
mented. This phenomenon has now been shown 
to apply to non-infectious disorders, including 
emotional illness. In a careful study extending 
over a period of two years, Brown was able to 
make a continuous assessment of two matched 
groups of families: one with and the other 
without a mother suffering from neurotic 
disability (Shepherd. ef al, 1966). During the 
period of observation the neurotic women 
exhibited significantly more illness, physical as 
well as psychological, than their controls, and 
by the same criteria a similar difference was 
recorded for the husbands and the children of 
the index patients. The factors contributing to 
such family interaction are complex, including as 
they do genetic influence, assortative mating, 
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socio-cultural determinants and the intra- 
familial milieu, and though some relevant work 
has been carried out much more research is 
needed to estimate their relative significance. 


2. The phenomena of illness 

(a) First among these may be placed what 
has been called the completion of the spectrum 
of disease (Morris, 1957). In psychiatry the 
extension of epidemiological inquiries focused 
on the extra-mural dimensions of morbidity has 
radically modified our view of the nature and 
distribution of mental illness in the population 
at large. The model is indicated in Fig 3. 
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Fic 3.— Coverage of sickness continuum achieved by the 
major sources of morbidity statistics. (Kalton, 1968), 


To elaborate on just one example. We now 
know from epidemiological inquiries that psych- 
iatric illness in the community is composed 
largely of minor affective disorders (Shepherd, 
1977). From a clinical standpoint it is apparent 
that this large pool of affective illness not only 
extends the spectrum of the concept of such 
disorders but also bears pointedly on the 
aetiology of these illnesses and on the sterility 
of much work on their classification based on 
hospital cases. Further, it seems that in the 
middle-aged groups these disorders are asso- 
ciated with a raised expectation of physical 
morbidity, including major disease (Eastwood, 
1976); that the more chronic forms are also 
„associated with long-term problems of social 
adjustment (Cooper, 1972); and that new 
episodes are often precipitated by events in the 
family and social orbit (Brown and Harris, 
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1978). These findings are in conformity, both 
with the theoretical concept of ‘illness-proneness’ 
and with much recent work on the significance 
of life-change. They point to the need fot co- 
ordination between mental health, general 
medical and social services in the management 
of patients with a consistently high experience of 
morbidity. 

(b) Next we come to outcome and prognosis. 
Concerned as they are with the manifold 
associations of disease, the methods of epi- 
demiological inquiry are central to the study 
of the natural history of mental disorders, a 
concept whose bearing on diagnosis and 
classification has been generally appreciated 
since the work of Kraepelin. The numerous 
follow-up studies of the schizophrenias, for 
example, have for the most part been conducted 
within the Kraepelinian framework and have 
tended to incorporate outcome as an axis for 
diagnostic classification in the absence of a clear 
aetiology and pathogenesis. Outcome has been 
defined in several ways, including the length of 
illness, the recurrence of attacks, the presence or 
absence of defect states and the chances of 
acquiring an hereditary disorder. These measures 
have in turn been related to such clinical 
features as abruptness of onset, the occurrence of 
particular symptoms, the pre-morbid per- 
sonality and the body-build. 

More recently, the impact of social factors on 
the course of schizophrenia has also been 
demonstrated in a series of epidemiological 
studies, focusing initially on mental hospital 
patients (Wing and Brown, 1970) and thence 
extending to the community through considera- 
tion of discharged patients and their families 
(Brown et al, 1962). Research on institutionalism 
and schizophrenia has been supplemented by 
studies of discharged patients whose subsequent 
progress has been related to their type of living- 
group, their degree of emotional involvement 
with relatives, their occupational adjustment 
and the experience of stressful events. It seems 
clear that the course and outcome of schizo- 
phrenic illness are heavily influenced by social 
factors which have to be taken into account in 
assessing individual prognosis. These studies are 
important, not merely in that they render 
prediction more accurate but because they 
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point to relatively specific social measures for 
improving the long-term outcome. 

(c) Closely related to outcome studies are 
two other spheres of enquiry, each of which I 
can do no more than mention. The first is the 
actuarial assessment of individual morbid risk, 
either to calculate illness-expectancy among the 
relatives of patients with established mental 
disorder or to assess the risk for the patient 
himself in conditions where the occurrence of 
one or more previous attacks is held to influence 
the probability of future episodes (Strómgren, 
1950). The second is nothing less than the 
whole area of therapeutic evaluation by means 
of the controlled clinical trial, which is itself 
essentially no more than an exercise in applied 
epidemiology (Shepherd, 1975). 

(d) And finally—underlying all these en- 
deavours—is the basic issue of the diagnosis and 
classification of mental disorder. For the 
epidemiologist, representing as he does what has 
been called the science of denominators, it 
becomes imperative to attain diagnostic pre- 
cision to ensure that he can add or substract or 
compare like with like. For the clinician, even 
though his primary concern be the individual 
case, this same objective becomes the spring- 
board for his central function, which Sir James 
Spence has defined as ‘the knowledge of 
disease as a predictable sequence of events, the 
understanding of which becomes the basis, the 
only basis, by which the process of disorder in 
the living patient can be rationally interpreted’ 
(Spence, 1954). And just as Molières M. 
Jourdain is unaware of the fact that he is 
talking prose, so the clinician does not always 
appreciate that he is talking epidemiology. By 
way of illustration we may take two examples of 
the end-product of clinical assessment, the 
diagnostic formulation: ‘A 19-year-old single 
student of good pre-morbid personality and a 
family history of affective illness, suffering from 
a depressive reaction to work and domestic 
stresses which should respond to medication and 
supportive psychotherapy’ ; and: ‘A 45-year-old 
unmarried university professor with paranoid 
personality traits and a history of heavy 
consumption of alcohol who has developed 
delusional ideas of grandeur. No evidence of 
physical disease. Prognosis uncertain’, 
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Both statements, neither of them unusual of 
their kind, are impregnated with the epi- 
demiological perspective which, if given due 
consideration, provides the trainee clinician 
with perhaps its most important contribution, 
namely a constant reminder of what he does not 
know about the individual patient under his 
care. With this awareness he can be both 
protected from self-deception and, perhaps, 
prompted to explore the general implications of 
the particular case, alive to the fact that while 
every patient is in some measure unique he also 
exemplifies Sir Aubrey Lewis's dictum that 
*considered as an isolated unit, the behaviour of 
any single human being is much like a lost 
piece of a complete jigsaw puzzle carrying little 
meaning in itself’. The epidemiological ap- 
proach does not, of course, embrace all issues of 
clinical significance. It would not, for example, 
furnish necessary information about biological 
mechanisms, therapeutic techniques or the art 
and ethos of the medical role. All of them 
depend, however, on a clear-sighted awareness 
of the logical infra-structure of the clinical 
method. This, I would maintain, is very close 
to epidemiology and in no branch of medicine is 
it needed more than in psychiatry. 
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The Pattern of Mortality in Severe Neuroses 
By ANDREW SIMS and PATRICIA PRIOR 


SUMMARY Is there an increased relative risk of death in severe 
neurosis? 1,482 patients from three psychiatric units in different 
hospitals in Birmingham were followed-up after a mean of 10.9 years. 
+ 91 рег cent of the sample were traced and 139 patients were found to 
have died; a highly significant increased mortality for both sexes for 
all causes of death. Although suicide and accidents contributed dis- 
proportionately, particularly in early follow-up, there was still a 
markedly increased mortality from the combined categories of nervous 
respiratory and cardiovascular disease, more evenly distributed in 


time. 


Introduction 

Neurosis is often regarded as a prolonged and 
irritating condition which occurs independent 
of or alongside somatic illness and makes 
management of the latter more difficult. 
Nosologically, it is unsatisfactory and poorly 
defined, but its importance lies in the frequency 
of neurotic diagnosis both in hospital and general 
practice. The International Statistical Classi- 
fication of Diseases (W.H.O., 1965) includes 
within Categories 300—309 neuroses, personality 
disorders and other non-psychotic mental 
disorders. It is usually regarded as benign and as 
a very rare cause of death, but in 1973 an 
increased mortality was described in a 12-year 
follow-up study of neurotic patients treated in 
hospital (Sims, 1973a). It is known that there is 
an increased mortality for psychiatric patients 
treated in hospital (Rorsman, 1974), Babigian 
and Odoroff (1969) studied mortality in 
different categories of patient from the Monroe 
County Case Register and found the relative 
risk of death for neuroses to be 2.0 times the 
risk for the general population for males, and 
1.8 times that for females. In Scotland, Innes 
and Millar (1970) found the death risk for 
neurosis was 1.1 times that for the general 
population while Keehn, Goldberg and Beebe 
(1974) followed up U.S. army veterans medi- 
cally discharged for psychoneurosis in 1944 and 
found a relative death risk of 1 .4. 

A large part of the increased mortality of 
psychiatric populations has been found to be due 
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to suicide and accident. When a psychiatric 
approach was used to assess accidental and 
undetermined deaths, the legal procedure for 
ascertainment was found to have under- 
represented suicide by 40 per cent (Ovenstone, 
1973). A high proportion of suicides showed 
evidence of mental illness before death (Barra- 
clough et al, 1974), as did 60 per cent of cases of 
accidental death from poisoning, drowning and 
falling (Holding апа Barraclough, 1977). 
Though increased mortality from suicide has 
been ascribed to ‘depression’, this probably 
includes some neuroses, as the differentiation of 
depressive illness (I.C.D. 297) from depressive 
neurosis (І.С.Ю. 300.4) is difficult, especially 
when diagnosis is retrospective after suicide 
(Registrar General, 1968). 

Significant associations have been described 
between the occurrence of physical illness and 
the mental state. This subject is confused by 
teleological problems and by the intrinsic 
difficulty of measuring the personality and the 
state of mind. However a few clues do exist; 
an association has been reported between 
carcinoma and affective disorders (Kerr et al, 
1969), cancer and extraversion (Coppen and 
Metcalfe, 1963), coronary heart disease and 
behaviour pattern (Carruthers, 1969) and 
between many other physical conditions and 
different psychological stresses. 

If there is a link between neurosis and 
subsequent proneness to premature death, then 
it is necessary to explore and describe the state 
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of mind that is associated with such a risk. 
Various psychological explanations have been 
suggested. For instance, the ‘last straw’ hypo- 
thesis has been used to explain the increased 
mortality associated with bereavement (Rees 
and Lutkins, 1967) and with the experience of 
the home having been flooded (Bennet, 1970) 
while a number of other studies have attempted 
to link state of mind with the development of 
physical illness. The affect of hopelessness was 
found to be significantly associated with the 
presence of cancer in a series of women on whom 
cervical biopsy was carried out (Schmale and 
Iker, 1966). 

The present survey was undertaken to 
investigate the pattern of mortality in a larger 
series of patients, treated in hospital for neurosis, 
in order to confirm the apparent increase in 
mortality observed in the original small sample 
and to explore in more detail specific causes of 
death. 


Method 

Throughout this study, psychiatric diagnoses 
are coded according to the 8th revision and 
deaths according to the 7th revision of the 
International Classification of Diseases (W.H.O., 
1957 and 1965). 

The series comprised all patients treated for 
neurosis (LC.D. Rubrics 300-309) in three 
Birmingham hospitals over the years 1959-1968. 
The hospitals included two teaching hospital 
psychiatric units and one small hospital that 
became a Regional Psychotherapy Unit during 
the time of the study. This latter included the 
subjects of the study in mortality referred to 
above (Sims, 1973a). Patients diagnosed as 
suffering from alcoholism (I.C.D. 303) and drug 
dependence (I.C.D. 304) were normally re- 
ferred to an appropriate regional unit at 
another hospital and so these diagnoses do not 
occur in the sample. The only exclusions to be 
made were for patients with inadequate docu- 
mentation and for readmissions within the 
period of study. 

Diagnosis was obtained from a data coding 
form and from full case summaries. The causes 
and circumstances of death were considered to 
be important and these were studied through 
the Certificates of Death for each of the 139 
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patients. It was noted whether the death had 
been reported to the coroner and if so the 
nature of the verdict. A separate psychiatric 
assessment of the circumstances of death’ was 
carried out, using coroners’ records, hospital 
case notes and accounts from relatives or 
friends, to see whether the mental state had 
materially contributed to death. Suicide was 
accepted as being a psychiatric death and 
others were categorized as ‘quasisuicide’, i.e. 
death was possibly or partly attributable to their 
mental state or psychiatric condition. 

For the purposes of the mortality analysis, 
tracing was initially through the central 
register of the National Health Service. Local 
Family Practitioner Committees, coroners and 
hospitals also gave useful information. The 
method conformed with a previous follow-up 
study of neurosis (Sims, 1973b). The period of 
observation was of necessity variable; cases were 
submitted in separate batches for tracing and 
the termination date for each batch was taken 
as three months prior to the receipt of the final 
trace. 

The survival of the series was expressed in 
terms of patient-years at risk by sex, age at 
diagnosis and years from diagnosis. By applying 
age and sex-specific mortality rates derived from 
the Registrar General's Statistical Review 
(1961) to the years at risk, expected numbers of 
deaths were computed—first for all causes and 
then for eleven main-cause groupings. Patients 
who were untraced at the time of the analysis 
were counted as alive at the termination date. 
However, if the computed period of survival 
exceeded the expectation of life--as given by the 
E.L.T. 12—the latter value was used in place of 
the computed value. Deaths occurring during 
the period of observation were grouped accord- 
ing to the underlying cause of death, as given on 
the death certificate. The Poisson distribution 
was used to test the significance of differences 
between observed and expected numbers and 
the probability of the observed number or more 
occurring by chance was computed. 


Results 
Demographic data of sample 
Neuroses represented 23 per cent of psych- 
iatric admissions to the two teaching hospital 
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units and 72 per cent to the unit which became 
a psychotherapy centre over the years of the 
study. Diagnostically, the three hospitals showed 
no significant difference in usage of the term 
neurosis. Within this category, the diagnoses of 
anxiety neurosis (I.C.D. 300.0), hysterical 
neurosis (I.C.D. 300.1), phobic neurosis (I.C.D. 
300.2) and depressive neurosis (I.C.D. 300.4) 
accounted for 86 per cent of the patients. The 
only major difference was that ‘phobic neurosis’ 
was used much more frequently in one hospital 
(30 per cent of neurotic diagnoses) compared 
with the other two (14 per cent). The mean age 
at the time of admission to hospital for males 
in the sample was 37.5 years and for females 
36.4; that for the two teaching hospital units 
was 40.4 years and for the psychotherapy centre 
33.9. There did not appear to be any other 
important differences between the subjects from 
different hospitals and they are therefore dealt 
with as a single sample. 

The age distribution of the sample is shown in 
Table I. Analysis of marital status showed that 
68.3 per cent were married, 24.7 per cent 
single, 4.4 per cent widowed and 3.0 per cent 
divorced or separated. In terms of birthplace: 
49.5 per cent were born in Birmingham, 12.1 
per cent within 15 miles of Birmingham, 28.2 
per cent elsewhere in the United Kingdom, 11.9 
per cent in Ireland, 2.3 per cent elsewhere in 
Europe and a further 3.0 per cent in other parts 
of the world. Asian and West Indian immigrants 
were rarely referred for neurosis in the years 
when the sample accumulated (1959-67). 


Taste I 
Age distribution of sample at time of admission 














Total 
Age Range 
N % 

15-24 290 19.6 
25-34 423 28.5 
35-44 422 28.5 
45-54 219 14.8 
55-64 94 6.3 
65- 34 2.3 
Total 1,482 100 
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Mortality analysis 

The results of tracing, with the survival 
history of the sample, are shown in Table II; 
91.2 per cent of the sample were successfully 
traced, while at the termination date, 9.4 per 
cent of the whole sample were found to have 
died. The series was observed for a total of 
16076 .5 patient years (mean == 10.9 years). 











ТАвгк П 
Results of tracing: survival history of sample 
Male Female Total 
Alive 440 772 1,212 
Dead 67 72 139 
Not traced 47 84 131 
Total 554 928 


1,482 





Certificates of death were available for the 
139 patients who had died. Of these, 79 (57 per 
cent) were not reported to the coroner, 31 
(22 per cent) were reported to the coroner 
with autopsy but without inquest and for 29 
deaths (21 per cent), an inquest was carried 
out. Of the 60 deaths reported to the coroner, 
a verdict of suicide was recorded for 14; 14 were 
considered accidental.deaths; 29 to have died 
from natural causes and three received an ‘open 
verdict. 

Suicide was. accepted as being a psychiatric 
death and, as stated above, 14 patients came 
into this category. A further 17 were cate- 
gorized as quasisuicide, i.e. death was possibly 
or partly attributable to their mental state or 
psychiatric condition. Not surprisingly, this 
showed considerable overlap with the coroners' 
verdicts of ‘accidental death’ and ‘open verdict’. 
However, two of these ‘quasisuicides’ were not 
reported to the coroner and one was considered 
by the coroner to be a death from natural causes. 

Table III displays the results by main-cause 
grouping. The observed number of deaths from 
all causes in males exceeded the expected 
number, the difference being highly significant 
(P <0.001). The excess could be attributed 
to three main-cause groupings, namely acci- 
dental deaths (Р <0.001), circulatory diseases 
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Tasrs IH 
Observed and expected numbers of deaths by main-cause groupings 
Male Feniale : 
Cause of death Expected Observed Probability Expected Observed Probability 
number | number number | number 
All causes 40.77 67 less than 43,15 72 less than 
I Infective and parasitic diseases 0.81 0 — 0.64 0 — 
II Malignant neoplasms 9.94 9 — 12.37 15 — 
III Allergic, endocrine, metabolic, 
nutritional 0.42 1 — 0.93 2 — 
IV Diseases of blood 0.10 1 — 0.22 0 — 
V Mental disorders 0.05 0 — 0.10 0 — 
VI Diseases of the nervous system 3.86 7 = 6.64 12 «0.05 
VII Diseases of the circulatory 
system 14.31 23 «0.05 12.66 14 — 
VIII Diseases of the respiratory 
system 5.34 10 «0.05 3.83 9 «0.05 
IX Diseases of the digestive system 1.26 2 — 1.29 1 == 
X Diseases of the genito-urinary | 
system 0.80 1 == 0.88 0 — 
XVII Accidents, poisoning and 
violence (E800-999} 3.37 12 « 0.001 2.39 19 «0.001 
Remainder 0.51 1 — 1.19 0 == 
~~ not significant 
Taste IV 
Accidental deaths—Group EXVIT 
Expected Observed Probability 
number number 
M 3.37 12 «0.001 
Accidents, poisoning and violence E800--999 F 2.39 19 « 0.001 
T 5.76 31 «0.001 
M 0.98 6 «0.001 
Self-inflicted death E970-979 F 1.09 8 «0.001 
T 2.07 14 «0.001 
Accidental death excluding E800--969 M 2.39 6 «0.05 
self-inflicted death 980-999 F 1.30 11 «0.01 
T 3.69 17 «0.001 





(P. < 0,05) and respiratory diseases (Р < 0.05). 
For ali other cases, the observed numbers were 
close to their expectations. For females, the 
results were similar except that nervous diseases 
showed. an excess (Р < 0.05) instead of circu- 
latory diseases, for which the observed number 
was close to expectation. 

In Table IV, accidental deaths are analysed 
into three categories. Not only was there a very 


highly significant excess of suicides (Р < 0.001) 
but also of other accidental deaths (Р « 0.05). 
The results are summarized in Table V. 
When deaths from diseases of the nervous, 
circulatory and respiratory systems, suicides 
and other accidental deaths were accounted for, 
the observed number of deaths from all other 
causes was found to be close to expectation. 
Deaths categorized as quasisuicides appear in 
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Taare: V 
Observed mortality of neutoric sample 
М Expected Observed Probability Relative 
number risk 
` (Quasisuicide) 
All causes of death 83.92 139 (17) «0.001 1.7 
Diseases of the nervous, respiratory and 
. circulatory systems 46.64 75 (2) «0.001 1.6 
Self-inflicted death 2.07 14 (0) «0.001 6.8 
Accidents, poisoning and violence 
excluding self-inflicted death 3.69 17 (14) «0.001 4.6 
Remainder 31.52 33 (1) — 1.0 
-—— not significant 


parentheses after the observed number, in 
which they are included. The removal of 
quasisuicides from the observed number would 
alter the level of significance in only one 
instance—that of ‘accidental deaths excluding 
self-inflicted injury', when the remaining three 
deaths would be close to the expected number of 
3.69. 

Figure 1 displays the pattern of cumulative 
relative risk of death over time. In the first 
four years following hospital admission, there 
was a nine-fold increased risk of suicide. In 
subsequent years the risk decreased, but still 
showed a 3.4-fold relative risk for these years. 
In contrast, deaths from all other causes 
showed an increase in relative risk to 1.5-fold 


20.04 CUMULATIVE RELATIVE RISK 
ACCIDENTS, POISONING 
777 AND VIOLENCE 
10.0 е-е ALL OTHER CAUSES 





2.0 


10- 
YEARS FROM DIAGNOSIS OF NEUROSIS 


15- 


Fic 1.—Mortality in severe neurosis. 


during the first. four years, after which it 
remained constant. 


. Discussion 

Although neurosis is not a precisely defined 
term, the sample is considered to be repre- 
sentative of those patients treated in hospital 
for neurosis who are, on the whole, the more 
severe sufferers from this condition. The sample 
of neurosis was formed from three different 
hospitals, with no marked differences in 
mortality pattern. between them. The Inter- 
national. Statistical. Classification of Diseases 
categories for the neuroses (I.C.D. 300—309) 
include other conditions, e.g. personality dis- 
orders (L.C.D. 301) and feeding disturbances 
(I.C.D. 306.5). In the present sample, 95.4 per 
cent had a first diagnosis of neurosis (I.C.D. 
300) and it seemed more meaningful to include 
categories I.C.D. 301—309, as they are not 
readily distinguishable from I.C.D. 300. The 
most difficult interfaces diagnostically are those 
between neurosis and (i) normality, (ii) per- 
sonality disorder alone, and (iii) affective 
disorders. 

A coroner is closely constrained in making his 
verdict and because of the stringent evidence 
required for proof of suicide, he prefers to err in 
favour of accidental death rather than suicide 
(Burton, 1977). When psychiatrists have evalu- 
ated modes of death, they have found that there 
are many more deaths in which a subject’s 
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expressed wish to die is followed by death 
(Ovenstone, 1973). For this reason, we have used 
the term ‘quasisuicide’ where death was 
possibly or partly attributable to their mental 
state or psychiatric condition (Sims, 1973a). 
In this sample, 11 out of 14 accidental deaths 
and the three open verdicts were considered 
quasisuicide by retrospective psychiatric assess- 
ment of death. There were three other quasi- 
suicides which were either not reported to the 
coroner or were given a verdict of natural 
causes. As there is less information available on 
those whose deaths were not reported to the 
coroner, this is likely to be an underestimate of 
quasisuicide. 

The results show that mortality is increased 
within the follow-up interval for a series 
previously treated in hospital for neurosis. In 
comparison with the general population, the 
relative risk is 1.7. The most important cause 
of the increase is undoubtedly accidental death 
(relative risk-5.4) and in particular suicide 
(relative risk-—6.1). Nevertheless, even when 
these two major causes of death (suicide and 
accidental death) have been accounted for, 
there is still a major excess of deaths from 
nervous, circulatory and respiratory diseases 
(combined relative risk—1.6). It is most 
unlikely that this mortality can be explained 
by the neurotic symptoms at the time of 
diagnosis obscuring a lethal physical illness that 
is already present. If this were the case, the 
physical manifestations of the disease would 
occur soon and death would be likely to ensue 
within a year or two of discharge from hospital. 
Also, potential misdiagnoses are not reported to 
any appreciable extent amongst the causes of 
death. 

The time at which death occurs during the 
follow-up period shows a distinct pattern, 
between accidental and self-inflicted deaths and 
all other causes. Accidental death is most likely 
to occur within the first year and the risk 
decreases over the years. It seems probable that 
this mortality is associated with the condition 
for which the patient was admitted and the risk 
remains for longer than the period of acute 
treatment. The lower mortality from other 
causes in the first three years is probably 
explained by the screening process that has 
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occurred in general practice referral and 
hospital admission procedure. If identifiable 
physical illness were present at that time, they 
would not have been referred to a psychtatric 
hospital nor diagnosed as having neurosis, and 
so at the beginning of the follow-up period the 
sample is biased in favour of physical fitness. 

It appears that, in some way, hospital 
admission for neurosis is associated with pre- 
mature mortality, certainly from suicide and 
accident, but also from natural causes. This 
could be either because the neurotic is more 
likely to put himself in a potentially lethal 
situation, or because the mental state of 
neurosis predisposes to the development of a 
serious illness, or because neurosis renders the 
prognosis less favourable in those afflicted with 
an illness. The findings of this paper support the 
first hypothesis, at least in respect of the 
mortality from suicide and accidental death. 
There remains uncertainty as to the extent of 
the contribution of the latter two possibilities. 
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Psychiatrists' versus Patients’ Concepts of 
Unpleasant Emotions 


By J. P. LEFF 


SUMMARY A semantic differential technique was used to elicit 
concepts of anxiety, depression and irritability from twenty patients 
suffering from neurosis and ten experienced psychiatrists. It was 
found that psychiatrists hold concepts of these unpleasant affects that 
are much more differentiated than those held by patients. In particular, 
the psychiatrists’ concepts of anxiety and depression showed a corre- 
lation of zero, whereas the patients’ concepts of these affects over- 
lapped to a considerable degree. 

Patients were unable to discriminate between anxiety and depression 
on the basis of 11 somatic symptoms, but were able to use these symp- 
toms to distinguish anxiety and depression from irritability. The 
psychiatrists were in close accord with the patients over the somatic 


symptoms that distinguished anxiety from irritability. 
ymp gu y y 


Introduction 


The process of communication of emotional 
distress by the patient to the doctor may be 
broken down into several components (Leff, 
1977). First, there are the patient’s own concepts 


of unpleasant emotions; his personal way of 


differentiating and categorizing the experience 
of distress. Then there are the actual complaints 
he makes to the doctor, either spontaneously or 
in answer to the doctor’s questions. These 
complaints are perceived by the doctor, who 
has his own personal concepts of unpleasant 
emotions (Fig 1). 

All these factors contribute to the doctor’s 
final assessment of the patient's emotional state. 
Each stage of the process is mediated by language, 
which imposes its own inherent limitations on 
the communication of emotional distress. Thus, 
languages which have a relatively undifferen- 
tiated vocabulary for unpleasant emotions limit 


the ability of patients to convey such emotions 
in a differentiated form (Leff, 1973). English 
possesses a rich vocabulary for the communica- 
tion of emotion, though the full range of words 
is not equally available to members of all social 
classes (Bernstein, 1958). In the study reported 
here, only English-speaking subjects were 
involved, so that the problem of language will 
not be considered, 


It has been demonstrated (Leff, 1974) that 
the psychiatrists country of origin in- 
fluences the way in which he perceives patients’ 
complaints of emotional distress. In a series of 
videotape exercises, psychiatrists from developed 
countries rated patients from developing coun- 
tries as showing a relatively high degree of 
differentiation between anxiety, depression and 
irritability. By contrast, psychiatrists from 
developing countries rated the same patients as 
showing a significantly lower degree of differ- 


Fro 1.—The communication of emotional distress. 


Patient 


Concepts of 
unpleasant emotions 


Complaints of 


— а a 
emotional distress 
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entiation. It was postulated that psychiatrists 
from developed countries had been led to expect 
a relatively differentiated expression of the 
unpleasant emotions from their experience with 
patients in their own cultures, and that their 
expectations influenced their perception of the 
videotaped material. In order to test this 
hypothesis it is necessary to investigate psych- 
iatrists’ concepts of unpleasant emotions. These 
are presumably formed partly from their 
reading of textbooks, which present anxiety, 
depression, and irritability as clear-cut entities, 
partly from their experience of their own 
emotions, which are likely to be highly differ- 
entiated as a consequence of their membership 
of a high social class, and partly from their 
experience of their patients. The bulk of a 
psychiatrist's clientele belong to a lower social 
class than he does, so that one would anticipate 
that the patients! concepts of unpleasant 
emotions would be less highly differentiated 
than the psychiatrist's. 

This study was designed to investigate the 
concepts of anxiety, depression and irritability 
of a group of psychiatrists and of a group of 
patients. At the same time it was considered of 
interest to obtain ratings made by a psychiatrist 
of the same patients’ complaints of emotional 
distress in order to determine how the psych- 
iatrist’s perception of the complaints related to 
the concepts held by patients and psychiatrists. 


Method 


Concepts of unpleasant emotions were ob- 
tained by using a semantic differential tech- 
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nique (Osgood et al, 1957). Patients and 
psychiatrists were given a semantic differential 
in the form of a booklet to be filled in and 
returned later. The booklet consisted of three 
pages headed ‘When I am Depressed’, ‘When I 
am Anxious’, and ‘When I am Irritable’. Each 
page contained 22 bipolar constructs, each to be 
rated on a five-point scale. The order of the 
constructs was varied from page to page, and 
some of the bipolar scales were transposed from 
left to right. There were 11 cognitive and 
11 somatic constructs, derived from answers 
given by neurotic out-patients to unstructured 
questioning about their unpleasant feelings. 
The constructs are listed in Table I. 

The group of patients comprised 20 indivi- 
duals, 13 of them new out-patients attending a 
clinic serving a local catchment area, and the 
rest recently admitted in-patients. The sample 
was collected over the course of several months 
by including any patient who had conspicuous 
neurotic symptoms. The group of psychiatrists 
comprized ten individuals from the Maudsley 
Hospital, half of whom were consultants and 
half senior registrars. They were asked to fill in 
the semantic differential booklet as they 
imagined a typical neurotic patient would do. 
Some of them objected that it was difficult to 
conceive of a single stereotypic neurotic; 
nevertheless they all completed the task. 

The Anxiety, Depression and Irritability 
sections of the Present State Examination 
(Wing et al, 1974) were administered to each 
patient by the author and the appropriate 
ratings made. 


Taste I 
Constructs used in semantic differential 





Cognitive 


Somatic 





Ifeel very afraid 

I feel I've let people down 
Ifeel angry with myself 

I feel like smashing something 
Nothing seems worthwhile 

I want to die 

I feel like hitting someone 
The future looks black 

І want to scream 

I feel like crying 

I feel like shouting at someone 


ороз m pup) по не 


d а 


12. My heart beats fast 

13. I feel pressure on my head 

14. There is a sinking feeling in my stomach 
15. Isweata lot 

16. My legs feel weak 

17. There is tension in my stomach 
18. I feel as if I'm going to fall down 
19. My whole body shakes 

20. Ifeelsick 

21. Ifeel shaky inside 

22. There is a tightness in my chest 
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Results 


The semantic differentials were analysed by 
calculating the product-moment correlation 
coefficients between Anxiety and Depression, 
Depression and Irritability, and Anxiety and 
Irritability, using the scores on the 22 bipolar 
constructs, This calculation was performed for 
the group of patients as a whole and for the 
group of psychiatrists as a whole. The same 
calculations were repeated separately for the 
11 cognitive constructs and the 11 somatic 
constructs. 

The correlation coefficients between the PSE 
section scores on Anxiety, Depression and 
Irritability for the group of patients were also 
calculated. The results of these operations are 
shown in Table II. 

It is assumed that a high correlation between 
two emotions indicates that they are poorly 
differentiated, and vice versa. The correlations 
derived from the psychiatrists’ semantic differ- 
entials are in every instance lower than the 
corresponding correlations for the patients, and 
in some cases substantially so. The difference 
between the patients’ and psychiatrists’ corre- 
lation coefficients is 0.30 or more in seven out of 
the nine comparisons. Only on the use of 
somatic constructs to differentiate between 
depression and irritability are the psychiatrists 
and patients at all close. They are furthest 
apart in their approach to the differentiation 
between anxiety and depression, the psych- 
iatrists using a mixture of cognitive and somatic ` 
constructs to achieve a perfect discrimination 
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between these two emotions, whereas the 
patients evidently construe them as closely 
overlapping. с 

Consideration of the PSE data indicates that 
the author’s ratings approximate to the psych- 
iatrists’ concepts of the differentiation between 
irritability and depression, and between 
irritability and anxiety, but that they are mid- 
way between psychiatrists and patients for the 
differentiation between anxiety and depression. 

It is of considerable interest to identify the 
particular items used by both groups of subjects 
to discriminate between the various emotions. 
This was achieved by calculating the mean 
scores on each bipolar construct for the group of 
subjects and then assessing the significance of 
differences between the means for the three 
emotions by applying t tests. The results are 
shown in Tables III, IV and V. As a total of 
132 comparisons have been made, results that 
are significant at the 5 per cent level (but do not 
reach the 1 per cent level) should be treated 
with caution. However, of the 15 instances in 
which this significance level was reached in one 
of the groups of subjects, all but three were 
supported by a greater significance level on the 
same item in the other group of subjects. 


Differentiation between anxiety and depression 


The three items used by the patients to 
differentiate between these emotions were also 
employed by the psychiatrists. But the pro- 
fessionals utilized a further five items which did 
not reach significance on the patients’ list. It is 


Taare П 
Correlation coefficients between unpleasant emotions 





Anxiety: 

















Depression: Anxiety: 
Semantic differential Depression Irritability Irritability 
All : patients 0.62 0.49 0.58 
Constructs psychiatrists 0 0.18 0.28 
Cognitive : patients 0.78 0.66 0.64 
Constructs psychiatrists 0.10 0.05 0.47 
Somatic : patients 0.51 0.30 0.53 
Constructs psychiatrists 0.10 0.27 0.22 
PSE data 0.33 0.08 —0.08 
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Taste ПІ 
Significant differences between anxiety and depression 


























ё Patients Psychiatrists 
Mean for Mean for Mean for Mean for 
Construct anxiety depression p anxiety depression p 
1. Ifeel very afraid 4.3 3.7 < .05 5.0 3.4 <.01 
5. Nothing seems worthwhile 3.5 4.1 < .05 3.1 4.3 <.01 
6. I want to die 2.3 2.4 n.s. 2.7 4.0 <.01 
8. The future looks black 3.9 4.2 n.s. 3.2 4.5 < .001 
10. I feel like crying 3.4 4.1 < .05 3.2 4.9 « .001 
12. My heart beats fast 4.0 3.7 пз. 5.0 3.3 < .001 
15. Isweatalot 3.7 2.9 ns. 4.7 2.7 < .001 
19. My whole body shakes 3.7 3.6 0.8. 4.6 3.4 < .001 
Taste IV 
Significant differences between depression and irritability 
Patients Psychiatrists 
Mean for Mean for Mean for Mean for 
Construct depression irritability p depression irritability р 
4. Ifeel like smashing something 2.2 2.8 ns. 4.0 4.7 < .001 
6. I want to die 2.4 2.2 n.s. 4.0 2.3 <.01 
7. I feel like hitting someone 2.2 2.5 ns. 3.4 4.5 <.01 
8. The future looks black 4.2 3.7 n.s. 4.5 3.6 <.05 
10. I feel like crying 4.1 3.3 < .05 4.9 3.2 < .001 
11. I feel like shouting at someone 2.5 3.2 < .05 3.7 4.8 <.01 
14. Sinking feeling іп my stomach 3.9 2.9 < .0l 3.7 2.8 < .05 
16. My legs feel weak 3.8 2.4 <.01 3.6 2.9 ns. 
18. Feel I’m going to fall down 3.2 1.9 <.01 2.9 2.5 n.s. 
20. I feel sick 3.2 1.9 <.01 3.5 3.0 n.s 





particularly noteworthy that while the two 
groups agree that depression is characterized by 
hopelessness, the patients evidently consider that 
suicidal feelings are as much a part of anxiety as 
of depression. None of the somatic constructs 
used by the psychiatrists for differentiation were 
so utilized by the patients. Palpitations, exces- 
sive perspiration and shakiness were considered 
by the patients to be as characteristic of de- 
pression as of anxiety. 


Differentiation between depression and irritability 

The psychiatrists used seven constructs and 
the patients six to differentiate between these 
emotions, but there is a correspondence on only 
three of them. Both professionals and laymen 
agree that depression is characterized by 


wanting to cry and by a sinking feeling in the 
stomach, whereas wanting to shout at someone 
is typical of irritability. Once again it is remark- 
able that the patients view suicidal feelings as 
being as much a part of irritability as of de- 
pression. It is also surprising that the patients, 
unlike the psychiatrists, do not use feelings of 
wanting to smash something or hit somebody to 
distinguish irritability from depression. 


Differentiation between anxiely and irritability 

This comparison yields a far greater number 
of items that discriminate significantly than 
either of the other two comparisons, Of the 14 
discriminatory constructs eight are common to 
both psychiatrists and patients. Both groups 
agree that a feeling of fear characterizes 
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Taste V 
Significant differences between anxiety and irritability 
Patients Psychiatrists ` 
Mean for Mean for Mean for Mean for 
Construct anxiety irritability p anxiety irritability p 
1. I feel very afraid 4.3 3.1 « .01 5.0 3.2 <.01 
4. I feel like smashing something 2.0 2.8 < .05 3.9 4.7 zl 
7. lfeellike hitting someone 1.5 2.5 < .05 3.7 4.5 = 01 
9. I want toscream 2.5 2.7 1.8. 4.1 4.6 < .05 
11. Ifeellike shouting at someone 2.5 3.2 < .05 4.0 4.8 <.01 
12. My heart beats fast 4.0 3.5 n.s. 5.0 3.9 <.01 
14. Sinking feeling іп my stomach 3.5 2.9 < .05 4.4 2.8 < .001 
15. Isweat a lot 3.7 2.4 < .001 4.7 3.4 <.01 
16. My legs feel weak 3.9 2.4 < .001 3.6 2.9 ns. 
18. Feel I’m going to fall down 3.2 1.9 <.01 3.8 2.5 < .05 
19. Му whole body shakes 3.7 3.2 n.s. 4.6 3.5 <.01 
20. I feel sick 3.1 1.9 «.01 3.9 3.0 « .05 
21. Ifeelshaky inside 4.0 3.2 < .05 4.5 3.7 ns 
22. There is a tightness in my chest 3.7 2.6 <.01 4.0 3.9 n.s 





anxiety, whereas irritability is distinguished by 
wanting to shout, smash something or hit 
someone. It is noteworthy that four somatic 
experiences are viewed by both patients and 
psychiatrists as being more commonly asso- 
ciated with anxiety than with irritability, 
namely a sinking feeling in the stomach, nausea, 
excessive perspiration, and a feeling of being 
about to fall down. 


Discussion 


The main hypothesis which stimulated this 
study is supported by the data. Psychiatrists 
hold concepts of anxiety, depression and irri- 
tability that are much more differentiated than 
the corresponding concepts held by patients 
suffering from neurosis. In particular, the 
psychiatrists’ stereotypic neurotic patient is 
capable of making an absolute distinction 
between anxiety and depression (r = 0), 
whereas the actual patients conceive of these 
emotions as overlapping to a considerable 
degree (г = .62). The objection can be made 
that the procedure was unfair to the psych- 
iatrists in compelling them to imagine a single 
typical patient, and that in reality they probably 
utilize a much more flexible range of models 
against which they match their patients. This 
objection has some force, but it is also true that 
a consensus of views was taken from the 20 


patients and that this abstraction would be 
expected to show some similarity to the psych- 
iatrists’ stereotype. In fact the two abstractions 
show large discrepancies, both on the cognitive 
and on the somatic constructs. 

It might be argued that abstract constructs 
bear little relation to actual complaints by 
patients and to diagnostic usage by psych- 
iatrists. However, this contention is not sup- 
ported by available evidence. It is possible to 
sample patients! complaints without the con- 
founding influence of doctors’ perception by 
asking patients to complete a check-list of 
symptoms. Derogatis et af (1971) administered 
the Symptom Distress Check List to over one 
thousand anxious neurotic out-patients. They 
also arranged for psychiatrists to rate the same 
patients during an interview in which they used 
the Check List. A basic difference between the 
psychiatrists and the patients was revealed on 
the Irritability and Depression dimensions. 
These dimensions were represented in the 
psychiatrists’ structure as two distinct and 
independent factors, whereas in the patients’ 
structures this distinction was less clear. This 
finding indicates an overlap between de- 
pression and irritability in the patients’ self- 
report of symptoms, uninfluenced by the 
psychiatrists’ perceptions. It also confirms the 
findings in the present study that psychiatrists 
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tend to make more clear-cut distinctions 
between unpleasant affects than do patients. 

Another explanation for this might be that the 
psychiatrists’ stereotypes are based on the most 
severely ill patients, and that anxiety and 
depressive states are less clearly separable at the 
mild than at the severe end of the spectrum. It 
was because of this possibility that both out- 
patients and in-patients were included in the 
sample. When the PSE scores were analysed 
separately for these two groups it was found, as 
expected, that the mean scores on the Depres- 
sion and Anxiety sections were higher for the 
in-patients (D == 8.1, A = 4.4) than for the 
out-patients (D = 5.7, A = 2.8), though the 
differences failed to reach significance. However, 
the correlation coefficient between the PSE 
section scores on Anxiety and Depression was 
actually higher for the in-patients (г = .45) 
than for the out-patients (г == — .36). Thus 
these data do not support the notion that the 
more severe neurotic conditions are better 
differentiated. 

A similar study by Prusoff and Klerman 
(1974) concentrated on patients’ self-assessment, 
using the Symptom Check List. The study 
involved a comparison of 364 depressed and 
364 anxious female out-patients. А univariate 
analysis revealed that the highest scores within 
the depressed group were on the depression 
factor, while the highest scores within the 
anxious group were on the anxiety factor. 
However, the depressed patients scored higher 
than the anxious patients on the anxiety factor. 
It is not surprising, therefore, that the anxiety 
factor did not discriminate between the two 
groups, whereas the depression factor did. The 
probability of misclassification was 34 per cent, 
which is significantly better than the 50 per cent 
misclassification expected by chance, but never- 
theless indicates a substantial degree of overlap 
in symptoms. Confirmatory results emerged 
from a study by Snaith et al (1976) in which 
patients suffering from endogenous depression 
or anxiety neurosis completed a Leeds Self- 
Assessment of Depression Specific Scale and an 
equivalent scale for anxiety. Of the patients 
diagnosed clinically as anxiety neurosis only 
24 per cent had scores that did not overlap with 
those of the depressed patients. A similar 
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proportion (26 per cent) of patients with 
endogenous depression had scores that did not 
overlap with those of the anxious patients. Of 
the total group, 73 per cent fell into the middle 
range of scores and were considered by Snaith 
el al to represent ‘anxiety-depressions’. 

This brings us to the issue of diagnostic usage. 
In practice, despite the demonstrated overlap of 
depressive and anxious symptoms in individual 
patients, psychiatrists tend to come down on one 
side of the fence and diagnose either anxiety 
neurosis or depressive neurosis. In fact the 
International Classification of Diseases (ICD8) 
does not provide a category for a mixture of 
anxiety and depression. Psychiatrists are, of 
course, at liberty to use more than one category, 
but do not often label patients as suffering from 
both anxiety neurosis and depressive neurosis. 
The choice of one label rather than the other 
must often depend on the relative preponder- 
ance of one type of symptom over another. 
It is possible that such a pattern may be stable 
over time, but if symptoms associated with 
anxiety and depression fluctuated in intensity 
independently one would expect that the 
corresponding diagnostic labels would prove 
unstable when viewed longitudinally. 

'The stability of psychiatric diagnoses over 
the course of five years was studied by Kendell 
(1974). He examined a sample of approximately 
2,000 patients first admitted to a psychiatric 
bed in England and Wales in 1964 and re- 
admitted on at least one further occasion before 
the end of 1969. 'The diagnoses recorded on the 
Mental Health Enquiry cards were compared 
for the two admissions. The largest change in 
diagnosis was from paranoid state to schizo- 
phrenia, and the second largest was from 
confusional state to dementia. The third largest 
was from anxiety state to depressive illness, 
which amounted to 24 per cent. The change in 
the reverse direction was only 2 per cent. These 
data were obtained after omitting patients 
with initial or final diagnoses of anxiety/ 
depression or depression/anxiety. Kendell com- 
ments that the magnitude of the diagnostic 
change ‘creates obvious difficulties for those 
who maintain that there is a fundamental 
difference between anxiety states and 
depressions’, 
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Another example of the fluidity of these two 
diagnoses is provided by Hare (quoted by 
Blackwell, 1975). Hare examined the changes in 
diagnoses at the Maudsley Hospital that 
followed the introduction of antidepressant 
drugs. He compared the diagnostic distribution 
of patients for the years 1955-57 with that for 
the years 1961-63. The proportion of patients 
diagnosed as schizophrenic did not change 
between the two periods, whereas there was an 
increase in the diagnosis of depression of 27 per 
cent and a decrease of 52 per cent in the 
diagnosis of anxiety. Hare implies that the 
psychiatrists changed their diagnostic practice in 
response to the availability of antidepressant 
medication. 

Although the patients in the present study 
were less able than the psychiatrists to differ- 
entiate anxiety, depression and irritability, it is 
worthwhile to consider the items they did use 
for this purpose. Perhaps the most surprising 
negative finding is that the patients view 
suicidal feelings as being equally part of anxiety, 
depression and irritability, whereas the psych- 
iatrists use this symptom to distinguish depres- 
sion from the other two unpleasant affects. 
Confirmation that the patients’ conceptualiza- 
tion is reflected in symptoms is provided by the 
study of Roth et al (1972). These workers 
interviewed 68 patients predominantly suffering 
from anxiety states and 62 patients with 
predominant depression. Symptoms were asses- 
sed in a standardized way and were used to 
compare the two groups of patients. It was 
found that suicidal ideas were expressed as 
commonly by anxious as by depressed patients; 
however, suicidal acts were significantly more 
frequent in depression, indicating that suicidal 
feelings are more likely to lead to action in the 
latter condition. To some extent this justifies 
the greater emphasis placed by clinicians on 
suicidal risk in depression compared to anxiety 
states, but clearly the risk should by no means be 
ignored in patients suffering predominantly 
from anxiety. 

Another noteworthy negative finding was the 
inability of the patients to discriminate between 
anxiety and depression on the basis of somatic 
symptoms. Apparently the traditional psych- 
iatric view, endorsed by the psychiatrists in this 
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study, that autonomic symptoms are more often 
associated with anxiety than with depression is 
not in accord with the patients' experience. 

On the positive side, patients used a variety 
of somatic symptoms to distinguish depression 
and anxiety from irritability. In the case of 
anxiety the long list of such discriminatory 
symptoms was in remarkably close accord with 
the corresponding list used by the psychiatrists. 
In the past it has proved extremely difficult, if 
not impossible, to distinguish fear from anger 
by means of physiological measures (Franken- 
haeuser, 1971). The findings from this study 
suggest that such a distinction can be made by 
assessing patients’ subjective experiences of 
bodily symptoms. 
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Agoraphobia: A Critical Review of the Concept 


By R. S. HALLAM 


SUMMARY  Phobic avoidance has been widely accepted as the central 
feature of the agoraphobic syndrome, and the presence of agoraphobia 
has been used to define groups of subjects for clinical research. A 
review of the evidence suggests that agoraphobia should not be classi- 
fied with the phobias; several lines of inquiry point to the conclusion 
that it is a variable feature of patients suffering from anxiety neurosis, 
Implications for research and problems with the present classification 
of neurotic affective disorders are noted. 


Introduction 


The labels applied to clinical phenomena have 
a profound effect on methods applied to their 
investigation and treatment, and agoraphobia 
is no exception. Snaith (1968) reflects on what 
might have been the consequences of adopting 
Benedikt’s new syndrome of Platzschwindel 
(dizziness in public places) rather than West- 
phal’s description of agoraphobie as the 
‘. . . impossibility of walking through certain 
streets or squares or possibility of doing so only 
with resultant dread or anxiety’. Since these 
descriptions were first made, psychiatric opinion 
has been divided on the question of the relative 
importance of the phobic or anxiety com- 
ponents. Following Marks’ (1969) compre- 
hensive review of the literature, the consensus 
seems to have fixated its interest on the phobic 
aspects. Marks (1970a) chose the label agora- 
phobia because *. . . the commonest and most 
constricting elements of this condition are fears 
of going out into public places of various kinds'. 
Although he describes agoraphobia as ‘a co- 
herent clinical syndrome with a well defined 
cluster of features’, it is at the same time a 
condition which merges ‘imperceptibly with 
anxiety states, affective disorders and even 
obsessive neuroses’ (Marks, 1970b). If this is so, 
it is premature to cite evidence that patients 
with agoraphobia differ from patients who have 
an dnxiety neurosis until reliable diagnostic 
criteria ‘аге established. This article will 
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question the notions that (a) agoraphobia 
(a fear of leaving the home and going into 
public places) is a phobia, where the term 
phobia is used in the sense of fear attached to a 
discrete set of cues; (b) that the agoraphobic 
syndrome can be clearly differentiated from 
states of generalized anxiety. 


Agoraphobia: a phobia? 


The cardinal feature of the agoraphobic 
syndrome can be described either as staying-at- 
home behaviour or as avoidance of venturing 
out. The latter is consistent with the idea of 
agoraphobia as fear of discrete cues such as 
streets, shops and crowds, whereas the former 
view implies that fear or anxiety arises in the 
absence of familiarity and safety. A third 
mediational view emphasizes a fear of internal 
cues, which are more likely to arise outside the 
home. These internal cues include somatic 
sensations which give rise to fears of fainting, 
death, loss of control, etc. The mediational view 
leaves open the question whether the feared 
sensations arise in response to discrete features of 
the public environment or whether they are 
triggered in the absence of familiarity and 
safety. 

The cluster of fears which have been called 
the agoraphobic syndrome have been identified 
by numerous analyses (principal components 
and factor analysis) of self-reported fears and 
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psychiatric ratings of fear obtained from groups 
of patients with affective disorders or mis- 
cellaneous phobic conditions (Roth, Garside and 
Gurney, 1965; Marks, 1970a; Fleiss, Gurland 
and Cooper, 1971; Hallam and Hafner, 1978). 
In some cases the cluster emerges as a set of 
loadings on a bipolar dimension (Dixon, De 
Monchaux and Sandler, 1957; Schapira, Kerr 
and Roth, 1970). The cluster of fears analysed 
by different authors are sufficiently similar to 
refer loosely to a ‘characteristic syndrome’, 
defined by fear of travel by public transport, 
shopping, open spaces, crowded and confined 
public places and, with less consistency, some 
other phobias such as a fear of being alone. 
Questionnaire items measuring panic attacks, 
dizziness, depersonalization and somatic an- 
xiety are also found to be moderately correlated 
with the phobic symptoms in different studies. 
Many of the fears included in the syndrome 
cannot be expressed unless the person who suffers 
from them leaves the home. The fact that they 
are interrelated in this way seems to have 
tempted some writers to elevate the label 
‘agoraphobia’ into a unifying construct of a 
specific fear of leaving the home. 

The notien of agoraphobia as yet another 
phobia would be supported by a demonstration 
of its existence in the general population. Less 
than | per cent of a random sample of the 
population of Greater Burlington, Vermont, 
were found to have a degree of agoraphobia that 
would satisfy a psychiatric definition of phobia, 
(Agras, Sylvester and Oliveau, 1969). Agora- 
phobia was not mentioned as one of many 
common fears, but 7.4 per cent of the popu- 
lation feared journeying alone. Schapira et al 
(1970) report an incidence of 14.4 per cent of 
‘mild to moderate’ agoraphobia in a control 
group of non-psychiatric hospital patients. 
The wide variation in these figures may reflect 
the difficulty of identifying a mild form of a 
syndrome which is defined by a cluster of clinical 
features rather than a discrete phobic entity. 
Roth (1959) describes the clinical picture, not 
as a graded affective response, but as a pheno- 
menon that has ‘all-or-none’ characteristics. 
This observation is supported by the factor 
analyses conducted by Hallam et al (1978) on 
fear survey data provided by a group of mis- 
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cellaneous specific and social phobias and a 
separate group of agoraphobics. When data 
from the two groups were combined one of the 
factors could be identified as the agoraphobic 
syndrome, but a similar analysis performed on 
the data of the specific and social phobics alone 
did not replicate this factor, suggesting that 
agoraphobia is not common in a mild form. 

Hersen’s (1973) review of factor analytic 
studies of fear-survey schedules does пої 
mention the agoraphobic cluster of fears, which 
if occurring in a mild form might have been 
expected to emerge as a common factor. 
Meikle and Mitchell (1974) obtained their fear 
survey data from volunteers who responded to a 
local radio and TV appeal for people who 
suffered from specific fears. Only the first three 
factors in their factor analysis accóunted for 
more than 5 per cent of the variance. Of the 
remaining 18 clusters, fears of public transport, 
heights, enclosed places, open spaces, being 
alone and losing control, all loaded on separate 
factors, many of which were defined by just a 
few items and were not accorded the status of 
true factors. 

The agoraphobic syndrome is equally elusive 
in samples of psychiatric patients with mis- 
cellaneous diagnoses. The syndrome appears to 
fragment out into several different dimensions 
none of which can be unequivocally labelled as 
agoraphobia. Fears of travel by public transport 
and a fear of open spaces formed separate 
factors in the studies of Rothstein, Holmes and 
Boblett (1972), and Bates (1971). They accoun- 
ted for between 1.75 and 6.0 per cent of the 
variance. Claustrophobia clustered with public 
transport in one study and open spaces in the 
other. Lawlis (1971) obtained three factors 
accounting for 90 per cent of the variance in a 
factor analysis of fear survey data from a mixed 
psychiatric sample. A cluster of 'agoraphobic 
fears’ was not identified. 

As already mentioned the symptoms of the 
agoraphobic syndrome emerge as a correlated 
cluster in principal components and factor 
analyses of data from clinical populations with 
known affective disorders or phobic anxieties. 
These are populations in which, according to 
Roth's all-or-none hypothesis, the syndrome 
probably occurs full-blown in a significant 
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proportion of the sample. It can be amply 
demonstrated that psychiatric patients who are 
classified as agoraphobic can be distinguished on 
a variety of parameters from patients with 
specific phobias (Marks, 1970a; Hallam et al 
1978). However, the ways in which agoraphobics 
differ from patients with other affective dis- 
orders has not been closely examined. 


Agoraphobia: an anxiety state? 

Given that the classification of neurotic 
affective disorders is itself in disarray, any 
suggestion to throw the agoraphobic syndrome 
back into the melting pot is unlikely to be 
welcomed, especially as the diagnosis has some 
implications for treatment. The classification 
of affective neuroses has proceeded on the basis 
of grouping together a rather heterogeneous 
collection of feeling states, mental states and 
somatic symptoms whose original inclusion for 
study probably reflected prevailing theories of 
emotion and medical tradition. Recent theories 
of emotion have moved away from viewing 
emotions as distinct clusters of somatic responses 
and mental states and have stressed the un- 
differentiated nature of physiological arousal to 
emotional instigators and also the importance of 
subtle cognitive and perceptual factors in the 
determination of experiential reports. There- 
fore, in the task of classifying affective neuroses 
we may expect a more fruitful return from 
studying the way in which patients actively 
construct the world and strive to act towards it, 
rather than focus on static mental contents, 

The traditional approach has encountered 
difficulty in its attempts to create distinct 
diagnoses out of the most prominent of the basic 
affects. For example, the neurotic affective 
disorders do not fall neatly into states of anxiety 
and depression (Derogaitis, Klerman and 
Lipman, 1972); and Roth, Gurney and Garside 
(1972) state that the diagnosis is usually made on 
the basis of the predominance of severe anxiety or 
depression rather than the presence of one type 
of affect or the other. The evidence suggests that 
phobic avoidance ought to play a part in 
distinguishing these two affective disorders, but 
it does not give reason to believe that the 
problems of classification would be clarified by 
treating agoraphobia as a separate syndrome. 


AGORAPHOBIA: A CRITICAL REVIEW OF THE CONCEPT > 


In a discriminant function analysis the presence 
of panic attacks and agoraphobia was predictive 
of a diagnosis of anxiety state (Gurney, Roth, 
Garside, Kerr, and Schapira, 1972). Mild 
agoraphobia was common to both anxiety 
states and depression, (Roth et al, 1972). Fleiss, 
Gurland and Cooper (1971) obtained separate 
factors of depression and phobic anxiety (but not 
general anxiety) from an analysis of interview 
ratings of unselected psychiatric in-patients. 
Agoraphobic fears, such as going out alone and 
being in crowds, loaded on the phobic anxiety 
factor. Patients diagnosed as anxiety neurotics 
had higher factor scores than depressives on this 
dimension, but depression scores were equal for 
the two diagnostic groups. Taken together, 
these studies show that the symptoms distin- 
guishing anxiety neurotics from depressive 
neurotics certainly do not distinguish them from 
agoraphobics. This should not be taken to imply 
that anxiety neurosis is itself a unitary syndrome, 
but merely that the selection of one symptom 
(avoidance of leaving the home unaccompanied) 
to characterize a phobic syndrome seems 
unwarranted, 

In their review of anxiety states (anxiety 
neurosis), Marks and Lader (1973) distinguish a 
state of clinical anxiety from normal fear or 
phobia on the basis that it exists independently 
of specific external situations and the fact that its 
Source is unrecognized by the patient. These 
criteria are not strictly applied because fears of 
internal stimuli, such as a fear that the heart will 
stop, are recognized as common features. Phobic 
avoidance is also common, and when it is 
marked ‘ the clinical features become 
indistinguishable from severe agoraphobia’. The 
presence of phobic avoidance in patients 
diagnosed as anxiety neurotics has been reported 
by Woodruff, Guze and Clayton (1972), who 
found that 10 per cent of their series were 
dominated by phobic avoidance and 53 per cent 
had fears which were less disruptive of the 
patient’s life. 

Complementing the high frequency of avoid- 
ance in anxiety neurotics is the observation that 
on close examination specific sources for 
anxiety can be found. Beck, Laude and Bohnert 
(1974) claimed to observe that all the patients 
with neurotic anxiety in their series had 
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cognitions of danger just prior to or during the 
onset of an exacerbation of anxiety. Most of the 
patients reported clear-cut precipitating events 
for the onset of their anxiety symptoms, and 
certain stimuli, internal and external, sub- 
sequently tended to trigger or aggravate their 
anxiety. The most common danger themes 
centred on dying or social rejection, and the 
particular content of their thoughts and images 
was meaningfully related to actual historical 
events. The danger was generally assessed by the 
patient as plausible rather than irrational. 
Although specific fears may be elicited, the 
anxiety neurotic, according to Beck, is unable to 
avoid or circumvent his fears. Phobics, on the 
other hand, are said to avoid specific objects or 
situations and experience anxiety in their 
proximity. It is difficult to classify the agora- 
phobic syndrome according to this criterion. 
Avoidance of leaving the home by no means 
guarantees freedom from anxiety—agoraphobics 
frequently experience panic attacks in the home, 
especially when they are alone. Conversely, they 
often have ‘good days’ when they are free from 
anxiety in the street. This paradox can be 
resolved by assuming that the major sources of 
anxiety in the agoraphobic are not, in fact, to be 
found in the public environment but that the 
cues associated with public places (crowds, busy 
noisy streets, unfamiliar surroundings, waiting 
in queues, etc.) which are normally physio- 
logically (and sometimes emotionally) arousing, 
can exacerbate other sources of anxiety and 
produce panic attacks. A further, and by no 
means novel, proposal is that places of safety 
and other forms of reassurance alleviate anxiety. 
Thus, the common observation that anxiety 
increases with distance from the home need not 
be interpreted as related to a unitary dimension 
of some external stimulus; rather it can be seen 
as a direct consequence of distance from a point 
of safety. It seems unreasonable to suppose that 
if agoraphobia was linked to discrete features of 
the public environment it could be so easily 
overridden by the simple expedient of travelling 
in a car or taking along a travelling companion. 
Of the multiple sources of anxiety in the 
agoraphobic alluded to earlier, fears of illness 
and death are probably the most prominent 
(Hallam et al, 1978). A comparison between 
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agoraphobics and normal volunteers revealed 
that fears about fatal illness and general bodily 
ill-health which extended beyond the phobic 
situation were found in over 50 per cent of the 
agoraphobics (Buglass, Clarke, Henderson, 
Kreitman and Presley, 1977). In stark contrast 
was the observation that actual physical illness 
was equally represented in the two groups. This 
research, and a similar study comparing: 
agoraphobics with volunteers (Solyom, Beck, 
Solyom and Hugel, 1974), indicate that agora- 
phobics are conspicuous by their high level of 
neurotic symptoms of all kinds. Nearly one-third 
of the patients in the Buglass study were said to 
have a neurosis before they developed agora- 
phobia. 

The evidence reviewed above points to the 
conclusion that agoraphobia is not a central, 
core feature of a phobic syndrome, but a 
variable feature of patients with neurotic 
anxieties, Moreover, it is important to clarify the 
relationship between the agoraphobic syndrome 
and anxiety neurosis because agoraphobics are 
being widely investigated and treated as a 
distinct clinical group. The generality of the 
results of this research is called into question by 
diagnostic vagueness, and the emphasis on 
*phobic avoidance' (inability to travel freely) 
may have unduly pointed treatment research in 
one direction, as seems to be true of most 
behavioural techniques which have been de- 
veloped for this disorder. 


Conclusion 


A reluctance or refusal to leave the home or 
other place of security is ап unmistakeable 
behaviour. Labelling this behaviour as phobic 
avoidance has given the misleading impression 
that the syndrome of which this behaviour is a 
part has an underlying unity and coherence 
based on a fear of public places. In fact, 
insufficient attention has been paid to differ- 
entiating this syndrome from anxiety neurosis in 
general. Agoraphobics have been investigated as 
a clinically distinct diagnostic group, compared 
with normal controls, and surveyed nationally 
(e.g. Marks and Herst, 1970). The information 
yielded by this research is necessarily limited if 
agoraphobia is not a central, core feature ofa 
phobic syndrome, but a variable feature of 
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patients whose neurotic anxieties have a multi- 
tude of different sources. 

Agoraphobics have also been singled out as a 
group for treatment by standardized behaviour 
modification techniques, especially imaginal 
flooding and exposure in vivo. These techniques 
have been remarkably successful, given their 
limited aims of eliminating phobic avoidance. 
Nevertheless, this approach has its limitations, 
and patients are left with *. . . mild to moderate 
residual difficulties’ (Mathews, 1977). In a 
one-year follow-up of agoraphobics treated by 
group exposure in vive, only one-third were 
unequivocally improved оп phobic target 
ratings and other symptoms (Hafner, 1976). 
Patients assigned to the poorest outcome group 
did show lessening of phobic avoidance, but 
general neurotic symptoms, other fears and 
dissatisfaction with spouse all increased, 

It is hoped that a fresh approach to classifying 
the neurotic affective disorders will throw more 
light on their aetiology and treatment. Two 
avenues suggest themselves, The first would 
examine coping strategies in greater detail in 
order to produce a typology which might 
include ‘staying at home’ behaviour as one 
example. Woodruff et al (1972) found that 25 
per cent of their sample of anxiety neurotics 
were heavy drinkers and 15 per cent were 
alcoholics. Alcoholic sedation may therefore 
represent an alternative strategy which in this 
series was more common in the males. The 
second approach might follow Beck’s attempt to 
identify ideational antecedents of dysphoric 
moods (e.g. Beck, 1974). At a broader level, 
Mandler has provided us with a general 
cognitive theory of emotion which has impli- 
cations for the aetiology of extreme (or ab- 
normal) emotional states (Mandler, 1975, 
p. 224). It is unlikely that the clustering of 
observable symptoms and easily-reported men- 
tal states will further the classification of 
neurotic affective disorders. 
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Men Remanded into Custody for Medical Reports: 
The Selection for Treatment 


By PAUL BOWDEN 


SUMMARY In a sample of men remanded into custody for medical 
reports during a three-month period, it was found that those who 
received recommendations for treatment had a diagnosis of acute 
mental illness, had in the past been admitted more frequently to 
mental hospitals and had spent a longer period as in-patients. They 
were also assessed as being difficult to manage, i.e. they were con- 
sidered to be nuisances, were threatening and potentially violent. 
The men who were not recommended for treatment had a history of 
excessive drinking and drink-related offences; they also had more 
extensive criminal histories and a diagnosis of psychopathic disorder. 


Introduction 


When a court is satisfied that someone who has 
committed an offence is mentally disordered, 
the power to sentence can be waived if appro- 
priate treatment can be provided. This study 
describes offenders who are remanded into 
custody so that the possibility of mental dis- 
order can be examined. About one-tenth of 
those remanded return to court with a recom- 
mendation that they should receive treatment; 
here the correlates of that recommendation are 
examined, with particular emphasis on psych- 
iatric diagnosis and the efficacy of the remand 
process, 

Gibson (1960) showed that about one-third 
of persons tried by magistrates for indictable 
offences were remanded, usually for police 
enquiries, but in only 7 per cent was the 
remand for the purpose of obtaining a report 
(medical 4 per cent, probation 2.5 per cent, 
Borstal 0.5 per cent). In comparing London 
and Wessex, Gibbens et al (1977) found that 
London magistrates remanded more defendants 
for medical reports and that a disproportionate 
number were completed in custody (88 per 
cent). Scott (1967) suggested that courts' 
intentions in remanding defendants could be 
punitive, and Faulk and Trafford (1975) 
described some of the more practical uses of the 
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remand prison—as secure bail hostel, alcohol 
detoxification unit and acute psychiatric ad- 
mission ward. 

The Criminal Justice Act (1948) gave 
statutory sanction to the informal practices 
which had been previously adopted by some 
magistrates. Thus, Section 26 allowed a remand 
of up to three weeks for enquiry into a defen- 
dant’s physical or mental condition. Later, 
Sections 14 and 26 of the Magistrates’ Courts 
Act 1952 consolidated the relevant Sections of 
the Criminal Justice Act and provided for 
remands so that courts could determine the 
most appropriate way of dealing with cases. 
The number of individuals remanded to prison 
in England and Wales for medical reports 
increased from about 1,600 in 1920 to 5,000 in 
1950; but the steepest rise followed the imple- 
mentation of the Mental Health Act in 1960. 
Over the last twenty-five years there has been 
a trend for the number remanded for ‘mental 
observation and report to exceed the increase 
in the total prison population (Table I). 

Most medical reports are concerned only with 
the mental state of defendants and’ comprise 
two statements—the presence or absence of 
mental disorder and whether or not treatment 
can be obtained. Because the number of 
mentally disordered offenders exceeds the 


Pharm.Pharmacol., 





Meiital 25 


nomifensine 


The antidepressant that maintains alertness 


* An entirely new type of agent for depression 
* Distinctive action on dopamine' 
in addition to conventional effects on noradrenaline 
** Amarked absence of daytime drowsiness? 
ж Negligible anticholinergic side effects? 
* Rapid effect on depressed mood and drive 


Hit the depression 
not the patient 





| Hoechst, (1975), 10(1), 51. Presentation Merital 25 cap aleate. Uses Anti- 
wessant for use in деј ! i'ompanying anxiety. Dosage and administration Initial di 
Od tial dose not exceeding 25mg twice a day in elderty pi 


NHS cost - £8 33 per 100 capsules. Further ынанса avi 


FOR SPEEDY RELIEF ОҒ DEPRESSIVE SYMPTOMS 


SKSSF 


а SmithKline company 


turther information from: SMITH KLINE & FRENCH LABORATORIES LIMITED Welwyn Garden City, Hertfordshire, AL7 1EY 


tranyleypromir 





PAUL BOWDEN 


321 


Taste I 
Admissions to penal establishments and disposals of those remanded for medical reports 








Mean annual remands for 


Percentage of those remanded 
for whom a treatment order 





Years Mean daily prison population medical report was made 
1947-49 18,094 5,095 12.3 
1950-54 22,393 5,093 10.6 
1955-59 23,045 5,325 8.7 
ж 
1961-64 30,146 7,440 13.7 
1965-69 33,118 11,367 11.2 
1970-74 38,141 12,735 9.5 





* Figures for 1960 omitted as it was the transitional year between the repeal of the Lunacy and Mental Treat- 
ments Acts (1890, 1930) and the Mental Deficiency Acts (1913, 1938), and the provisions of the Mental 


Health Act (1959). 


Source: 1947-62 Home Office Reports of the Commissioners of Prisons; 
1963-74 Reports of the Work of the Prisons Department. H.M.S.O. 


number of treatment places, the medical 
remand is in practice a means of selecting those 
considered suitable for treatment. 


Method 


Although admission to Brixton Prison is 
limited to males over the age of 21, it accepted 
26 per cent of all persons remanded in custody 
for medical reports in England and Wales 
during 1975. The prison mainly serves the 
area of the four Thames Regional Health 
Authorities, which contains about 30 per cent 
of the population of England. From April to 
July 1975, every fifth man who was remanded to 
this prison for medical report was included in 
the study. (Those charged with murder or on 
whom reports were voluntarily submitted by 
medical officers (MOs) were excluded.) There 
were 634 receptions for medical reports in the 
three-month period, and 126 comprised the 
sample population, the remaining 508 forming 
the non-sample group. It was anticipated that 
only about | in 10 of the sample would receive a 
recommendation for treatment. In order that 
men recommended treatment should form a big 
enough group, for comparison with those who 
did not receive such a recommendation, most of 
those of the non-sample group who received a 
recommendation were interviewed and their 
data are included where relevant. MOs were 


asked to classify the men according to the 
Mental Health Act (MHA) and then to assign 
men to the categories of the International 
Classification of Disease (ICD) 1968. In 
addition MOs were asked to complete ratings 
on violence and the factors influencing the 
recommendation and to indicate what they 
considered to be the ideal treatment facility. 
(These headings will be defined later.) The 
content of the questionnaires was determined by 
an earlier pilot study. 

Because the decision to make a recommen- 
dation for treatment was contingent on accept- 
ance by a National Health Service consultant, 
and in order to control for any change in 
mental state, assessments were made as late as 
was feasible in the remand period. When I 
interviewed the men, I did not have access to 
the MOs assessments. I noted social and 
demographic information, the mental health 
history, drinking behaviour and criminal profile 
(Gunn and Robertson, 1976). An aetiology 
schedule was completed after interview, identify- 
ing certain organic, social and psychological 
factors and assessing their contribution to the 
presenting mental state. In addition, the other 
ratings which had been made by MOs were 
repeated. From prison records, details of the 
charge and the stated reasons why magistrates 
had remanded the men for medical report were 
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obtained, as was the eventual decision of the 
court. The Criminal Records Office provided 
previous criminal records. 


Results 
The sample population (126 men) 
Social and demographic characteristics 

The mean age of the men in the sample was 
38 years (s.d. 13). Of those who were born in 
England (56 per cent) almost a half were born 
in London; 14 per cent came from Ireland and 
10 per cent from Scotland, while the rest 
(20 per cent) came equally from Common- 
wealth and non-commonwealth countries. The 
immigrants had been in Britain for a mean of 
17 years (s.d. 10.7). 

At the time of their arrest, half the sample 
lived in privately-owned accommodation and a 
quarter were of no fixed abode. The others 
were resident in hostels (14 per cent), ‘squatted’ 
(7 per cent), or were in-patients in mental 
hospitals (5 per cent). Only a quarter of those 
who had ever married (37 per cent) were living 
with their wives; cohabitation was unusual, and 
most men lived alone. 


Habits and health 


Heavy drinking was admitted by 12 per cent, 
a further 9 per cent said they had problems due 
to alcohol, and another 16 per cent said they 
were alcoholics. The reliability of admitted 
drinking behaviour in prisoners has been 
discussed elsewhere (Bowden, 1975). Seven men 
were physically disabled: 2 had suffered limb 
amputation, 2 had incapacitating pulmonary 
disease, and 3 had sustained serious head 
injuries. 

There was a family history of mental illness 
in 30 per cent and 68 per cent had received 
treatment at a psychiatric hospital. If only those 
who had been in-patients are considered (59 per 
cent), the mean length of time spent in hospital 
at the longest admission was 17 months (s.d. 
35.6), and a mean of 26 months (s.d. 32.5) had 
elapsed since their most recent discharge. One- 
third of the sample had been admitted to 
hospital on one or two occasions and one-fifth 
six times or more. 


MEN REMANDED INTO CUSTODY FOR MEDICAL REPORTS 


Criminal profile ratings 

Admitted criminal activity was rated by the 
method described by Gunn and Robertson 
(1976) and is ranked according to categories of 
offence (Table II). Ratings were made as 
follows: none, 0; minor illegal behaviour or one 
conviction, 1; several convictions, 2; many 
convictions, 3; serious crime or repeated 
criminal behaviour, 4. In almost half the 
sample criminal activity was related to the use 
of alcohol. Respondents admitted little financial 
gain from crime. 


Taste П 
Ratings of admitted criminal activity in sample population 





Percentage of 
sample with 





Offence convictions or Mean score Standard 
category illegal activity of sample deviation 
Theft 60 1.34 1.21 
Drink 44 1.28 1.62 
Violence 29 0.59 1.05 
Drugs 21 0.65 1.34 
Motoring 16 0.28 0.75 
Fraud 14 0.20 0.54 
Ѕех 7 0.17 0.67 





Criminal records information 


Table III relates to the 92 men who were 
known to have a criminal record; 9 per cent 
had no criminal record, and for 18 per cent 
records could not be traced. The categories 
used in the criminal profile have been expanded 
to give a more detailed picture of the men's 
recorded criminal careers. The mean age at first 
conviction was 23 years (s.d. 13) and these men 
had many recorded previous convictions (mean 
12.5, s.d. 15). 

Drunkenness convictions show the highest 
recividism rate for a specific offence category, 
with a mean of nearly 7 previous convictions. 
It is notable that fraud is more prevalent, when 
judged by criminal records information, than 
the criminal profile of admitted fraudulent 
activities would indicate. 

Of the men who were known to have a 
criminal record 54 per cent had been imprisoned 
and had served a mean of 12 sentences (s.d. 
13.9). Each sentence must have been of a com- 
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Taare IH 
Criminal records of the 92 men wha were known to have previous convictions 





Number with previous 





Mean numbers of 
previous convictions in 


offence category Standard deviation 





Offence category convictions 
Theft 71 
Vagrancy 52 
Burglary 45 
Fraud 40 
Personal violence 38 
Shoplifting 34 
Property violence 32 
Motoring 30 
Drink 18 
Drugs 17 
Sex 15 
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Note: Only some non-indicatable offences are included on the ‘Standard List? and are recorded in criminal 


records (Walker, 1971). 


Taste IV 
Criminal records information. Previous court disposals other than imprisonment for 92 men 





Number who have received 


Mean number of 
sentences for each 
individual in this 





Sentence this disposal offence category Standard deviation 
Fine 74 4.0 4.5 
Conditional discharge 65 2.5 2.1 
Probation Order 50 1.7 1.7 
Suspended sentence 38 2.2 2.3 
Part V MHA 19 1.3 1.7 
Bound over 19 1.5 1.6 
Borstal 14 1.6 1.8 
^^, Deferred sentence 13 1.5 1.9 
Probation order with a 
- treatment condition 12 1.2 1.2 
Absolute discharge 10 1.1 1.0 
Approved school 8 1.3 1.4 
Detention centre 8 1.9 2.4 
Admonished 7 1.0 1.0 








paratively short duration, because the group had 
only been sentenced to a mean total of 50 
months’ imprisonment (s.d. 78.5). Table IV 
ranks the other court disposals for the 92 men 
who were known to have a criminal record. 


Validity of criminal profile ratings. Criminal 
profile ratings of admitted criminal activity were 


<< compared with recorded criminal behaviour. 


The offence categories were significantly corre- 
lated, although this association was weakest for 


fraud as a category (Pearson's product moment 
correlation coefficient 0.26, N == 92, P = .002). 


Present charge 

Only one charge was considered, either the 
primary charge made by the police or the 
offence which carried the most severe sentence. 
Of the four arbitrary categories, theft was the 
most common, while public order offences, 
violence and criminal damage had a similar 
prevalence (Table V). 
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TABLE V 
Primary charge of sample population 





Offence category No. 


(29) 


Offence 


2 
e 





Theft 40 (32) 


Public order 26 (21) 


Violence | 22 (17) 


Criminal damage 22 (17) 


Other 16 (13) 


Shoplifting 

Burglary 

From: person 
vehicle 
dwelling 
mail 
other 


- 
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Drunkenness 
Begging 

Indecent exposure 
Disorderly behaviour 
Obstruction 
Sleeping out 

Other vagrancy 


h 


Wounding 

Assault 

Assault on police 
Drunk with aggravation 
Aggravated burglary 
Robbery 


— 
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Criminal damage 
Malicious damage 


Fraud 

Indecent assault 
Motoring 
Possession of drugs 
Arson 

Unknown 





Total 126 (100) 


126 





Reasons for the custodial remand 


Sections 14 (3) and 26 of the Magistrates' 
Courts Act (1952) require courts to state the 
reason for remanding a defendant in custody for 
a medical report, and for 82 per cent of the men 
the courts' statements were available. The most 
commonly stated reason was a history of mental 
disorder; other men were remanded because 
their behaviour suggested mental abnormality 
or because the nature of the offence or the social 
circumstances of the offender indicated the 
need for a medical report. 


Diagnosis 
Diagnoses were made by MOs, using MHA 
and ICD diagnostic criteria. Under the ICD, 


four roughly equal groups were identified, which 
together accounted for 83 per cent of the 
sample: no mental disorder, schizophrenia, 
personality disorder, and alcoholism (Table VI). 

MOs sub-classified the ICD diagnoses of 
schizophrenia and personality disorder. Fifteen 
of the 27 schizophrenics were thought to have 
the paranoid type and 7 the residual. Other 
diagnoses were: simple schizophrenia, 2; cata- 
tonic, 1; unspecified, 2. Similarly, 13 of the 
30 men with a diagnoses of personality disorder 
were thought to be of the asthenic variety and 
5 the schizoid. Further diagnoses in this 
category included affective personality disorder, 
1; explosive, 6; hysterical, 1; antisocial, 2; 
unspecified, 5. 


therapeutic bk 
effectively тей 
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BRITISH JOURNAL OF PSYCHIATRY, OCTOBER 1978 





Broad-spectrum Ospolot is 
effective against a wide range of 
the epilepsies, and can be used 
alone, or effectively be added to 
other therapies. Ospolot is 28 
times less toxic than 
phenobarbitone and 17 times 
less than phenytoin, is 
exceptionally well tolerated and 
shows few side effects. Ospolot 


sulthiame 


for epilepsy 


has the added advantage of 'a 
specific effect on the emotional 
personality and behaviour 
disorders associated with 
epitepsy'*. So when you next 
prescribe for epilepsy, consider 
Ospolot. 





Further information available fram: 

Bayer UK Limited, Pharmaceutical Division 
Haywards Heath, West Sussex RH16 1TP 
Telephone: Haywards Heath (0444) 57911 

& Registered Trade Mark of Bayer Germany 
irish J. Med. Sci. Sept, 1962 


spolot 


for epilepsy 
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ТаАВІЕ VI 
Medical officers! primary diagnosis in sample population 





(a) Mental Health Act 


(b) International Classification of Disease 








diagnosis No. (%) diagnosis No. (%) 

No mental disorder 78 (62) No mental disorder 21 (17) 
Mental illness 30 (24) Schizophrenia 27 (21) 
Mental subnormality 3 (2) Personality disorder 30 (24) 
Psychopathic disorder 15 (12) Alcoholism 26 (21) 
Neurosis 3 (2) 

Manic depression 2 (2) 

Mental disorder associated with.organic disease 4 (3) 

Mental retardation 3 (2) 

Sexual deviation 2 (2) 

Drug dependence 7 (5) 

Unknown 1 (1) 

Total 126 (100) Total 126 (100) 





A second ICD diagnosis was made by MOs in 
18 per cent of the sample, and a third diagnosis 
in 5 per cent. The most common multiple 
diagnoses were combinations of personality 
disorder, alcoholism and drug dependence. 

Inter-rater reliability of diagnoses. The method 
described here only relates to the reliability of 
the primary diagnoses. Thus, if the MO and 
myself made two similar diagnoses but the 
order of main and subsidary diagnoses was 
reversed, the primary diagnosis would be 
considered to be unreliable. The following 
results. were obtained for MHA diagnoses: 
MOs' no mental disorder group, 58 per cent 
confirmed by myself; mental illness, 83 per cent; 
psychopathic disorder, 33 per cent. The 
diagnosis of psychopathic disorder is thus 
significantly less liable than the other MHA 
diagnostic categories (y? = 15.07, 1 df, P 
«.001). Medical officers’ ICD diagnoses of 
alcoholism and drug dependence were highly 
reliable, 96 and 86 per cent respectively being 
confirmed by myself. I made a diagnosis of 
schizophrenia in 67 per cent of the men diag- 
nosed as such by MOs. However, MOs 
diagnoses of no mental disorder and of per- 
sonality disorder were highly unreliable, only 
29 and 23 per cent respectively being confirmed 
by myself. І 


Aetiology 


In the 105 men with mental disorder on ICD 
criteria the following organic factors were 





judged by myself to have contributed to or to 
have been the main cause of the presenting 
mental abnormality: alcohol, 40 per cent; 
drugs, 20 per cent; presenile or senile dementia 
or cerebral disease, 6 per cent. The contribution 
of social and psychological factors was similarly 
assessed : social conflict, 12 per cent; educational 
backwardness, 12. per cent; sexual deviation, 
3 per cent. 


Threatening and predictable 


Medical officers considered that 12 per cent 
of the sample were threatening, in that they 
acted in a manner which indicated that' they 
might behave unpleasantly. Similarly, 41 per 
cent were assessed as unpredictable in their 
behaviour. Inter-rater reliability between MOs 
and myself on both these assessments was good 
(threatening, Pearson's product moment corre- 
lation coefficient 0.19, N = 119, P = .02; 
unpredictable, correlation coefficient 0.16, N — 
118, P — .04). 


Violence 

Violence was defined as the threat or cause of 
injury or damage by the use of force. Both a 
history of and the potential for violence were 
assessed by MOs in relation to the man himself, 
to other people and to property. Violence was 
rated as: none, 0; mild, 1; moderate, 2; 
severe, 3. In quantitative terms, the mean 
scores of the sample were higher in relation to 
violence to other people (Table VII). 
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Inier-rater reliability of violence ratings. A com- 
parison of scores between MOs and myself on 
scales of both the history of and potential for 
violence gave a good correlation (greater than 
the 0.1 per cent level for all groups). Violence 
was not specific to the self, to others or to 
property, since the three objects to which 
violence had been or could be directed were 
also inter-related significantly. 


The medical recommendation 


Twenty per cent of the sample (25 men) were 
accepted by NHS psychiatrists for treatment, 
and MOs made positive medical recommen- 
dations to the courts in these cases. Twenty-two 
of the men who were recommended for treat- 
ment were visited at Brixton Prison by the 
general psychiatrists who accepted them. 
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Factors which influenced the medical recommendation 

The MHA and ICD diagnoses of the no- 
medical-recommendation sample group are 
listed in Table VIII, and it will be seen that 
MOs were essentially making recommen- 
dations for treatment in the men with a MHA 
diagnosis of mental illness. Among the three 
main ICD diagnostic groups, more than half the 
men with schizophrenia were recommended for 
treatment, but very few of those considered to 
have alcoholism or personality disorder. Only 
60 per cent of the men with paranoid schizo- 
phrenia and 14 per cent with residual schizo- 
phrenia were recommended, but in contrast, all 
those with the other types of schizophrenia 
received a medical recommendation. 

MOs were asked what had influenced their 
decision not to make a treatment recommen- 


Taste VII 
Medical officers" ratings of violence in sample population 








Object of violence 


History of violence 


Potential for violence 





Standard Standard 














Percentage Mean score deviation Percentage Mean score deviation 
Self 17 1.2 0.6 21 1.4 2.9 
Others 27 2.0 4.1 27 1.7 3.8 
Property 30 1.6 4.2 32 1.6 4.3 
Taste VIH 


Medical officers’ recommendations for treatment by primary diagnosis 





No. recommended 


No. recommended 








(a) MHA diagnosis No. for treatment (b) ICD diagnosis No. for treatment 
No mental disorder 78 5 No mental disorder 21 0 
Mental illness 30 18 Schizophrenia 27 15 
Mental subnormality 3 1 Personality disorder 30 2 
Psychopathic disorder 15 1 Alcoholism 26 4 
Neurosis 3 1 
Manic depression 2 2 
Brain dysfunction associated 
with organic disease 4 1 
Mental retardation 3 
Sexual deviation 2 
Drug dependence 7 
Unknown 1 
Total 126 25 Total 126 25 
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Taste IX 
‘Ideal’ placement of those with mental disorder 











Mental hospital 
Special Regional Closed Open Community 
No. hospital secureunit ward ward Out-patients facility None 

Medical 

recommendation 25 2 1 1 21 0 0 0 
No medical 

recommendation 80 0 1 2 6 5 14 52 
Total 105 2 2 3 27 5 14 52 





dation for the 80 men with mental disorder, 
using ICD criteria. For 55 per cent MOs 
indicated that in their experience consultants 
would not accept such men for treatment, so 
referral was not worth while; in respect of a 
further 11 per cent suitable treatment facilities 
were said not to be available. Nine men who 
were visited by psychiatrists at Brixton at the 
request of MOs were not accepted for treatment; 
these cases had the following diagnoses: 
alcoholism, 3; paranoid schizophrenia, 3; 
mental subnormality associated with transient 
psychosis, 2; hypochondriasis, 1. 


Ideal placement 


Medical officers were asked to assign the 
men with mental disorder to whatever facility 
they considered would best suit their treatment 
needs (Table IX), on the assumption that the 
men would be accepted by the service to which 
they were referred. 


The non-sample group 

Sixty-two men from the 508 non-sample 
population (12.2 per cent) received a recom- 
mendation for treatment. This was significantly 
fewer than the 20 per cent who received 
recommendations in the sample group (у? = 
4.3, 1 df, P «.05). The sample and non- 
sample medical recommendation groups were 
examined on all variables, but significant 
differences could not be established between 
them. 

Overall, 87 (13.7 per cent) of the 634 
admissions to Brixton Prison for medical report 
in the period received a medical recommen- 


dation. These 87 recommendations were made 
on the following MHA Sections: Section 60, 
68 per cent; Section 26, 1 per cent; Section 25, 
16 per cent. In addition, 13 recommendations 
(15 per cent) were made on Section 3 of the 
Powers of Criminal Courts Act, 1973, whereby 
psychiatric treatment is a condition of a 
probation order. 


Correlates of the medical recommendation 


Seventy-four of the 87 men who were 
recommended for treatment were interviewed, 
49 from the non-sample population and 25 from 
the sample population. Only 76 per cent of the 
non-sample medical recommendation group 
were interviewed, because the decision to 
recommend for treatment was sometimes made 
very shortly before their appearance in court, 
and this precluded their inclusion in the study. 

The combined medical recommendation 
group was contrasted with the 101 men in the 
sample population who did not receive a 
medical recommendation (Table X). 

The men who were recommended for 
treatment were characterized, firstly, by the 
presence of mental disorder, and in particular 
mental illness; they had a greater number of 
previous admissions to mental hospitals and 
had spent a longer time as in-patients. Secondly, 
they were admitted non-heavy drinkers and had 
no drunkenness convictions, and their offending 
was not related to the use of alcohol. Thirdly, 
they had made no financial gain from crime. 
Fourthly, they were men who were assessed as 
being difficult to treat—they were considered 
to be nuisances or threatening and were rated 
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TABLE X 
Correlates of the medical recommendation 





(a) 
Previous in-patient in mental hospital 

Number of previous mental hospital admissions 
Length of previous mental hospital admissions 
Number of times seen by MO on present remand 
Non-heavy drinker 

Criminal profile: no drunkenness 

Criminal profile: no financial gain 

Criminal profile: crime unrelated to alcohol 
Potential of violence to others 

Potential of violence to property 

Nuisance 

Threatening 

МНА diagnosis: mental disorder 

MHA diagnosis: mental illness 

CRO: previous Part V MHA disposal 
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(b) Factors associated with a negative medical recommendation 


Actiology: organic factors present xi 
Aetiology: alcohol an organic factor xi 
MHA diagnosis: psychopathic disorder xi 
Medical recommendation influenced by 
unacceptability yi 
CRO fraud offences xi 
CRO shoplifting offences x 
CRO vagrancy offences x 


CRO number of previous convictions 


Factors associated with a positive medical recommendation 


= 6.8 DF = | P = 0l 
z—3.l DF = 171 2-Tail Prob. = .002 
= —2.] DF = 160 2-Tail Prob. = .04 
-—2.4 DF = 156 2-Tail Prob, = .02 
= 6.8 DF = 1 P = .01 
= 7.7 DF = | P = .0l 
= 7,2 DF = | P = ‚01 
= 9.3 DF = 1 P = .01 
= 10.1 DF = | P = .01 
= 5.2 DF = |] P = ‚025 
= 13.9 DF = | P = .001 
= 4,9 DF = | P = 05 
= 59.6 DF = 1 P = ‚001 
== 87.4 DF = | P = .001 
= 5.2 DF = I P = ‚01 
= 13.7 DF = | P = ‚001 
= 8.1 DF = | P = ‚01 
= 5.8 DF = | P = .025 
= 16.2 DF = I P = .001 
= 4.6 DF = | P = ‚05 
= 10.6 DF = 1 P = 01 
= 5.7 DF = 1 P = 025 
= 3.59 DF = 146 2-Tail Prob. = .000 





The following additional CRO data was also significantly related to a negative medical recommendation: 
number and length of sentences of imprisonment; number and length of other court disposals, suspended 
sentences, deferred sentences, conditional discharges, fines, probation orders. ` 


аз being potentially violent to other individuals 
or to property. In contrast, the men with more 
extensive criminal records were not recom- 
mended for treatment, nor were those with a 
diagnosis of psychopathic disorder or the men 
whose present episodes of mental disorder had 
been contributed to by alcohol. 

By the time of their final court appearance the 
men had spent a mean 26 days in custody (s.d. 
23.8); 7 per cent were detained for less than one 
week and 23 per cent for more than one month. 


Discussion 
The remanded population had a high inci- 
dence of recidivism, their previous offences 
being typically theft, drunkenness, vagrancy and 
violence. They had gained little financially by 
their offences and had spent frequent short 
periods in prison. This suggests that the courts 


were dealing with a population of petty offen- 
ders, and Gibbens et al (1977) have suggested 
that it is just these minor crimes that indicate 
considerable social maladjustment and alert the 
courts to the need for medical reports. Also, the 
men were notable for their history of repeated 
admissions to mental hospitals; 6 of the re- 
manded men were technically in-patients at the 
time of their arrest, and a further 6 had been 
arrested within one month of their last discharge 
from hospital. 

The men's social characteristics have been 
described previously (e.g. Sparks, 1966); in 
terms of adjustment they were more unstable 
than sentenced prisoners (West, 1963; Faulk, 
1976). In fact, the remanded men shared many 
of the features of habitual drunken offenders 
(H.M.S.O., 1971), of persons of no fixed abode 
(Berry and Orwin, 1966), and of vagrants 
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(Edwards et al, 1966). A significant minority 
admitted that they had drinking problems or 
that they were alcoholics. 

Of the 78 men who did not have any of the 
four MHA major categories of mental disorder 
56 were nevertheless given a diagnosis of 
mental abnormality using ICD diagnostic 
groupings. The finding that only 5 of this group 
received a treatment recommendation suggests 
that the MHA term mental illness was used 
mainly to ratify a decision to recommend a man 
for treatment after acceptance by a NHS 
psychiatrist. 

In 1975, 11.5 per cent of those remanded to 
institutions other than to Brixton Prison 
received a treatment recommendation, and 
11.4 per cent received a medical recommen- 
dation at Brixton in that year. Because the 
sample population only represented 4.3 per cent 
of the total turnover of remanded men at 
Brixton in 1975, the finding that significantly 
more of the sample population were recom- 
mended for treatment had little effect on the 
year's figures. The increased recommendation 
rate in the sample population is, however, an 
illustration of the Hawthorne Effect, whereby 
ongoing research affects the very practice which 
is being examined. 

The medical recommendation rate in the 
sample population was nearly double that in the 
non-sample group, suggesting that treatment 
could be offered to a much larger proportion of 
the remanded population. Many paranoid 
schizophrenics and a majority of the men with 
the residual form of schizophrenia were not 
recommended for treatment. Similarly, only 
8 per cent of the 60 men with a primary ICD 
diagnosis of alcoholism or personality disorder 
received a treatment recommendation. A history 
of alcohol abuse militated strongly against a 
recommendation, as did all categories of 
offence (with the exception of theft and violence), 
the number of convictions, and the number and 
extent of other court disposals. 


Special Considerations 
l. Length of remand 

A minority of individuals need to be re- 
manded in custody for more than a few days. 
The majority are clearly unsuitable Юг 
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in-patient treatment, and these men are con- 
fined for three. or more weeks, before being 
given mainly non-custodial sentences when they 
finally appear in court (Bowden, 1978). 
Referral to under-used bail facilities (Gibbens 
et al, 1977) and shorter periods on remand could 
significantly reduce the prison population. 


2. The interim hospital order 


The Butler Committee recommended that 
there should be provision for individuals to be 
committed to specified hospitals for a limited 
period of compulsory detention for diagnosis and 
assessment. Such provisions are at present 
extant in Scotland under Section 54 of the 
Mental Health (Scotland) Act, 1960, and their 
use has been described by Woodside (1976) and 
Binns et al (1969a). However, a comparison of 
mentally disordered offenders who are remanded 
to hospital with those who are remanded to 
prison (Binns et al, 1969b) suggests that hospitals 
would only accept better risk cases. Under the 
interim hospital order, it is likely that a group 
would be selected by hospitals from the courts, 
by-passing the remand to prison where selection 
now takes place. While such a change would 
benefit those patients who are favoured by 
contemporary treatment facilities, it has little 
to recommend it for the majority of mentally 
disordered offenders, who would continue to 
receive a custodial remand. Consequently, this 
latter group might be even less likely to receive a 
medical recommendation for treatment. 


3. Medical recommendations 


MOs are essentially recommending for treat- 
ment only those individuals who are suffering 
from acute psychiatric illness. They also refer 
mainly to an in-patient setting, although it is 
arguable that courts will only accept this 
narrow view of placement. In this study, none 
of the 19 men who were thought suitable for 
out-patient and community placement were 
recommended for treatment as an alternative to 
sentencing. The finding concurs with those of 
Gibbens et al (1977), who showed that the 
majority of recommendations for a supportive 
environment (e.g. hostels, sheltered com- 
munities) were made by NHS consultants and 
not by prison MOs. For the majority of mentally 
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disordered offenders, referral to community- 
based psychiatric facilities or to voluntary 
organizations would seem to be most appro- 
priate. However, MOs would need to see it as 
being within their remit to make such recom- 
mendations, and they would need to be familiar 
with the community resources which were 
available. Similarly, courts would have to learn 
to accept such non-custodial treatment recom- 
mendations. 


4. Feed-back to the courts 


Magistrates continue to remand large num- 
bers of men who are known to have chronic 
conditions which make the sufferer unacceptable 
to contemporary treatment facilities. Either 
magistrates are unaware of the outcome for the 
men they themselves remand, or such men are 
remanded into custody irrespective of the fact 
that the chances of their obtaining treatment are 
slight. At face value, the statements of the 
reasons for medical enquiry do not reveal a 
significant amount of punitive intent on the 
part of the magistrates. It seems more likely that 
the observations of Faulk and Trafford (1975) 
are relevant, and that many are remanded into 
custody so that they can receive the immediate 
care they urgently require. 


5. Violence 


A minority of the sample population had a 
history of violence or were considered to be 
potentially violent; any violence was more 
commonly to property than to the person. 
Similarly, the ICD sub-classification of per- 
sonality disorder showed that the asthenic type 
was more common than the antisocial or the 
explosive. Difficult patients, e.g. those assessed 
as potentially violent, a nuisance or threatening 
were more commonly recommended for treat- 
ment. 


6. Secure unit placement 

Few individuals were thought to be suitable 
for treatment in the proposed secure units. 
There is no reason to believe that the sample 
was untypical, and it seems likely that there are 
few men from remand sources who are not 
suitable for treatment in conventional mental 
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hospitals but require security which is less than 
that provided by the Special Hospitals. 


7. The inadequate group 


In quantitative terms, the outstanding need 
is for provision for individuals with chronic 
mental disorder, whether of personality, mental 
illness or alcoholism. Such needs are not met 
by contemporary treatment facilities. The 
‘Report of the Working Party on Habitual 
Drunken Offenders’ (1971) made recommen- 
dations for the provision of detoxification 
centres and of hostels and other community 
facilities, and for cooperation between treatment 
services. However, these proposals have not yet 
been implemented, and even existing facilities 
are not used as a disposal for remanded men. 
The Butler Committee made similar recom- 
mendations in relation to mentally disordered 
offenders (paras. 6.7, 6.8, 6.11-6.12 and 
recommendation 85) which required the co- 
operation. of the Probation Service. If the 
remand prison is to serve any function—other 
than as a temporary shelter for these men— 
MOs and probation officers will need to liaise 
with statutory and voluntary organizations to 
create referral channels to both existing and 
newly developed facilities. 


Conclusion 


At a time when there is a wish to redistribute 
resources in favour of the underprivileged, it is 
notable that developments in forensic psychiatry, 
which centre on regional secure units, should 
favour a minority. As far as one remand 
facility is concerned, the need is for places for 
chronically disabled mentally disordered offen- 
ders, and there are few who would require 
placement in the planned regional secure units. 
When opened, these units could merely operate 
a selection process in favour of the ‘nicer’ band 
of the forensic psychiatry spectrum in the form 
of short-term patients (Scott, 1974). 

There is a danger, therefore, that forensic 
psychiatry will reflect Hawks’ (1975) view of 
community care, in that it will become ‘a 
diversion of the psychiatric conscience from the 
care and treatment of the chronic mentally ill’. 
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Men Remanded into Custody for Medical Reports: 
The Outcome of the Treatment Recommendation 
By PAUL BOWDEN 


SUMMARY Over a three-month period, 634 men were remanded into 
custody at Brixton Prison for medical reports; 87 received recommen- 
dations for psychiatric treatment and 82 individuals were actually 
referred to hospitals for treatment. Fourteen months later nearly 
three-quarters of the men who went to hospital had been discharged. 
They fell into three groups by outcome: men with acute psychoses for 
whom treatment was definitely beneficial; men who remained be- 
haviourally disturbed after receiving treatment although their mental 
states improved; a group with chronic disorders for whom admission 
was not beneficial. The two groups with improved mental states 
represented only 5 per cent of the initial receptions to Brixton Prison. 


Introduction 


In 1973 about 4 per cent of the 70,000 
admissions to psychiatric hospitals and units in 
England were from the courts and the police, 
(Psychiatric Hospitals and Units in England, 
1976). The area of the four Thames Regions, 
which contained 30 per cent of the population of 
England, provided a disproportionately large 
number of patients under Part V of the Mental 
Health Act, 1959; 45 per cent of all Section 60 
admissions and 60 per cent of Section 71/72 
admissions. In addition it provided 70 per cent 
of Section 135/136 admissions for England as a 
whole. For the specialty of Mental Handicap 
there has been a tendency for fewer men to be 
admitted from forensic sources; thus the rate for 
1973 was only a third of what it had been a 
decade earlier. 

A diminishing proportion of those remanded 
for medical reports have later received treatment 
under the Mental Health Act. In 1961-64, a 
mean of 13.7 per cent of those remanded 
obtained treatment; in 1965-69, 11.2 per cent; 
in 1970-74, 9.5 per cent. However, there has 
been some increase in the numbers recommended 
for psychiatric treatment as a condition of a 
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probation order. Table I shows the findings of 
courts and the treatment orders made since 
1947. 


Method 


As already described (Bowden, 1978) a one- 
in-five sample (126 men) of remands to Brixton 
Prison for medical reports were interviewed and 
formed the basis of a detailed analysis; 25 were 
recommended for treatment. A further 62 had 
received treatment recommendations in a 
non-sample population of 508 individuals. In 
total, therefore, there were 87 men who received 
a treatment recommendation. Home Office 
returns were obtained on the courts! disposal of 
the men recommended for psychiatric treatment 
and also for those who received no treatment 
recommendation (101 men). 

After a pilot study, questionnaires were sent 
to consultant psychiatrists concerning the men 
who received treatment. The data related to 
diagnosis, the need for security in management, 
problems in treatment, mode of discharge and 
details of out-patient treatment. If the men were 
admitted to in-patient care, questionnaires were 
completed during their stay in hospital and after 


= Indications Acute and subacute 
u l schizophrenia, manic and chronic 
psychoses, acute and chronic 
в СУ в psychoneuroses 
selective action of Melleril 
Dosage and Administration 30 to 
600mg daily according to condition 


and response. in resistant cases 
maximum 800mg daily for not more 
than 4 weeks. 


Contra-Indications Severely 
depressed or comatose states 


Precautions Care required where 
there is evidence of cross-sensitivity 
with other phenothiazines and with 
concomitant CNS depressants, 
quinidine and adrenergic 
\ vasoconstrictors, pregnancy and 
2 \ breast feeding 


Side-effects Drowsiness. dizziness 
faintness, disturbances of 
accommodation, urinary 
incontinence, dryness of the mouth 
and паза! stuffiness, rarely 
extrapyramidal reactions and blood 
dyscrasias. Amenorrhoea. lactation, 
impairment of male sexual function 
oedema, weight-gain and alteration 
in seizure control have been 
reported, also benign re-polarisation 
changes on the ECG. Pigmentary 
retinopathy is a toxic reaction to 
dosage over recommended 
maximum 


Presentation Thioridazine Tablets 
BP 10mg, 25mg, 50mg and 100mg 
Suspension 25mg and 100mg 
thioridazine base/5mi spoonful 
Syrup 25mg thioridazine base /5ml 
spoonful. Concentrate for dilution to 
syrup (hospitals only) 150mg/ 1ml 


Product Licence Numbers 
Suspension 25mg/5m! PL/0101/0052 
Suspension 100mg/5m! PL/0101/0053 
Syrup 25mg/5ml PL/0101/5034 
Concentrate 150mg/1mil PL/0101/5035 
Tablets 10mg PL/0101/5033 

Tablets 25mg PL/0101/5053 
Melleril, like all effective major tranquillisers, blocks dopamine receptors in the Tablets 50mg PL/0101/5054 

limbic system. Current theory suggests that this may be the site of action of major Tablets 100mg PL/0101/5055 
tranquillisers 





Basic NHS Cost: 250 x 10mg tablets 
£1.66. 1000 x 25mg tablets £9.83 


1000 x 50mg tablets £18 62 
Melleril is exceptional in having little effect on dopamine receptors in the striatal 1000 x 100mg tablets £35.54 
system. Dopamine blockade in this system is associated with extrapyramidal and 1 litre x 25mg/5mi syrup £3.71. 500ml 
possibly other unwanted effects concentrate £30.91. 1 litre x 25mg/5m! 


N 


suspension £3.65. 1 litre x 100mg/5mi 
suspension £13.31 


Lo 

ears of clinical use have proved that Melleril has a highly specific action against target Melleril is a registered Trade Mark 
ymptoms in a wide range of psychiatric conditions, whilst having a low incidence of Full prescribing information, including 
ktrapyramidal and other side effects. A theoretical basis for this selectivity of action has been product Data Sheet, is available from 


veloped as a result of basic research leading to a greater understanding of the role of 


opamine in psychiatric disorders. SANDOZ PRODUCTS LIMITED, 


Sandoz House. 98 The Centre 
Feltham, Middlesex, TW13 4EP 
Ме! 704 












Depixol 
range 


Depixol-Conc. 
Inj ection (100mg per ml) 


A low-volume concentrated 
presentation for patients 
with more severe or 
recalcitrant psychotic 
symptoms 

requiring higher doses of 
neuroleptic medication. 


Depixol 
Injection (20mg per ml) 


Controls a wide range of 
psychotic symptoms including 


Effective 


Ч е thought disorder, 
antip Sy chotic hallucinations and delusions 
treatment for your - particularly beneficial for 
schizophrenic the withdrawn, depressed, 
. apathetic, poorly motivated 
patients schizophrenic - increases 


alertness, co-operation 
and desire for social contact. 





Tablets a 


Effective oral therapy for 
patients who will not or 
cannot accept injections, 
those who transiently 
require oral medication or 
those who are admitted 
for assessment. 


Р Further information and data sheet available from 
J Lundbeck Limited, Lundbeck House, Hastings Street, 
dip Luton LU1 5BE. Telephone Luton 411482 Telex 825325 





PAUL BOWDEN 333 


TABLE I 
Court findings and treatment recommendations of individuals remanded for medical reports 








Mean annual 
remands for Defective оп *Insaneon — fGuilty tProbation with 
Years medical report Insane on remand remand arraignment but insane treatment condition 





1947-49 5095 294 262 57 18 
1950-54 5093 217 179 44 26 72 
1955-59 5325 185 146 54 17 62 





Orders made $.60 (MHA) 
Total MI SS 5 PD 








$1961—64 7440 981 616 46 265 54 31 7 58 
1965-69 11367 1239 778 46 313 103 29 5 532 
1970-74 12735 1177 86l 16 190 108 30 5 477 





* ‘Insane on arraignment’ section 2, Trial of Lunatics (1883) consolidated to become ‘Unfit to Plead’ under 
Section 4, Criminal Procedure (Insanity) Act, 1964. 


+ ‘Guilty but insane’ section 2, Trial of Lunatics Act (1883) consolidated to become ‘Acquitted on grounds of 
insanity’ under section 1, Criminal Procedure (Insanity) Act, 1964. 


t Probation with a condition of treatment was under section 4, Criminal Justice Act (1948) consolidated in 
Powers of Criminal Courts Act, 1973, section 3 (PCCA). 


$ Figures for 1960 omitted as it was the transitional year between the repeal of the Lunacy and Mental Treat- 
ments Acts (1890, 1930) and the Mental Deficiency Acts (1913, 1938), and the provisions of the Mental 
Health Act (1959). 


Source: 1947-58, Home Office Reports of the Commissioners of Prisons; 
1959-62, Home Office Reports of the Commissioners of Prisons; 
1963-74, Reports of the Work of the Prisons Department. HMSO. 


Т`АвгЕ П 
Brixton MOs’ recommendation and ultimate treatment status 





Treatment on recommended Treatment on another 











Brixton MOs’ section section Treatment 
recommendation Total 60 MHA 25 MHA 3PCCA 60 МНА 29 МНА informally Sentence 
Section 60/65 

MHA 59 57 2 
Section 26 MHA 1 1 
Section 25 МНА 14 10 1 1 2 
Section 3 РССА 13 3 1 4 5 
(No treatment 
recommendation) (4) (2) (2) 

Total = 87 N = 70 N-4 М = 8 М = 9 
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discharge. The minimum length of follow-up 
was 14 months, and if questionnaires were not 


returned or were inadequately completed 
hospital case notes were obtained. 


Results 


In the sample group 22 of the 25 Medical 
Officers’ (MO’s) recommendations were accep- 
ted by the court. Similarly, of the 62 men in the 
non-sample group who were recommended for 
treatment 56 were referred for treatment after 
their court appearance. In 4 cases where there 
was no treatment recommendation the courts 
would not accept that treatment facilities were 
unavailable, and the men were repeatedly 
remanded until treatment was obtained. Over- 
all, therefore, 82 men were referred to hospital 
as a result of the remand. 

The courts’ decisions in relation to the MOs’ 
recommendations are detailed below (Table II). 
Ten per cent of the sample were ultimately 
sentenced in Crown Courts. Of the 87 men for 
whom medical recommendations were made, 
courts imposed the actual Section which had 
been recommended in 80 per cent. Seven per 
cent received treatment informally and 2 per 
cent received treatment under other Sections. 
It is noteworthy, however, that only 3 of the 
recommendations for psychiatric treatment as a 
condition of a probation order were accepted 
by the courts. In 10 per cent the courts did not 
accept the recommendation for treatment, and 
these men were sentenced as follows: imprison- 
ment, 1; conditional discharge, 3; fine, 3; 
probation order, 1; absolute discharge, 1. 


The sentence of the courts 


From the sample population, 100 men were 
available for sentencing by the courts; 97 from 
the no-medical recommendation group and 3 
whose medical recommendation was not accep- 
ted by the courts. Forty-one were sentenced to 
imprisonment (mean sentences 6.6 months, 
s.d. 6.3), and 23 were given a suspended 
sentence with a mean operational period of 
22 months (s.d. 20). The other non-custodial 
sentences included: conditional discharge, 20 
men (mean 9.6 months, s.d. 11.4); probation, 
10 men (mean 17 months, s.d. 18); fined, a mean 
of £60 (sd. 111) 17 men; bound over, 3; 
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absolute discharge, 3. There was sometimes 
more than one category of disposal for each 
individual. 

The hospital phase 

Of the 83 admissions 93 per cent were to 
hospitals under one of the four Thames Regional 
Health Authorities; 5 were to the Special 
Hospitals and one to a hospital of another 
Regional Health Authority. Only 9 per cent of 
all admissions were to general hospital psychi- 
atric units, the remainder being to mental 
illness hospitals. 

Fourteen months after the termination of the 
study at Brixton, 23 per cent were still in- 
patients and 72 per cent had been discharged: 
one patient absconded very shortly after 
admission, another was repatriated, and for 2 no 
information was available. The mean length of 
time in hospital was 13.7 weeks (s.d. 14.4); 
half left within 2 months and 67 per cent within 
3 months. The majority (78 per cent) were 
discharged by the responsible doctor, but 
19 per cent left against medical advice. 


Diagnosis and management 


Schizophrenia was the most common hospital 
diagnosis (55 per cent); 19 per cent were 
thought to have a manic depressive psychosis 
and 15 per cent personality disorder. Secondary 
diagnoses of alcoholism, drug dependence or 
personality disorder were made in 13 indivi- 
duals. 

A permanently locked ward was available at 
the admitting hospital for one-third of the 
discharged group, but only 6 men (10 per cent) 
were treated in conditions of security. The mean 
length of time during which patients were 
treated in locked wards was about one month 
(mean 26 days, s.d. 31.7). Qut-patients 
appointments were given to 46 per cent of those 
discharged, but only half of these were kept. 
One-fifth had no accommodation to which they 
could return after leaving hospital. 


Problems in treatment 


Overall, some management difficulties were 
encountered in 58 per cent of the admission 
group; absconding was the main one, and others 
were continued drinking, refusing medication 
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and stealing. There were significant correlations 
between drink presenting a management prob- 
lem to the admitting hospital and the following 
variables: admitted heavy drinking, problem 
drinking or alcoholism; the number of previous 
drunkenness offences; the criminal profile for 
drink and the admission that their offending had 
been related to alcohol use. The ratings for 
these categories have been described in the 
previous article (Bowden, 1978). 

In one-fifth of the discharged group there had 
been problems involving violence. Personal 
violence was most common, but it never 
amounted to physical battery and was described 
as abusive, threatening or aggressive behaviour. 
Property violence was limited to damage to 
ward fittings, and some violent behaviour 
occurred only after alcohol use. Those who were 
violent in hospital were the men with previous 
convictions for violence (Pearson’s product 
moment correlation coefficient 0.38, N = 13, 
Р = 0.13) whether to a person or to property. 


Value of admission 


Seventeen of the 82 men who received 
treatment were excluded at the time of follow- 
up: 2 could not be traced; 1 was repatriated 
and another absconded; in 9 no details of their 
hospital treatment could be obtained, and 4 were 
still in-patients in the Special Hospitals. In 85 
per cent of the 59 discharges it was possible to 
assess the benefit of admission, and these 
patients were assigned to three groups as 
follows: 

No benefit: 38 per cent; this group largely 
comprised schizophrenics who either refused 
medication or did not respond to it, or else 
repeatedly absconded. Other men were alco- 
holics who continued drinking. For this group 
hospital did not serve a function even as an 
asylum; they did not benefit from any thera- 
peutic or rehabilitative measures which it 
provided. 

Some benefi; 26 per cent, again comprised 
mainly schizophrenics. Typically, their psycho- 
ses remitted with treatment but their behaviour 
remained unsocial, they wandered, drank and 
were aggressive, 

Definitely beneficial: 36 per cent, including 
cases of both schizophrenic and manic-depressive 


335 


psychosis. The men’s mental states stabilized 
after treatment. For them hospitals obviously 
functioned as both therapeutic and rehabili- 
tative agents. 

At the follow-up, 4 patients were still in 
Special Hospitals and 15 in regional mental 
illness hospitals. Of this latter group the 
majority were thought to have chronic schizo- 
phrenia, their mental state or behaviour had 
responded poorly to treatment, they were 
frequently described as institutionalized, and 
there were problems in finding suitable accom- 
modation to which they could be discharged 
from hospital. It seems, therefore, that those 
who remained in hospital for more than a year. 
were still in-patients for custodial rather than 
therapeutic reasons. 

A comparison of those for whom admission 
was definitely beneficial with those for whom it 
was not shown that the former group were more 
stable socially, less frequently had a history of 
previous in-patient treatment, and had a much 
less extensive criminal history (Table III). Only 
one individual in the definitely beneficial group 
had a primary diagnosis other than of psychosis, 
and that was of personality disorder. Another 
notable difference was that drinking problems 
played a lesser part in the life and offending of 
the group who most clearly benefited from 
admission. The no-benefit group contained a 
greater variety of diagnoses: psychosis in 11 men, 
personality disorder in 4, alcoholism in 2, 
severe subnormality in one and mental disorder 
associated with epilepsy in one. 


Discussion 


The MO who provides the medical report is 
charged under Home Office Instructions with 
three functions: to indicate facts affecting 
culpability and responsibility; to help the court 
decide on a sentence which is designed to 
prevent the offender committing further offences 
by undergoing treatment; to indicate mental 
disorder which might be thought to justify 
action under the MHA. This part of the 
present study is concerned with the last of these 
functions i.e. an examination of the men who 
are recommended for psychiatric treatment as an 
alternative to sentencing. We do not know how 
the medical reports influenced the sentences 
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ТАВІЕ ПІ 
Value of admission correlated with demographic variables 





Value of admission 




















Variable % definitely beneficial о no benefit 

N = 18 М = 19 
Born in England 81 66 
Lived in private accommodation 62 53 
Contacted relatives within 3 months 75 33 
Skilled manual work 50 13 
Regular work 44 13 
Lived with family 50 0 
Ever married 62 27 
Previous in-patient treatment 69 100 
Mean number of admissions 2.45.4. = 2.4 3.18.4. = 2.2 
Mean longest admission in months 10.48.4. = 19.3 40.5.4. = 97.8 
Wants psychiatric treatment 29 47 
Criminal profile: mean ‘drink’ score 0.2s.d. = 0.56 0.98.4. = 1.3 
Aetiology: mean ‘organic factors’ 0.1s.d. = 0.4 0.6s.d. = 0.5 
Criminal records information: 
Mean number of previous convictions 2,8s.d. = 2.8 11.3s.d. = 12.2 
Theft 1.48.4. = 1.7 3.85.4. = 3.8 
Personal violence 0.15.4. = 0.4 0.68.4. = 1.1 
Fraud 0.3s.d. = 0.5 0.9s.d. = 2.0 
Drink 0 0 1.6sd.= 5.9 
Vagrancy 0.3s.d. = 0.6 2.9s.d. = 4.9 
Mean number of sentences of imprisonment 0.5s.d. = 0.9 5.85.4. = 7.7 
Mean number of months sentenced to imprisonment 3.9sd. = 7.5 18.2s.d. = 23.9 
Primary diagnosis of psychosis 94 60 





Note: "These demographic variables have been described in an earlier paper (Bowden, 1978). 





imposed on those men who were mentally 
disordered and did not receive a treatment 
recommendation. Neither do we know if some 
mentally disordered men were imprisoned by 
courts with the expectation that they would 
receive treatment in prison which was appa- 
rently denied them within the NHS. 

Despite selection for hospital admission being 
to exclude those patients with a primary 
diagnosis of personality disorder and alcoholism, 
these were the primary diagnoses made by 
hospitals on some of the men who were admitted. 
Manic-depressive psychosis was also diagnosed 
more frequently at the admitting hospital than 
in the remand setting. 


Special considerations 
1. The treatment order 


Recommendations for treatment other than 
under Section 60 MHA were unsatisfactory in 
that they were either not accepted by the courts 
or were changed to other orders. Recommen- 
dations for treatment as a condition of a 
probation order were particularly ineffective: 
it was found that either the patient had refused 
to cooperate with treatment to which he had 
previously consented, or that the necessary 
liaison between probation officer and psychia- 
trist. had not taken place (Sparks, 1966; 
Woodside, 1976). Even after such probation 
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orders have been made by the courts, little is 
known of the numbers who actually present 
themselves for treatment. If there is to be a 
further extension of care into out-patient and 
probationary fields, Section 3, Powers of 
Criminal Courts Act, 1973, is a particularly 
important statutory instrument. There is evi- 
dence that the increase in its use is only tem- 
porary and its effectiveness must remain in 
doubt. 


2. Diagnosis 


The types of patients who were helped by 
treatment are similar to those acutely psychotic 
non-offenders who are admitted to psychiatric 
units in general hospitals (Crawford Little, 
1974): the fact that few men were admitted to 
such units from remand sources was probably 
due to their ‘offender’ label. Such good-risk 
cases could be selected for admission by an 
approved social worker or police surgeon before 
being charged by the police, as was described by 
Sims et al (1975), thus by-passing the remand 
process. It seems likely that this group will form 
the nucleus of those to whom the Interim 
Hospital Order would be applied, as recommen- 
ded by the Butler Committee. 

Psychiatric units do not take individuals with 
chronic psychoses or those with disorders which 
are known to have an association with criminal 
behaviour, e.g. alcoholism, personality disorder, 
sexual deviation (Gunn, 1977). Yet it has been 
shown that nearly one-half of those offenders 
who are remanded for medical reports have 
these latter conditions. The importance of 
mental illness hospitals in continuing to provide 
facilities for mentally abnormal offenders is 
highlighted by the finding that patients under 
Part V. MHA are almost exclusively taken by 
such hospitals (Bowden, 1975) and that 78 per 
cent of Special Hospital transfers in one Region 
over a seven-year period were to or from large 
mental illness hospitals (Bowden, 1977). 

Although the number of patients followed up 
in this study is small, it is possible to outline 
crudely the mental illness hospitals’ function in 
relation to mentally abnormal offenders admit- 
ted from a remand source. For nearly one-third 
(29 per cent) of those admitted the hospitals 
could not be said to have served any useful 
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function, although it was an alternative to 
sentencing; 48 per cent derived some positive 
benefit (the some and definite benefit groups). 
At 14 months, a quarter of admissions (23 per 
cent) were still in hospital, and these men were 
either institutionalized or could not be dis- 
charged because they had nowhere to go. 
Thus, of every 100 receptions to Brixton, 13 men 
were put in contact with a treatment facility, 
but for only 5 could hospital be shown to have 
been of therapeutic value; for 4 it served as an 
asylum, but for the rest admission had no 
identifiable value. 


3. Problems in management 


A main problem encountered by admitting 
hospitals was that of absconding. Since the 
proposed regional secure units are not intended 
to deal with this group (Glancy Committee, 
1974), and because the mere presence of a 
locked ward does not deter absconders (Antebi, 
1967), consideration should be given to their 
long-term care. The problems of violence and 
continued drinking in hospital could have been 
predicted if the men’s full antecedent history 
had been available to the accepting consultant, 
though no cases of personal injury were reported. 
The placement in the community of homeless 
individuals remained a problem to admitting 
hospitals. 


Conclusions 


It is undesirable for magistrates to continue 
remanding large numbers of men into custody 
if their purpose is that the mentally disordered 
should obtain treatment. The majority have 
either chronic mental illness, alcoholism or 
personality disorder, so they have little chance 
of obtaining a treatment recommendation. 
Remands could be reviewed more frequently by 
courts to avoid unnecessarily long detention. 
Some of the recommendations for the develop- 
ment of forensic psychiatry could merely reflect 
trends in other services and favour the ‘nicer’ 
band of mentally disordered offenders. MOs’ 
recommendations are sometimes not imple- 
mented because the strict conditions of the 
relevant Acts are not followed; these errors 
should be avoided. The group who benefit from 
admission, i.e. those with acute psychoses, more 
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stable social backgrounds and lesser histories of 
mental illness and crime, could be identified 
without the need for long custodial remands. 

Mental illness hospitals should continue to 
serve a benevolent function in providing shelter 
and support for those who can accept placement 
in an asylum. Alternative facilities are required 
for those who resist placement in existing units 
and for the group of mentally disordered 
offenders who are not acceptable to present 
treatment facilities. Perhaps the needs of these 
latter two groups would best be met by statutory 
and voluntary community-based organizations 
which provide basic amenities and do not 
expect compliance in treatment and rehabili- 
tation programmes. 
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Combination of Hormonal and Psychological Treatment 


for Female Sexual Unresponsiveness: 
A Comparative Study 


By ANTHONY CARNEY,! JOHN BANCROFT" and ANDREW MATHEWS? 


SUMMARY Thirty-two couples with the presenting problem of 
female sexual unresponsiveness were treated in a controlled study 
using a balanced factorial design. Treatment involved a combination 
of drug therapy and counselling. Half the subjects received testosterone 
and half diazepam, half received weekly and half monthly counselling. 
They were assessed before treatment, at the end of treatment and at 
six months follow-up. 

Those receiving testosterone did significantly better on a number of 
behavioural and attitudinal measures than the diazepam group. There 
were no notable differences in outcome between the two counselling 
regimes. There were no undesirable side-effects with the testosterone. 

Further work is needed to establish the indications for testosterone 


therapy for unresponsive women. 


The enhancing effect of androgens on the 
sexual responsiveness of some women was first 
noted some time ago (Greenblatt et al, 1942; 
Salmon and Geist, 1943). The role that andro- 
gens play in the sexual responsiveness of female 
rhesus monkeys is now well established (Baum, 
Everitt, Herbert and Keverne, 1977). Until 
now, however, there has been no systematic 
evaluation of this effect in the human or of its 
possible application to the treatment of female 
sexual dysfunction. Extremely promising results 
with some kinds of sexual difficulty have been 
reported more recently from new psychological 
treatment methods (Masters and Johnson, 
1970; Kaplan, 1974); however, in a controlled 
trial of an abbreviated form of this method, 
Mathews ei al (1976) found only limited gains. 
They suggested that some patients might be 
difficult to help with existing psychological 
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methods, particularly women who describe a 
lack of interest in sex as well as a lack of sexual 
arousability. 

It is possible that this problem results, at least 
in part, from hormonal insufficiency. But 
because of the essentially psychosomatic nature 
of sexual arousal it seems unlikely that hormonal 
therapy alone would suffice in many such cases. 
Even with endocrine deficiency as the primary 
cause, secondary psychological factors, such as 
marital hostility, disgust or anxiety about 
sexual performance, could serve to complicate 
the problem and its treatment. Conversely, with 
primarily psychological determinants it remains 
possible that prolonged inhibition of sexual 
response could affect endogenous androgen 
production, which in turn would serve to 
exacerbate and prolong the dysfunction. 

We therefore decided to evaluate the use of 
testosterone in combination with psychological 
methods in the treatment of sexually un- 
responsive women. It was predicted that those 
women who did not experience anxiety in 
sexual situations would be more likely to 
respond to testosterone, while those with high 
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levels of anxiety might do better with an 
anxiety-reducing drug. We therefore compared 
testosterone with diazepam in two groups of 
women having high and low sexual anxiety 
respectively. 

In a previous study (Mathews et al, 1976) 
three different methods of counselling were 
used, two of them based on the approach of 
Masters and Johnson. One of these was given on 
a weekly out-patient basis, the other carried out 
largely by post, with minimal therapist-patient 
face-to-face contact. Though the weekly method 
was superior in outcome, at least some couples 
were helped by the more economical postal 
method and this encouraged us to investigate 
further the necessity for frequent therapy 
sessions. It also seemed possible that when 
additional drug therapy was involved frequency 
and duration of therapist contact could be 
reduced without loss of effectiveness. For this 
reason a comparison of weekly and monthly 
counselling sessions was included in the present 
study. 


Method 
Design 
A balanced factorial design was used in which 
32 couples were randomly allocated to either 
testosterone or diazepam therapy, and to either 
weekly or monthly counselling regimes, until 
eight couples had been allocated to each 
treatment combination (Table I). Within each 
such treatment combination a balance was 
maintained between women classified as highly 
anxious and those with less marked sexual 
anxiety; for this purpose a self-rating scale 
(described below) was used. 


TABLE I 
Schematic representation of study design 











Counselling 
Weekly | Monthly 
Drug therapy Testosterone п —8 п = 8 
Diazepam n=8 n=8 





Half in each cell were ‘High Anxiety’ and half were 
‘Low Anxiety’. 
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Treatment method 
Psychological treatment 

Only one male therapist (A.C.) was engaged 
in this study. The woman and her partner were 
treated as a couple in all cases. The method 
used was a modified version of the Masters and 
Johnson approach (Bancroft, 1975; Mathews 
et al, 1976), which involves an initial ban on 
intercourse followed by instructions to re- 
introduce sexual activity in a prescribed graded 
sequence. Difficulties arising during this home 
practice were discussed in the counselling 
sessions with the therapist. There were either 
16 weekly sessions or five monthly sessions, 
depending on allocation. Throughout both 
forms the couple were asked to keep a weekly 
diary of all sexual contact to be returned by 
post in the case of couples attending at monthly 
intervals. The basic principles were the same in 
both regimes, but the monthly regime is 
sufficiently different from usual practice to 
require more detailed description. 

The first treatment session was basically the 
same in both regimes; behavioural goals 
included only non-genital ‘sensate focus’. In the 
second session the couple were asked to select a 
successful and a less successful practice session 
to describe in detail. Difficulties were discussed, 
encouragement given and the next month’s 
behavioural goals decided on. These included 
breast contact during the first fortnight and 
genital contact in the second. At the third 
session they were encouraged to continue with 
genital touching and to proceed to vaginal 
containment during the latter part of the month 
if progress was satisfactory. At the fourth 
session they were advised to consolidate progress 
in the last month, and where vaginal contain- 
ment had not yet occurred they were encouraged 
to attempt this on at least three occasions before 
the fifth session. At this final session no further 
specific behavioural instructions were given, but 
progress and principles to be used in the future 
were discussed. 


Drug treatment 


Sublingual testosterone (Testoral; Organon) 
was used at the level of 10 mg daily for three 
months, reducing gradually to zero during the 
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fourth month. Diazepam (Valium; Roche), 
10 mg daily, was used similarly over the same 
period. As the testosterone was dissolved under 
the tongue and the diazepam swallowed, it was 
necessary to give both types of tablet together, 
one of them being a dummy in order to main- 
tain double-blind conditions. The women were 
asked to take their tablets approximately one 
hour before any love-making which might 
possibly occur, but to take them regularly. 
This usually meant during the evening. 


Methods of assessment 


Unfortunately it was not possible to carry 
out any endocrine assessments in this study. 
Methods of assessing sexual behaviour and 
response included self-rating of frequency and 
enjoyment from sexual contact, and of frequency 
of sexual thoughts, obtained from weekly diary 
samples before and after treatment and at 
follow-up. At the same time couples also 
completed questionnaires designed to assess 
levels of anxiety and sexual response both for 
themselves and as estimated for their partner. 
For the purpose of classification as high or low 
anxiety in relation to sex, one scale asked for 
self-reported negative feelings (e.g. fear, anger, 
disgust) in five typical sexual situations (being 
seen naked by partner; embracing in bed; 
caressing partner’s body and genitals; being 
caressed by partner, and during sexual inter- 
course) each to be rated on a five-point scale 
and summed. The median score on this scale 
was then used to split the sample into two 
equal sub-groups (6 and below — low anxiety; 
7 and above — high anxiety). Subjects were also 
asked to rate positive feelings for these five 
typical situations in the same way. These two 
summed ratings provided the ‘pleasant’ and 
‘unpleasant’ feelings scores used as outcome 
measures. Attitudes about ‘myself as I am’ and 
‘my partner’ were assessed by the semantic 
differential (Whitehead and Mathews, 1977), 
providing scores for ‘loving’, ‘easy to arouse 
sexually’, ‘sexually attractive’ and ‘calm’. 

Finally, both therapist and independent 
(blind) assessor were asked to rate sexual 
function for each partner on a number of five- 
point scales, including enjoyment, arousal, 
orgasm, etc. Assessment by the blind -assessor 
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(J.B.) was carried out by interview on three 
occasions: (1) one month before treatment 
started, (2) one month after treatment com- 
pleted, and (3) six months after treatment 
completed. Only the blind assessor's ratings will 
be reported here. Further details of those 
measures showing significant treatment effects 
are provided in the Results section. 


Subjects 

All couples referred to the University Depart- 
ment of Psychiatry with the principal problem 
of female sexual unresponsiveness of at least one 
year's duration were considered for the trial. 
Cases of vaginismus or where orgasmic dys- 
function was the only problem were not 
considered, and the upper age limit for the 
woman was 45. Couples where the male 
partner had significant erectile impotence were 
not considered, but those with a moderate or 
mild degree of premature ejaculation were not 
excluded. (Five couples came into this category.) 
Acceptance by both partners of both drug 
treatment and counselling was an obvious 
condition for inclusion. Towards the end of the 
study a few couples were not included, as the 
high-anxiety sub-group was complete, but 
otherwise 32 consecutive suitable couples were 
taken into the trial. 

The possibility of virilizing side-effects from 
the testosterone was explained to each couple 
before they decided whether to accept treat- 
ment. All were told that the likelihood of such 
effects with the dose used was very small, and 
that a weekly check-list of possible effects 
would be kept throughout treatment so as to 
identify such effects at an early stage. A few 
women declined treatment because of this risk. 

All couples were asked to ensure that ade- 
quate contraceptive measures were used 
throughout the trial. Details of oral contra- 
ceptive usage and other characteristics of the 
32 couples are shown in Table II. Those 
dropping out of treatment within the first 
seven weeks were regarded as non-starters and 
were replaced in the study. Three couples came 
into this category (two in the testosterone 
group, one in the diazepam group). Those 
dropping out after seven weeks were regarded as 
treated, and if no follow-up data were available 
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'ТАВГЕ II 
Characteristics of patients 
Testosterone Diazepam Total ' 

Mean age ( + range) Female 29.5 (19-36) 28.75 (20-37) 29.25 (19-37) 

Male 32.6 (21-40) 33.5 (21-60) 33.0 (21-60) 
Mean duration of problem ( 4- range) 6.5 yr 6 yr 6.25 yr 

(2-15 yr) (4-15 yr) 
Mean duration of relationship ( + range) 1l yr. 9.2 yr 10 yr 
(2-21) (4-19) 

No. with premature ejaculation 1 4 5 
No. using oral contraceptives 10 10 . 20 


their pre-treatment scores were taken in the 
analysis as unchanged. Two couples dropped out 
after nine weeks; in one no follow-up data were 
obtained, in the other a six-month follow-up 
assessment was made. One couple failed to 
attend for the six-months follow-up. 


Results 

Analysis 

An analysis of co-variance was carried out on 
all variables independently, at both the one- 
month and six-month follow-up periods, using 
the pre-treatment scores as the co-variant. This 
has the effect of correcting post-treatment 
scores for differences in pre-treatment levels. 
Such an analysis allows us to assess two main 
effects, the comparison of testosterone and 
diazepam, and weekly and monthly counselling 
regimes, at these two points in time. Interactions 
between drug and counselling regimes, or 
between the presence or absence of high 
anxiety, can also be examined. 

Where a significant main effect was found on 
analysis of co-variance, the effect was re- 
examined by the non-parametric Mann- 
Whitney ‘U’ test, applied to simple change 
scores. 


Testosterone versus diazepam 

Significant differences between the testo- 
sterone and diazepam groups were found in 
several variables, and in every case this reflects 
greater improvement in the testosterone group. 


All measures showing significant difference on 
analysis of co-variance at either one or six 
months after treatment are shown in Table IIT. 
The mean raw scores are also given, but it 
should be remembered that this analysis was 
carried out using corrected scores. The change 
in the mean scores for the assessors’ global 
rating of the sexual relationship are also shown 
graphically in Fig 1. In general, equivalent 
findings emerged from the non-parametric 
analysis, but significance could not be confirmed 
on four variables (vaginal lubrication, genital 
discomfort, the loving and evaluation semantic 
differential factor scores). One variable reached 
significance on both analyses but only at the 
first post-treatment assessment (self-rated fre- 
quency of orgasm), and another (sexual interest 





Severe 5 
Impairment 

Marked 4 
Impairment 
Moderate 3 
Impairment 

Mild 
Impairment 2 

No 
пороге Pre-T  Post-T Fu 
Fic 1.—Mean change in assessors rating of sexual 

relationship. 
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and arousal) only at six-months follow-up. The 
remaining five variables were significant on 
both occasions by Mann-Whitney, but only on 
one occasion by co-variance (at one month, 
impairment іі sexual relations; at six months, 
pleasant sexual feelings, diary ratings of 
satisfaction and sexual thoughts). 

Measures failing to show а significant 
difference between the two drug groups include 
diary rating of frequency of sexual intercourse, 
assessors’ rating of enjoyment during love- 
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making, and frequency of orgasm, self-rating of 
unpleasant feelings during sexual contact, and 
the following self-ratings on the semantic 
differential—'Easy to arouse sexually and 
‘Sexually attractive’. 

The hypothesis that the low anxiety group 
would do better with testosterone and the high 
anxiety group with diazepam was only weakly 


‘supported. Measures revealing significant inter- 


action effects on co-variance analysis are shown 
in Table IV, and in all cases follow a similar 


Taste III 
Comparison of diazepam and testosterons 














Means of drug Co-variance Mann-Whitney 
Description of measure groups e 47 
(range and sample anchor points) 
i Pre Post F.U. Post Е.О. Post F.U. 
Blind assessor ratings 
Impairment in sexual relationship Diaz. 3.6 2.9 3.1 
(1-5,2 = mild, 4 = marked) Te 38 23 25 59 NS. 76.5+ 76.5+ 
Interest and arousal female Diaz. 2.1 2.6 2.4 
(0-5, 2 = slight, 3 = moderate) Tet 20 28 31 NS &7* NS 720 
Female self ratings 
Frequence of orgasm Diaz. 3.0 3.1 2.8 
(1-4, 2 = sometimes, 3 = seldom) Test. 3.2 2.4 2.3 75^ NS 71.5% NS. 
Vaginal lubrication Diaz. 2.3 2.1 2.2 
(1-3,2 = partial, 3 = no problem) “Tat. 20 24 24 NS #7* NS NS. 
Genital discomfort in sexual intercourse Diaz. 1.9 2.1 1.9 
(1-4, 1 = no problem, 2 = some) Test. 1.7 1.4 1.4 4.3* NS. NS IN 
Pleasant sexual feelings Diaz. 6.1 8.2 6.8 
(0-20, 5 = slight, 10 = moderate) Tet 49 98 94 NS 8.7% 79.5+ 58 
Diary: satisfaction Diaz. 1.6 2.1 1.7 
(1-4,1 = unsatisfactory, 3 = moderate) Test. 17 28 27 NS 5.0% NEUEN. 
Diary: sexual thoughts Diaz. 0.3 0.4 0.3 
(0-2, 0 = none, 1 = occasional) Test. 0.4 0.7 0.7 Now 445% 73.5* 74.5" 
Female ratings of male 
Semantic differential: 
i Diaz. 6.0 6.1 5.8 
Loving (1-7) Test. 6.1 6.6 6.1 4.9* NS. N.S. N.S. 
Diaz. 6.0 6.0 5.9 
Good (1-7) Test, 6.0 64 62 5.2* N.S. NS. N.S. 
: Diaz. 5.2 5.0 47 
Attractive (1-7) Test. 5:1 5.8 5:6 4.7*  Á8.2** 37.5** 65** 





(+ =p <.10;* =p «.05; ** =p «.0l) 
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TABLE IV 
Interactions between drug and anxiety level 





Description ofmeasure — ` Means of groups Co-variance Е à 
(range and sample anchor points) : 


е 7 
Female self-ratings 3 po ; 














Unpleasant sexual feclings .  Diaz./High . 9.8 4.9 5.6 . р 

(020,5 = slight, 10 = moderate) Diaz./Low 3.4 5.4 | 5.8 4.6* NS 
Test./High 10.3 7.1 7.1 : vt 

{ Test./Low 3.6 1.9 1.8 E 

Semantic differential Diaz./High 4.8 5.0 4.9 

Attractive (1-7) Diaz./Low- 5.1 4.9 4.7 4.8* 4.1 
Test./High 4.3 4.6 4.3 ` Е 
Test/Low | | 4.6 5.2 ‚9.2 

Female rating of male | 

Semantic differential р Diaz./High „5.7 5.7 5.7 

Sexually arousable (1—7) ^" .  Diaz./Low 5.3 5.1 4.8 NS 5.6* 

De Test/High 5.9 6.1 5.5 "m : 

Test./Low 5.3 6.0 5.9 

Male self rating 1 

Semantic differential Diaz./High 5.3 5.8 5.3 

Loving (1-7) Diaz./Low 5.5 5.4 5.2 8.5%% N.S 
Test. /High 5.2 5.2 4.9 
Test./Low 6.0 -6.3 5.9 


TT a oOo 
Male rating of female yide 


Semantic differential Diaz./High 3.5 4.4 4.3 
Calm (1-7) Diaz/Low 4.5 4.0 4.1 me 25 
| Test/High 40 4.3 4.0 5. t 

Test./Low 4.8 5.0 5.0 


(f =p <.10;* =p <.05;** =p <.01) 





TABLE V 
Comparison of weekly and monthly attendance 
Description of measure Means of groups ^ Co-variance Mann-Whitney 
(range and sample anchor points) qe ч 





Ре Ро F.U. Рой ЕО. Post F.U. 








Male self-rating 
Tension during love-making , Wkly. 2.8 2.9 3.4 | ; 

(1-4,2 = moderate, 4 = none) Mthly. 2.9 3.4 34 *7* NS: NS. 'NS 
Semantic differential: Wkly. 4.5 4.3 4.4 

Calm (1-7) . Mtly 5.3 6.0 58 NS 4.58 74.5" NS. 
Female rating of male 

Semantic differential: Wkly. 6.1 6.2 5.6 ; ` 

Loving (1-7) . Mthly. 6.1 6.4 6.3 №5. 6.0" “NS.  70.5* 





(* = Р'<.05)' 
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pattern. Among women receiving diazepam, 
those classified ‘high anxiety’ did better, while 
with those receiving testosterone the reverse was 
true. Although this is in the direction predicted, 
the only measure involved which relates to 
sexual response or behaviour in the woman is the 
self-rating of unpleasant sexual feelings. The 
fact that this was the variable on which the 
classification was based confounds this finding. 


Weekly versus monthly counselling 

Surprisingly, there were no differences be- 
tween the two regimes on any of the direct 
measures of sexual response. The only measures 
that did show a difference were all in favour of 
the monthly regime, and all reflected the 
calmness or ‘loving’ nature of the male partner 
(see Table V). 

Although analysis of co-variance of the self- 
report measures revealed some additional 
significant interaction effects, suggesting that it 
was the husbands of the ‘low anxiety’ women 
who remained more tense or unloving with the 
weekly regime, these were so few and in- 
consistent as to be probably due to chance. 


Side-effects 

No clear virilizing effects were reported or 
noticed in the study. A few women complained 
of undue tiredness and were instructed to halve 
the dose of diazepam or placebo equivalent. In 
no case was the treatment stopped because of 
side-effects. 


Discussion 

The results show a convincing beneficial effect 
of testosterone in comparison with diazepam. 
The significant effects include increases in the 
satisfaction with sexual intercourse, frequency 
of orgasm, sexual arousal, pleasant feelings 
during sexual contact, frequency of sexually 
exciting thoughts and the sexual attractiveness 
of the male partner. This pattern of change is 
consistent with the predicted effects of androgen 
in increasing sexual arousability and responsive- 
ness. In most cases the improvement in the 
testosterone group was maintained at follow-up, 
six months after the hormone was withdrawn. 
This is consistent with our initial hypothesis 
that testosterone would enhance the effects of 
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the counselling, and that once the sexual, 
relationship was more satisfactory the exogenous 
hormones would no longer be necessary. 

An alternative explanation which should be 
excluded is that the difference between the 
two drugs was due to a negative effect of 
diazepam on sexual responsiveness. If this were 
so, it would be reasonable to expect that there 
would be improvement on stopping the diaze- 
pam, and thus a tendency for some to show 
more improvement at follow-up than at the end 
of treatment. However, most measures, especi- 
ally those which discriminated best between 
drug groups, showed a trend in the opposite 
direction, making this explanation unlikely, 
Furthermore, an earlier study reported superio- 
rity of a similar tranquillizer (lorazepam) over 
placebo when combined with supportive psycho- 
therapy for sexual dysfunction in a general 
practice setting (Maneksha and Harry, 1975). 

The prediction that women with a low 
sexual anxiety would respond better to testo- 
sterone and those with high sexual anxiety to 
diazepam was supported only weakly by the 
data. The only significant interaction that 
directly involved sexual behaviour or feelings 
was that for the rating of ‘unpleasant sexual 
feelings’, and this measure was in itself involved 
in classifying patients into high and low anxiety 
groups. The remaining significant interactions 
all concerned attitudes sampled by the semantic 
differential, and although in the predicted 
direction they were less striking than the overall 
trend in favour of testosterone. 

It is thus reasonable to conclude from these 
results that androgens have a place in the 
treatment of female sexual unresponsiveness. 
The total lack of undesirable side-effects in the 
study suggests that this dose of androgen can be 
used with impunity, though the possibility of the 
occasional individual being especially sensitive 
must be borne in mind. 

The failure of the weekly counselling regime 
to produce results superior to the monthly 
regime is striking and of potentially great 
clinical importance. Indeed, the only significant 
differences found were in favour of the monthly 
regime, showing the male partner to be rated by 
his wife as more loving and to rate himself as 
calmer. Whilst requiring replication, this sug- 
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gests that the non-presenting partner may feel 
under less pressure when less frequent atten- 
dance is required. It is also possible that those 
having the monthly regime were less dependent 
on support from the therapist and were thus 
better able to maintain progress when treatment 
stopped. However, neither possibility can 
account for the apparent discrepancy with the 
earlier study (Mathews et al, 1976) in which an 
advantage was found for regular weekly 
sessions. Three crucial differences between 
these two studies may indicate areas for future 
investigation. 

Firstly, the powerful hormonal effect in the 
second study may be optimal in the absence of 
intensive psychological treatment, or alter- 
natively the advantages of more frequent 
sessions may disappear when hormonal therapy 
is added. Secondly, the frequency and extent of 
therapist contact was not the same in the two 
studies; the monthly regime in this study 
coming midway between the weekly regime in 
both studies and the ‘postal’ regime in the first 
study. Thirdly, only one male therapist was 
involved in this study; not only may the use of 
one therapist rather than two, and a male 
therapist rather than female, be relevant, but 
one must be cautious in extrapolating from one 
specific therapist to therapists in general. 

Further work is also needed to identify those 
women most likely to benefit from treatment 
with androgens. The level of spontaneous 
interest or ‘appetite’ may be a better indicator 
than anxiety level, and obviously the assessment 
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of initial levels of endogenous androgens may 
also be relevant. 
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Childhood Behaviour in Schizophrenia, Personality 


Disorder, Depression, and Neurosis 


By RICHARD R. J. LEWINE, NORMAN F. WATT, 
ROBERT A. PRENTKY and JOHN H. FRYER 


SUMMARY Teachers’ comments in the childhood school records 
(grades K-12) of 143 psychiatric patients and their matched controls 
were coded along 23 bipolar dimensions. Two methods of grouping 
these scales were compared: rational clusters and factor analysis. 
Factor analysis yielded more numerous and narrowly defined 
behavioural groupings. Schizophrenics, personality disorder patients, 
neurotics, and depressives were compared to their matched controls 
on each of the cluster and factor scores. Both schizophrenics and 
personality disordered patients were significantly less agreeable in 
childhood than their respective controls. Pre-schizophrenics also were 
significantly more unstable. Depressives were more independent than 
their controls, while neurotics did not differ significantly in any 
respect from normals in childhood. The data suggest that schizo- 
phrenia may have specific developmental patterns of possible aetio- 


logical or early diagnostic significance. 


Introduction 


Children eventually diagnosed as schizo- 
phrenic in adulthood have been reported to 
show emotional cognitive and behavioural 
deviations long before the onset of overt 
psychosis (Fryer, 1974; Garmezy, 1974; Med- 
nick and Schulsinger, 1968; Roff, Knight, and 
Wertheim, 1976; Rolf and Garmezy, 1974; 
Watt, Stolorow, Lubensky and McClelland, 
1970; Watt, 1972, 1978). There is some ques- 
tion, however, regarding the specificity of 
childhood antecedents of schizophrenia; that is, 
it is uncertain whether childhood deviance 
precedes only schizophrenia, or whether it 
foreshadows general psychiatric difficulty 
(Birren, 1944; Fleming and Ricks, 1970; 
Pollack, Woerner, Goodman and Greenberg, 
1966; Pollack, Woerner and Klein, 1970; Roff, 
1967, 1970, 1974; Woerner, Pollack, Rogalski, 
Pollack and Klein, 1972). Some investigators 


have found that schizophrenics could be 


distinguished from personality disordered and 
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non-psychiatric groups by their ‘... striking 
sense of helplessness and inability to cope 
effectively on their own’ in childhood (Fleming 
and Ricks, 1970, p 259). In contrast, others 
have failed to find significant differences 
between schizophrenics and various severely 
disturbed psychiatric comparison groups, al- 
though the psychiatric group as a whole was 
found to differ from non-psychiatric controls 
(Pollack e£ al, 1970; Roff, 1970; Woerner et al, 
1972). It is necessary to establish specific 
antecedents of schizophrenia, in contrast to 
indices of general maladjustment, if we are to 
formulate adequate aetiological theories of 
schizophrenia and modes for preventing its 
occurrence. The primary goal of this study is-to 
assess childhood behaviour, as reflected by 
teachers’ comments found in school records, of 
patients with schizophrenia, personality dis- 
order, depression, and neurosis. 

Watt and his colleagues (Watt et al, 1970; 
Watt, 1972, 1978; Watt and Lubensky, 1976) 
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have used five behavioural clusters (Scholastic 
Motivation, Emotional Stability, Extraversion, 
Assertiveness and Disagreeableness), based on 
coded teachers’ comments found in school 
records, to compare pre-schizophrenics’ child- 
hood behaviour with that of matched controls. 
We note, however, that Watt’s procedure of 
grouping teachers’ comments into a prion 
defined clusters reflects the investigator’s con- 
ceptual structuring of childhood behaviour. 
One of the unique advantages of using teachers’ 
comments is the opportunity it affords to view 
children through the teachers’ eyes. That 
natural advantage may be exploited best by 
factor analysis. We ask therefore, as a second 
goal of this study, what behavioural groupings 
are yielded by a factor analysis of the teacher 
comments and how these empirical factors 
compare to rational clusters. 

In summary, this study has two purposes: 
(1) to compare the groupings of teacher 
comments yielded by factor analysis with 
rationally determined clusters, and (2) to 
determine if schizophrenic, personality dis- 
ordered, depressive and neurotic patients differ 
in their childhood behaviour. The study is 
presented in two parts: first, we consider the 
factor analysis of teachers’ comments; second, 
we compare the childhood behaviour (using 
both empirical factors and rational clusters) of 
each major psychiatric group to that of its 
matched normal control. 


Method 
Subjects 

The subjects in this study are described in 
detail elsewhere (Fryer, 1974). Briefly, the 73 
male and 70 female patients in this sample 
included all those 15 to 34 years of age first 
admitted to hospital for a functional psychiatric 
disorder in Massachusetts during the fiscal 
years 1958-1964, for whom adequate school 
records could be obtained. 

One matched control record was selected 
randomly from the school files of the same 
graduating class as the index case. These 
controls were matched with the index case for 
age, sex, race, father’s occupational level and 
father’s education. The initial criterion for 
regarding these controls as ‘normal’ was that, as 
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of 1964, none had been admitted to any 
psychiatric facility in Massachusetts. Sub- 
sequently, a direct questionnaire follow-up 
located two-thirds of these control subjects and 
confirmed that almost all had achieved an 
adequate social adjustment in adulthood. (Only 
two controls had been in hospital for psychiatric 
treatment, and one had been sentenced to a long 
prison term.) The factor analysis of teachers’ 
comments is based on the school records of 286 
subjects’ (143 patients and their 143 matched 
controls). 


1 


Measures 


Following the work of D’Andrade (1965) and 
Conger and Miller (1966), Watt et al (1970) 
developed a coding system for categorizing the 
teachers’ comments in terms of 23 bipolar 
dimensions which are combined into five 
rational clusters (Table I). A child’s score on any 


TABLE I 
Rational clusters of bipolar scales 





Scholastic motwation 
careful—careless 
attentive—distractible 
achieving—underachieving 
organized—disorganized 
motivated—unmotivated 
dependable—undependable 


Emotional stability 
self-controlled—emotional 
calm—nervous 
secure—insecure 
cheerful—depressed 
mature—immature 
adjusted—maladjusted 


Extraversion 

much group participation—little 
popular—unpopular 
sociable—unsociable 
talkative—quiet 


Assertiveness 
assertive—passive 
leader—follower 
independent— dependent 


Agreeableness 

pleasant—unpleasant 
cooperative—negativistic 
considerate—egocentric 

well behaved—misbehaved, anti-social 
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given cluster is the simple sum of the scales 
making up that cluster. As the scales are 
bipolar, the cluster values may range from 
positive to negative (for example, scholastically 
motivated vs. scholastically unmotivated). A 
total of 11,835 comments were coded for all 
patients and controls for grades K-12. The 
difference between mean number of comments 
for patients (38.3) and controls (44.4) ap- 
proached significance, ¢ (284) 1.888, P 
< .10. 

A. methodological issue of some concern with 
these data is the degree of test-retest reliability 
of the scales. As a rough measure of test-retest 
reliability, we correlated the scale scores for 
grades K-6 with those for grades 7-12, using 
those subjects having at least one year of 
comments in both K-6 and 7-12. These 
totalled 222 of the 286 subjects or 78 per cent. 
The Pearson product-moment correlations for 
the 23 scales ranged from .06 to .55, with a 
mean of .21 and a median of .17 (P « .006). 
Of the 23 correlations, 20 were significant at the 
.05 level or better. As comments by primary 
school teachers were recorded on different 
record forms from those by junior and senior 
high school teachers, these correlations can 
be taken as evidence for inter-observer reliability 
of measurement, as well as indicating trait 
stability over time. 


Data analysis 

We factor analysed (non-iterative, orthogonal 
varimax rotation) the 23 scales for the entire 
sample of 286 children. As sex differences in 
childhood behaviour have consistently been 
reported for parts of this sample (Watt et al, 
1970; Watt, 1972; Watt and Lubensky, 1976; 
Watt, Prentky, Lewine and Fryer, 1976), we 
used the square-root method to partial out the 
correlation between sex and the individual 
scales from the correlation matrix used as input 
for the factor analysis (Nunally, 1967). This 
results in a set of factors independent of sex. 

The original factor analysis yielded eight 
factors with eigen-values greater than 1.00. In 
order to minimize scale redundancy among 
factors, we chose to retain only those scales 
which correlated .40 or better with a factor.! 
This procedure left two unassigned scales: 
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‘leadership’ and ‘co-operation’. These two were 
then assigned to the factors on which they had 
the highest loading. The final eight factors, 
accounting for 58 per cent of the cumulative 
variance, and factor loadings for the scales are 
presented in Table II. Considering the scale 
components of each, the eight factors were 
labelled as follows: Conscientiousness, Security, 
Extraversion, Personableness, Independence, 
Achievement, Submissiveness, and Considera- 
tion. 


Diagnostic considerations 

The patient sample consisted of 59 schizo- 
phrenics (33 males, 26 females), 40 personality 
disordered patients (27 males, 13 females), 
28 neurotics (9 males, 19 females), and 14 
depressive psychotics (2 males, 12 females).* 
A sex by diagnosis chi-square analysis revealed a 
significant difference in the distribution of 
diagnoses by sex (хз = 20.04, P <.001). 
Women were more often diagnosed as neurotic 
or depressed, but less often as personality 
disordered. 

All diagnoses were based on the most fre- 
quently recorded primary diagnosis in the 
hospital record. We note, however, that the use 
of hospital staff and case record diagnoses in 
psychiatric research has been seriously ques- 
tioned (Ritzler and Smith, 1976; Strauss, 
1975). We therefore analysed psychiatric symp- 
toms (as recorded in and coded from hospital 
records) among the four diagnostic groups. This 
allows us to take a step toward operationalizing 
the criteria by which staff made a diagnosis 
(Ritzler and Smith, 1976), and provides a 
crude clinical picture of our patients. 

We were able to code reliably the presence of 
70 symptoms, whose interrater reliability for 
16 cases ranged from .40 to 1.00 (mean value of 
.82, and a median of .86) (Fryer, 1974). Over 
90 per cent of the symptom items had a reli- 
ability exceeding .65. Symptoms were coded for 
135 patients (53 schizophrenics, 14 depressives, 
40 personality disorders, and 28 neurotics). 


1 The entire factor-scale loading matrix is available from 
the second author. 


2 Two of the 143 patients were dropped from the 
analyses because of insufficient hospital record data. 
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"TABLE II 
Childhood school behaviour factors 
(N = 286) 
Per cent variance 
Factor Item Loading explained 
careful—careless .807 
Conscientiousness attentive—distractible .681 17.1 
dependable—undependable .636 
calm—nervous .705 
Security secure—insecure .669 9.3 
adjusted—maladjusted .552 
sociable—unsociable .727 
` Extraversion talkative—quiet .726 6.7 
self-control—emotional — .435 
popular—unpopular .716 
Personableness pleasant—unpleasant .648 5.5 
cheerful—depressed ‚519 
cooperative—negativistic .369 
independent—dependent ‚791 
Independence mature—immature .646 5.4 
leader—follower .356 
Achievement achieving—underachieving .712 4.7 
motivated—unmotivated .668 
behaved—misbehaved .696 
Submissiveness assertive—passive — .598 4.6 
much—little group participation — .419 
Consideration organized—disorganized .753 4.4 
considerate—egocentric .948 
ТаАвІЕ III 
The ten most frequent reported symptoms for schizophrenics, depressives, personality disorders and neurotics 
Schizophrenics Depressives Personality Disorders Neurotics 
(N = 53) (N = 14) (N = 40) (N = 28) 
76 76 76 76 

Symptom Showing Symptom Showing Symptom Showing Symptom — Showing 
Anxiety 75 Depression 86 Anxiety 78 Anxiety 86 
Depression 74 Anxiety 64 Depression 75 Depression 86 
Withdrawal 68 Insomnia 43 Low self-esteem 52 Somatic complaint 61 
Delusions 68 Agitation 36 Hostility 48 Том self-esteem 57 
Quiet 64 Suicidal 36 Anger 40 Agitation 54 
Hallucinations/ 

Unreality 60 Delusions 36 Quiet 40 Anger 54 
Confusion 57 Withdrawal 36 Dependent/Passive 38 Hostility 46 
Paranoid ideation 55  Guardedness 29 Somaticcomplaint 38 . Dependent/Passive 46 
Agitation 55 Low self-esteem 29  Drinking/Addiction 35 Weight loss 43 


Suspicion 51 Resentfulness 29 Suicide attempt 85 Suicidal 36 
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Table III shows the ten most frequently 
occurring symptoms in each diagnostic group. 
With the exception of anxiety and depression, 
which are common to all of our patients, each 
group presents a different symptom picture 
consistent with its diagnostic classification, 
though understandably a systematic basis for 
differentiating neurotic from personality dis- 
ordered patients is elusive. The predominance of 
anxiety and depression in schizophrenic in- 
patients has been reported by others (Witten- 
born, 1977). 

Finally, the patient groups were compared in 
three areas relevant to diagnosis: socio-economic 
status, adult pre-morbid competence, and 
psychiatric outcome. Table IV gives the inter- 
group comparisons for socio-economic status 
(both of the patient’s father and of the patient at 
hospital admission), scores on the Phillips 
six-factor index of social competence (Phillips 
and Ziegler, 1961), and three measures of 
psychiatric outcome (a global pathology rating, 
total days in hospital, and days in hospital at 
first admission) at a six-year follow-up. Details 
of all these measures are available elsewhere 


(Fryer, 1974; Prentky, Watt, Lewine, and 
Fryer, 1977; Watt, Prentky, Lewine and 
Fryer, 1976). 

A two (sex) by four (diagnosis) analysis of 
variance for each of the measures yielded the 
following results. Neither social class of origin 
(as measured by the father’s occupation) nor 
patient’s socio-economic status (Hollingshead- 
Redlich two-factor index) differed significantly 
among the four groups. There was a significant 
main effect of diagnosis on the pre-morbid 
social competence scores, F (3/137) = 9.83, 
P- «.0001. Both the schizophrenic and the 
personality disorder groups had significantly 
lower adult pre-morbid competence scores than 
either neurotics or depressives (Duncan Mul- 
tiple Range Test, P « .01). The schizophrenics 
and the personality disordered did not, however, 
differ significantly from one another. There was 
a significant main effect of diagnosis on each of 
the outcome measures: global rating, F (3/137) 
= 13.50, P <.0001; total days in hospital, 
F (3/137) — 9.71, P «.0001; and days in 
hospital at first admission, F (8/187) — 2.67, 
P < .05. Pairwise comparison of mean outcome 








Taste IV 
Means and standard deviations for socioeconomic status, adult premorbid competence, and psychiatric outcome by major 
sis 
Diagnostic group 
Personality 
Schizophrenics disorders Depressives Neurotics 
(N = 59) (N = 40) (N = 14) (N = 28) 
Mean SD Mean SD Mean SD Mean SD 
Social Class 
Father's occupation* 3.52 1.80 3.30 1.83 3.64 2.34 3.11 1.81 
Socioeconomic statust 76.24 18.74 77.79 23.66 61.75 20.85 73.78 22.17 
Adult premorbid social 
competence} 2.83 76 3.02 57 3.60 82 3.60 73 
Outcome$ 
Global 1.66 .68 2.35 70 2.36 74 2.46 58 
Total days in hospital .08 .10 20 15 18 11 ‚22 17 
Days, first admission .18 .18 25 15 .27 16 28 18 





* Scores for father's occupation range from 1 (unskilled) to 7 (professional). 
t Hollingshead-Redlich Two-Factor Index; scores range from 20 (‘high’ SES) to 120 (Чом?! SES). 
f Phillips Six Factor Index; scores range from 1 (poor premorbid competence) to 5 (good premorbid com- 


petence). 


§ All outcome scores were calculated so that increasing values reflect ‘better’ outcome. The reciprocal of the 
square-root transformation was used in analysing both total days and first admission hospitalization. 
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scores (Duncan Multiple Range Test) indicated 
that schizophrenics had significantly poorer 
outcomes than the other three groups as reflected 
by global ratings (P <.01) and ‘total days in 
hospital (P < .01). Schizophrenics had poorer 
outcomes than neurotics as measured by days at 
first admission (P « .05). There were no main 


sex effects or sex by diagnosis interactions on any - 


of the measures. 


Resale 


Both cluster апа factor scores were а 
by summing the scales making up any given 
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cluster or factor. For example, a child’s score 
on the Conscientiousness factor would be the sum 
of the scales: careful-careless, attentive-dis- 
tractible, and dependable-undependable. -A 
two (patient os. matched control) by two (sex) 
analysis of variance was carried out for each of 
the measures, separately for each Сивон 
group. B n 
Summaries of the main effects of dista on 
the cluster and factors scores are presented in 
Tables: V and VI, respectively. Looking first at 
Table V, we find only three main effects of 
diagnosis. Two of them are for schizophrenics 


























TABLE V 
Significant (Р < .05) F values for patient vs. control analyses of variance of cluster scores 
Personality 
Schizophrenics disorders Depressives . Neurotics 
i vs. 05. Us. Dj. 
Clusters Controls Controls Controls Controls 
Scholastic motivation : — — — `— 
Emotional stability 8.65** = = = 
Extraversion ` d so — — — 
Assertiveness : — — — — 
Agreeableness , 7.08* 7.09* a — 
Note. Inall cases, the patients had a lower score than their respective controls, 
*P.«.05. Р 
** P < .005. 
: TABLE VI 
Significant (P < .05) F values for patient vs. control analyses of variance of factor scores 
Personality 
Schizophrenics ^ disorders Depressives Neurotics 
' os. ` Ds. 05. Us. 

: Factors Controls Controls Controls Controls 
Conscientiousness | — = рс = 
Security 5.40* — — — 
Extraversion 4.07* — — — 
Personableness 4.01* 6.22* — — 
Independence — — 4.75* — 
Achievement — — — — 
Submissiveness 5.61* — — — 
Consideration 8.07** — — — 





Note. Schizophrenics were more submissive, and-depressives more independent than their respective соштон; 
in all other cases, patients had lower scores athan controls. 
* P <.05.: 
** P <.01. 
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who were less emotionally stable (— .45) and 
less agreeable (—.30) than their normal 
counterparts (—.11 and —.65 for emotional 
stability and agreeableness, respectively). Per- 
sonality disordered patients also were less 
agreeable (— .23) than their controls (— .72). 
None of the other patient versus control 
comparisons were significant. 

We see, in Table VI, that there were seven 
main effects of diagnosis on factor scores, five of 
them reflecting differences between schizo- 
phrenics and their controls. Schizophrenics had 
lower scores than normals on Security (— .29 
versus —.11), Extraversion (—.34 versus 
—.14), Personableness (.34 versus .60), and 
Consideration (.02 versus .23). Schizophrenics, 
however, had a higher score on Submissiveness 
(x = 0) than matched controls (y = — .08). 
The personality disorder group scored lower 
than their controls on Personableness (.35 
versus .72). Finally, depressives had a higher 
mean score (.02) than their matched controls 
(— .38) on Independence. 

Although there were several main effects of 
sex on cluster scores, there were no significant 
sex by diagnosis interactions for any of the 
analyses. As our primary interest in sex differ- 
ences would be in their relation to the develop- 
ment of psychopathology, in other words the 
sex by diagnosis interaction, we do not report 
them here, 


Discussion 


Rational clusters vs. empirical factors 


A comparison of the scales making up the 
clusters and the factors reveals that the factors 
form narrower categories than the clusters. In 
some cases, factors reflect the division of a 
cluster into finer components. The factors 
‘Conscientiousness’ and ‘Achievement’, for 
example, are composed only of scales from the 
cluster ‘Scholastic Motivation’. In other cases, a 
factor represents a new conceptual structuring 
of childhood behaviour. ‘Personableness’, for 
instance, is made up of scales from ‘Emotional 
Stability’, ‘Extraversion’, and ‘Agreeableness’ ; 
‘Submissiveness’ includes scales from the clusters 


‘Agreeableness’, ‘Assertiveness’, and ‘Extra- 
version’. Overall, the clusters yield a more 
global structuring of childhood behaviour than 
the factors. Both, however, are similar in their 
tapping of emotional, cognitive, and inter- 
personal spheres of childhood behaviour. 


If, as we assume, the factors reflect the 
teachers’ own organization, the results of the 
factor analysis indicate that teachers make 
fine-grained discriminations in their observa- 
tions of children. In the ‘Scholastic Motivation’ 
example above, the teachers apparently made a 
distinction between trying to do well (Con- 
scientiousness) and actually performing well 
(Achievement). These results are consistent with 
Beck's (cited in Conger and Miller, 1966) report 
that teachers are capable of making sophisti- 
cated and valuable observations regarding the 
psychological adjustment of their students. The 
factor analysis, in yielding eight factors, also is 
consistent with the view that the structure of 
childhood personality is complex (Cattell and 
Coan, 1957; Digman, 1963). 


The clusters and factors did not differ 
substantially in their discrimination of patients. 
Across all diagnostic groups, three of 20 
(15 per cent) cluster comparisons and 7 of 32 
(21 per cent) factor comparisons yielded patient- 
control differences. Until there is further 
evidence regarding the relative strengths and 
weaknesses of factors and clusters, adopting one 
over the other seems to depend upon one's 
research philosophy and goals. The factors are 
empirical and sex-independent. The clusters 
group behaviour into broader categories, there- 
by providing somewhat more reliable scores, 
since more scales are used. The clusters are 
based upon previously demonstrated Бе- 
havioural groupings (Conger and Miller, 1966; 
D'Andrade, 1965), and present a less complex 
view of childhood behaviour than the factors 
(Achenbach, 1966; Peterson, 1961). The greater 
homogeneity of grouping in the factor scores 
may offer a slight advantage in statistical 
analyses, though this may be offset somewhat 
by their narrower data base and their vul- 
nerability to unique sample characteristics. 
Finally, the factors require cross-sample replic- 
ation and validation. 
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Diagnostic group differences in childhood 
behaviour 

Whether one uses clusters or factors in 
comparing the childhood behaviour of adult 
psychiatric patients to matched controls, schizo- 
phrenics clearly stand out as the deviant group. 
This is especially striking in the analysis of 
factor scores in which five of the seven significant 
patient-control comparisons occurred in the 
schizophrenic group. Children destined for 
schizophrenia as adults were judged to be less 
secure, personable and considerate of others and 
more introverted and submissive than a group 
of matched normals. 

Personality disordered patients also were 
described by teachers as less personable in 
childhood than their controls. This finding is 
consistent with other reports of childhood 
interpersonal abrasiveness in adult personality 
disorder (Woerner et al, 1972), and suggests that 
lack of personableness (popularity, pleasant and 
cheerful disposition, and co-operativeness) in 
childhood may be a general indication of later 
severe psychiatric disorder. 

On the basis of our findings, we are led to 
postulate that children eventually admitted to 
hospital for schizophrenia as adults, in contrast 
to those admitted for neurotic, depressive, ‘and 
personality disorders, exhibit signs of insecurity, 
introversion, submissiveness, and lack of con- 
sideration for others. This is consistent with 
reports of helplessness and poor coping skills in 
pre-schizophrenics (Fleming and Ricks, 1970). 
Disagreeable personal traits in childhood are as 
common for personality disorders as for schizo- 
phrenia, but distinguish both of these groups 
from neurotics and depressives. 

It will be correctly noted that our data do not 
provide any predictive validity. That is, we 
cannot predict which of all children who might 
be described as insecure, introverted, sub- 
missive, and inconsiderate will become schizo- 
phrenic as adults. That would require a 
prospective longitudinal study beginning with a 
sample selected for the behaviours described 
above, as well as studies in which the base rates 
of schizophrenia varied. The findings, at this 
stage, may more profitably be interpreted as 
contributing to the construct validity of the 
‘open concept’ of schizophrenia (Cronbach and 
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Meehl, 1973; Meehl, 1962). Our results are 
consistent with other reports indicating that 
adults already identified as schizophrenic were 
showing signs of emotional and interpersonal 
deviance in childhood long before the onset of 
overt psychosis (Garmezy, 1974; Garmezy and 
Streitman, 1974). We might, therefore, expand 
our concept of schizophrenia to include certain 
emotional and interpersonal patterns of child- 
hood. Such a trend has already been initiated 
by the inclusion of social and work relationships 
in recent diagnostic procedures for schizophrenia 
(Strauss, 1975; Strauss and Carpenter, 1974). 
A conception of schizophrenia spanning child- 
hood and adulthood, as well as spheres of 
behaviour (cognitive, emotional and inter- 
personal would be consistent with develop- 
mental theories of schizophrenia (Garmezy, 
1970; Phillips, 1968; Sullivan, 1953). In 
expanding our perspective on schizophrenia, 
however, we should not lose sight of the dis- 
tinction between the clinical expression of 
schizophrenia in the morbid state and pre- 
morbid behaviour. 

For heuristic purposes, we present in Table 
VII the factors which differentiate schizo- 
phrenics from controls and the schizophrenic 
symptoms with which they seem to be analo- 
gous. The picture of childhood behaviour 
(emotional instability, insecurity, introversion, 
submissiveness, and inconsiderateness/egocen- 
tricity) in our sample of schizophrenics is 
consistent, in part, with the concept of schizoid- 
ness. Characterized by extreme sensitivity, 
social withdrawal, shyness, passivity, and 
autistic detachment, the schizoid personality is 
thought to be an important precursor of schizo- 
phrenia (Cadoret, 1973; Kaplan, 1972; Kolb, 
1973; Salzman, 1974; Stephens, Atkinson, Kay, 
Roth and Garside, 1975). Unfortunately, our 
data cannot shed any light on the question 
whether the childhood behaviour shown by the 
schizophrenics reflects a personality type prone 
to schizophrenia, or whether the childhood 
deviations were the early manifestations of the 
schizophrenic process (Cadoret, 1973; Heston, 
1970; Planansky, 1965). Furthermore, the 
schizoid personality is not a necessary condition 
for schizophrenia. Other personality types have 
been demonstrated to precede schizophrenia, 
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and the ‘shut-in’ personality has not been 
found to increase the risk for schizophrenia in 
child guidance clinic samples (Arieti, 1974; 
Gottesman and Shields, 1972; Kay, Roth, 
Atkinson, Stephens and Garside, 1975; Morris, 
Soroker and Burrus, 1954). Finally, we do not 
necessarily imply a one-to-one relationship 
between the childhood factors of the pre- 
morbid stage and the clinical symptoms and 
behaviour in adulthood. Clearly, we cannot 
make any causal inferences on the basis of our 
data, but wish only to point out the similarity 
in the behaviours and the possible longitudinal 
continuity in the emotional and interpersonal 
lives of schizophrenics. 


TABLE VII 
Comparison of discriminating childhood factors and schizo- 
phrenic symptoms in adulthood 





Schizophrenic symptoms and 
associated behaviour in adult- 





Childhood Factor hood 

Inconsiderateness Egocentricity; autism 
(egocentricity) 

Submissiveness Delusions of passivity 

Introversion Social withdrawal 

Insecurity Anxiety; ontologicalinsecurity . 





The failure of childhood cognitive, in 
contrast to emotional and interpersonal, vari- 
ables to differentiate schizophrenics from their 
controls may be interpreted in at least three 
ways. First, our measures based as they are on 
teachers’ ad lib. comments do not adequately 
assess cognitive development and deviance. 
Second, emotional and interpersonal deviance 
may be a more subtle indication than cognitive 
disturbance of incipient schizophrenia. Third, 
interpersonal and emotional problems may 
precede thought disorder. The last two, especi- 
ally deserve further consideration in future 
longitudinal studies. 

In contrast to the negative picture for pre- 
schizophrenics, children eventually admitted to 
hospital for depression were seen as more 
independent (independent, mature, and leader) 


than their matched controls. We have in this 
finding longitudinal evidence for the theory that 
depression is associated with high levels of 
maturity and development (Phillips, 1968). 

These data, suggesting that schizophrenics 
are distinguishable from other psychiatric 
patients in childhood, contrast with some 
reports in the literature indicating the absence 
of such discrimination (Roff, 1976; Woerner et 
al, 1972). There are methodological differences 
which could account for this discrepancy. 
Woerner et al (1972) used the siblings of schizo- 
phrenics and personality disordered patients as 
controls, their subjects were predominantly 
middle class, and their rational behaviour 
groupings were specifically designed to tap 
problem behaviour. Our data, in contrast, 
indicate that emotional and interpersonal 
deviance, not necessarily sufficiently severe to be 
labelled as a problem, may presage schizo- 
phrenia. Roff's (1970) work has been based on 
child guidance samples, a procedure yielding a 
biased sample of people suffering psychiatric 
disorders in adulthood (Mednick and McNeil, 
1968; Watt et al, 1970). 

In sum, we have found that teachers! per- 
ceptions of the structure of childhood behaviour 
is complex and discriminating. Factors and 
clusters offer two different ways of viewing 
childhood behaviour. While factor scores are 
somewhat more discriminating than clusters in 
comparisons between patients and normals, 
there is no firm basis for choosing one over the 
other. It may be wise, therefore, to use routinely 
both behavioural groupings in analysing teacher 
assessments. 

In comparing the childhood behaviour of 
schizophrenics, personality disordered patients, 
depressives, and neurotics, we found evidence 
for a coherent pattern of childhood deviance 
among schizophrenics. A single trait, indepen- 
dence, distinguished psychotic depressives. In 
addition, low scores on personableness char- 
acterized both schizophrenics and personality 
disordered patients. Further pursuit, elaboration 
and refinement of these childhood patterns, 
especially through prospective studies, may 
prove to yield important advances for aetio- 
logical theory and for early diagnosis of serious 
adult emotional disorders. 
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Season of Birth Among the Sibs of Schizophrenics 


By CAROL BUCK and HELEN SIMPSON 


SUMMARY The season of birth distribution of 1,039 sibs of Canadian 
schizophrenic patients was compared with that of births in the 
Canadian general population over the same time period. The excess of 
winter births observed among the schizophrenics was not found 


among their sibs. 


Many investigators have found an excess of 
winter births among schizophrenic patients. 
These studies were reviewed and new data 
presented by Hare, Price and Slater (1974). The 
new data came from the records of 5,139 
native-born schizophrenic patients who were 
first admitted to psychiatric facilities in England 
and Wales during 1970-71 and who were born 
between 1921 and 1955. The expected number 
of births in the first quarter of the year was 
calculated from the season of birth distribution 
of the general population for each year from 
1921 to 1955. The ratio of observed to expected 
births in the first quarter of the year was 1 .07— 
a deviation that was highly significant statis- 
tically. In their discussion, however, the authors 
point out that aetiological inferences cannot be 
drawn from such a deviation until various 
non-causal explanations have been eliminated. 
One of the latter is that the reproductive 
pattern of the parents of schizophrenics may be 
deviant and if this were the case, there should 
be an excess of winter births among the sibs of 
schizophrenic subjects. This possibility has 
recently been examined in England (Hare, 
1976) and in Sweden (McNeil et al, 1976). In the 
English study, patients provided information 
about their siblings’ dates of birth; the ratio of 
observed winter births to the number expected 
from the season of birth distribution in the 
general population was significantly greater than 
unity among the normal siblings of psychotic 
patients (schizophrenics and manic depressives 
combined). Doubts about the validity of this 
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information were expressed by the author 
because other deviations in the seasonal distri- 
bution of siblings’ birth dates suggested a biased 
recall on the part of the patients. In the Swedish 
study, the siblings’ dates of birth were obtained 
from parish records, thus eliminating the 
possibility of biased recall. Among the full sibs 
of 108 male schizophrenic patients, there was 
an excess of observed over expected births in 
January to April. This excess remained after 
excluding known cases of schizophrenia among 
the siblings. 

These studies prompted us to examine the 
information about season of birth that was 
obtained in the course of our investigation of 
the fertility of the sibs of schizophrenic patients 
(Buck et al, 1975). 


Method 

Our original body of data came from the 
families of 545 patients—all the Canadian born 
schizophrenic patients admitted to two psychi- 
atric hospitals in Ontario during the period 
1954-58. For surviving sibs, information on 
date of birth was obtained directly from the sib 
in most cases. For sibs who had died, the 
information was provided by the parents, or in 
some instances, by one of the living sibs. 

Since month of birth was not published for 
Ontario before 1900, for Quebec before 1926 
and for certain other provinces before 1920, 
47 families were excluded because of births 
occurring during these periods. A further 26 
were excluded because the patient was an only 
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TABLE I 
Season of birth for sibships with complete data 





Schizophrenic Patients (N = 210) 





Sibs (N = 777) 











Jan.—March Apr.—Dec. Jan.-March Apr.-Dec. 
Observed 58 152 181 596 
Expected 52.5 157.5 194.3 582.7 
O/E 1.10 0.93 
TABLE II 
Season of birth for sibships with incomplete data 
Schizophrenic Patients (N — 262) Sibs (N = 262) 
Jan.-March Apr.-Dec. Jan.-March Apr.-Dec. 
Observed 80 182 66 196 
Expected 65.71 196.29 65.69 196.31 
O/E 1.22 


1.01 


child. This left 472 sibships available for 
comparison with the general populatioi of 
Canada. Information on the birth dates of all 
sibs had been obtained for 210 of these; in- 
complete information was available for the 
remaining 262 sibships. The expected number of 
births in the first quarter of the year was 
calculated for the patients and for their sibs by 
using the month of birth distribution for the 
general population of Canada in the appropriate 
province and quinquennial time period. 


Results 


Table I shows the results for the 210 sibships 
with complete data. 

The familiar excess of winter births among the 
schizophrenics is evident, although with this 
small number of patients it is not statistically 
significant. Of more interest is the absence of any 
such excess among their sibs. The shght deficit of 
winter births among the sibs is not statistically 
significant (y* = 1.21, df. = 1, P < .30 > 
.20). 

In Table II, the results for families with 
incomplete data are given. The patients show a 


considerable excess of winter births, whereas | 


the sibs have almost the same proportion as in 
the general population. 


Although these results suggest that only the 
schizophrenic patients, and not their sibs, have 
an excess of births in the first quarter of the 
year, one must bear in mind that the data for 
the sibs were incomplete. Although there is no 
prior reason for suspecting that a sib's season of 
birth would be related to his participation in the 
project, the possibility must at least be con- 
sidered. One way of doing this is to calculate 
the amount by which the missing sibs' season of 
birth distribution would have to deviate from 
the general population for the true value of 
observed/expected winter births among the sibs 
to be the same as among the patients. 

This can be calculated by a simple algebraic 
manipulation. Altogether there were 1,039 sibs 
with information on date of birth, among whom 
the ratio of Observed to Expected winter births 
was 0.95. There were 633 sibs whose date of 
birth was unknown. Let their ratio of Observed 
to Expected be R. If the true ratio among all 
sibs is taken to be 1.07, as observed among 
schizophrenic patients in England (Hare et al, 
1974), the following equation can be used to 
solve for R: 


(1039 x 0.95) + 633R 
= 1.07 
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This gives a value of 1.27 for the ratio of 
Observed to Expected winter births among the 
sibs with missing data. Such an excess seems 
unlikely. | 

The deficit of winter births among our sib- 
ships with complete data agrees with a Swedish 
study by Dalen cited by Hare (1975), which 
found that winter births among a general 
population sample of adults were fewer than the 
number expected from the seasonal distribution 
of their birth cohorts. The difference was 
attributed to the higher infant mortality of 
winter births. 


Conclusion Be 

Our results differ from those in the English 
study by Hare (1976) and the Swedish study by 
McNeil et al (1976). The results of the former 
may be invalid because of bias in patients’ 
recall of their siblings’ dates of birth. The results 
of the latter may be invalid because of the 
small number of schizophrenic patients. Qur 


results are subject to a measure of doubt . 


SEASON OF BIRTH AMONG THE SIBS OF SCHIZOPHRENICS 


because the sibship data are incomplete. A final 
answer to this interesting question awaits the 
availability of unbiased data from a large 
number of complete sibships of schizophrenic 
patients. 
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Depot Injections and Tardive Dyskinesia 
By ALAN C. GIBSON 


SUMMARY A prospective study was undertaken on 374 out-patients 
receiving depot fluphenazine or depot flupenthixol to determine the 
incidence of tardive dyskinesia. In three years the percentage showing 
the bucco-linguo-masticatory syndrome rose from 8 per cent to 22 per 
cent, though patients had received various neuroleptics for a mean of 
13 years previously. Fluphenazine and flupenthixol were equally 
involved though 75 per cent of affected patients had the condition in 
mild degree. Six additional cases of generalized chorea were all receiv- 
ing flupenthixol. Reduction of dose or the substitution of pimozide 
produced marked improvement, but results suggest that it is unlikely 
that this will be permanent. Substitution of depot fluspirilene also 
produced favourable results. Careful monitoring, minimal neuroleptic 


dosage, and periods of neuroleptic abstinence are recommended. 


Introduction 


Tardive dyskinesia (TD), first described by 
Schonecker (1957), is a condition of hyper- 
kinetic movements usually restricted to the 
lower face and tongue. However, it may occur 
in diverse forms, chorea of the extremities being 
the commonest, though generalized choreiform 
athetoid movements may occur, with abnorm- 
alities of gait and trunk posture. Tremor is not 
part of the syndrome, and chronicity and lack of 
response to anticholinergic drugs are the rule. 
Since Sigwald et al (1959) related the condition 
to prolonged neuroleptic drug taking thousands 
of cases have been recorded, the majority since 
1966. Although the evidence that TD is caused 
by neuroleptics is mainly epidemiological 
(Crane, 1973), it is sufficient to convince most 
investigators. 

The writer has been involved in a programme 
of rehabilitating chronic patients. Of the 
schizophrenic patients maintained in the com- 
munity, 450 were receiving depot neuroleptic 
injections, and a prospective study was under- 
taken on these patients from 1974 to 1977 to 
record the incidence of TD. Previous reports of 
this condition relate to institutionalized chronic 
populations, and Brandon et al (1971) raise the 
question as to whether length of stay in hospital 


could be contributory to the disorder. In the 
present survey a low incidence was expected, but 
a yearly increase was actually observed. 
Possible reasons for this will be considered. 


Patients and Method 


By the end of the study, the 450 schizophrenic 
patients originally examined had been reduced 
to 374, 261 females and 113 males. Two hundred 
and seventeen of these had received depot 
fluphenazine for a mean of 4.4 years, and 157 
had received depot flupenthixol for a mean of 
2.8 years. All had received oral medication 
before being placed on injections, the mean time 
for the fluphenazine group being ll years 
(SD + 10 8) and for the flupenthixol group 
10 years (SD + 9.4). The majority of patients 
on flupenazine received 25 mg every three 
weeks and those on flupenthixol 40 mg every 
two weeks. The mean age of patients receiving 
fluphenazine was 51 years and flupenthixol 
48 years. 

The patients were examined mentally and 
physically, with particular reference to extra- 
pyramidal signs. Mouth and tongue movements, 
blepharospasm, choreiform movements of the 
extremities, in particular twisting movements, 
*piano playing! and spreading movements of the 
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fingers, dorsiflexion of the toes, foot tapping, 
shoulder shrugging, rocking movements of the 
pelvis and interruption of respiratory rhythm 
being sought. The author personally examined 
all the patients at yearly intervals from the 
beginning of 1974 to the beginning of 1977. 

The patients were visited in their homes by 
community nurses at intervals varying from 
two to four weeks, and referred for reappraisal 
by the writer if they were concerned about their 
state. As the study progressed the nurses became 
expert at recognizing early TD, so that cases 
were referred and identified between the yearly 
examinations. For the sake of simplicity, they 
are presented here as if they arose year by year. 

The incidence of the  bucco-linguo- 
masticatory (BLM) syndrome was recorded, and 
from the beginning of 1975 the severity of these 
movements was classified as follows: 


1. (Mild) Infrequent lateral jaw movements, 
smacking movements of the lips, puckering 
and pouting and slight tongue movement as 
evidenced by the tongue occasionally dis- 
tending the cheek. 

(Movement of the tongue alone as visible in 
the open mouth was not included.) 


2. (Moderate) Almost constant movements 
as described above. 


3. (Severe) Constant movements of the lower 
face and tongue associated with mouth 
opening, and protrusion of tongue. Tongue 
movements alone with the mouth open were 
not included, as patients may try and use 
their tongues to re-position a loose upper 
denture. 


DEPOT INJECTIONS AND TARDIVE DYSKINESIA 


Results 


The Table indicates the incidence of the BLM 
syndrome and of accompanying chorea when it 
arises. In all but four cases the chorea affected 
the extremities only. 

It is not known how long patients suffering 
from TD in 1974 had been affected. The 
proportion of patients developing the BLM 
syndrome did not differ significantly whether 
they received fluphenazine or flupenthixol. 
Seven of the cases of chorea received fluphena- 
zine, and 11 flupenthixol: these 11 included the 
four more severely affected cases with involve- 
ment of the shoulder girdle and trunk in one of 
whom the respiratory muscles were also involved. 

In addition to this group of 84 cases, there 
were six patients, all receiving flupenthixol, who 
developed chorea affecting the extremities, 


' shoulders and trunk, without involvement of 


the lower face and tongue; all developed chorea 
within one year of starting their injections. This 
group comprised three men and three women, 
with a mean age of 46 years. Four responded to a 
change in neuroleptic medication, one re- 
covered after refusing injections, but one, a male 
of 29 years, despite a change of medication is 
now severely affected with gross choreoathe- 
toid movements of the whole body, a bizarre 
gait with lumbar lordosis and involvement of his 
mouth and tongue. His family history reveals 
no suspicion of Huntington’s chorea. 

The ratio of females to males affected was 
five to two, which was the same as the sex ratio 
of the whole group of patients. The mean age of 
patients with ТЮ was 58 years as against 52 
years of the unaffected individuals. 


TABLE 
Numbers out of 374 patients receiving depot neuroleptic injections who developed tardive dyskinesia 








Patients showing BLM syndrome 





Patients showing chorea as 


























Year Grade I Grade II Grade III Total well as BLM syndrome 
1974 25 (6.7%) . 6(1.6%) — 31(7%) 0 

1975 32 (7%) 10 (2.7%) 6(1.6%) 48 (12.6%) 4(1.1%) 

1976 52 (14%) 12 (3.3%) 6(1.6%) 70(18.7%) 10(2 7%) 

1977 63 (17%) 15 (4%) 6(1.6%) 84(22) 18 (5%) 
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The longer patients had received depot 
injections, the more likely they were to develop 
TD, Over one-third of patients who had had 
fluphenazine for ten years or more were 
affected, but this may only mean that they had 
reached an age where they had become more 
vulnerable. Twenty other patients showed 
slight jerky movements of the limbs or foot 
tapping, but they will not be considered here 
due to the difficulty in deciding whether they 
had TD or akathisia. 

Patients receiving larger than average doses 
of depot injection took longer than the affected 
group as a whole to develop the condition, but 
larger doses did not confer protection. 

Four patients showed concomitant parkin- 
sonism and one had oculogyric crises. Theo- 
retically, on the dopamine hypersensitization 
theory this cannot occur but has been observed 
by Fann et al (1974). 


Discussion 

Although 22 per cent of patients developed 
TD, other studies (Baldesserini e? al, 1975; 
Brandon et al, 1971; Crane, 1970; Degwitz, 
1969; Dynes, 1970; Fann et al, 1972; Jus et al, 
1976; Kennedy et al, 1971; Roxburgh, 1970) 
describe a wide variation in the incidence of 
TD, from less than 0.5 per cent to over 50 per 
cent, that such differences must represent 
different definitions of TD held by different 
investigators; therefore valid comparisons can- 
not be made. Marriett (1975) identified TD in 
20 out of 380 patients on depot fluphenazine, 
an incidence of 5 per cent. However, if the mild 
cases described here are excluded, the remainder 
give an incidence of 5.2 per cent and it may be 
that Marriett only included patients whose 
condition was instantly 1ecognizable. Neverthe- 
less, after 13 years of neuroleptic treatment 
8 per cent of cases showed TD, and after 16 
years 22 per cent showed TD, this rapid 
increase coinciding with the prescribing of depot 
injections. 

The hypothesis that TD is due to hypersensi- 
tization of dopamine receptors in the extra- 
pyramidal motor system by years of neuroleptic- 
induced dopamine blockade is too well-known 
to need elaboration (Carlsson, 1970; Gerlach, 
1977; Klawans et al, 1970; Klawans, 1973). 
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Crane (1970) considers the condition to be 
dependent on the quantity of neuroleptic drug 
administered over the years. The apparent 
increase in TD in patients receiving injections 
might only mean that this group had no choice 
but to take their treatment. It might mean that 
the majority had reached an age of between 
50 and 70 years, which Jus et al (1976) consider 
to be the most important factor in the develop- 
ment of the disorder. It might mean that the 
TD group had had larger amounts of oral 
neuroleptics before they started their injections. 
This is unlikely; Н was not possible to ascertain 
the quantity of each oral drug taken over the 
years, and in any case non-adherence was the 
reason that the patients were changed to 
injections. Nevertheless the time (11.2 years) 
that the TD group had had oral medication was 
not significantly different from the time (10 
years) the non-TD group was so treated; their 
therapy had beenin the hands of the same group 
of psychiatrists and none had received excep- 
tional doses. However, the patients who did 
develop TD had not received either doses of 
depot neuroleptics that were larger, or for a 
longer period, than those patients who did not 
develop TD. 

Is there any other reason why certain in- 
dividuals could be particularly prone to develop 
TD on depot neuroleptic? Adamson et al (1973) 
examining 97 schizophrenics considered non- 
responders to chlorpromazine showed 39 to have 
low plasma levels of unmetabolized chlor- 
promazine, and a change to fluphenazine 
injections produced improvement in their 
psychosis. It may be that a proportion of 
persons receiving neuroleptic drugs over a long 
period develop protection against thém by 
reducing their absorption; such protection is not 
available when the drug is given by injection. 

Many authors (Crane, 1968; Klawans et al, 
1970; Kiloh et al, 1973; Smith, 1974) conclude 
that the concomitant prescription of anti- 
cholinergic drugs with neuroleptics increases 
the chance of TD developing. This did not 
appear to be so in the patients described here; 
this finding is in accord with the work of Jus et al 
(1976). 

In the first eighteen months of this study, no 
change was made in neuroleptic dosage. In this 
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period six showed worsening of their TD, but 
36 did not show any deterioration. 

In most cases treatment was instituted as soon 
as TD became apparent and it was hoped that 
by eliminating the factor of chronicity, the 
intractability of the disorder, described in most 
other studies, could be overcome. Forty-one out 
of 50 patients whose medication was changed to 
pimozide (reported by Costall and Naylor 
(1977) as reversing dyskinesia produced in 
experimental animals) or the chemically similar 
fluspirilene, virtually lost their TD, but it has 
recurred in all BLM cases followed up for more 
than three years. Cases with chorea only have 
remained symptom free except for one severely 
affected case. Similarly, halving the dose of 
depot fluphenazine or flupenthixol after an 
initial worsening of TD in a few patients 
produced remission in all 19 patients so treated 
but three years later 10 had relapsed. 

Reserpine has been reported as causing 
remission in TD (Villeneuve et al, 1970), as has 
oxypertine (Eckmann, 1968) and these drugs 
might warrant further study. 

It was found that in a period of a year, out.of 
100 patients without TTD, receiving depot 
fluphenazine in a dose of 25 mg every three 
weeks, 43 remained symptom free on a dose of 
12.5 mg a month, and a further 18 on 18.75 
mg a month. The finding of TD and parkin- 
sonism concurrently in four patients, the one 
condition due to relative dopamine excess and 
the other due to dopamine lack, supports the 
view of McLennan and York (1967) that there 
are two populations of neurones in the caudate 
nucleus, respectively inhibited or facilitated by 
dopamirie. ; 

After the discovery of chlorpromazine, prob- 
ably the greatest advance in the treatment of 
chronic schizophrenia has been the develop- 
ment of depot preparations of neuroleptic drugs, 
which, by reducing the relapse rate allowed 


many patients to be permanently discharged ` 


from hospital. The presence of TD, though it 
has appeared in 22 per cent of people included in 
this study has been mild in three-quarters and 
has responded, though perhaps temporarily, to 
a change of treatment in more than two-thirds 
of them. Nevertheless, it is a condition which 
may be both irreversible and severe. Moreover, 
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although mild TD may pass unnoticed among 
the socially handicapped population of a long- 
stay hospital ward its presence in a patient in 
the community can be more distressing. 
Frequent monitoring of patients to identify early 
cases and consideration as to whether they can 
be maintained on a lower neuroleptic dose, 
whether they have TD or not, would seem to be 
essential in anyone receiving neuroleptics over 
long periods. 

A number of patients refused medication for 
periods of many months before psychotic 
relapse, so periods of neuroleptic abstinence 
would appear to be practical as well as desirable. 
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Clinical Research upon Mentally Ш Subjects 
Who Cannot Give Informed Consent 


By I. G. PRYCE 


The Problem 

Over the last two decades increasing attention 
has been paid to the rights and safety of the 
subjects of clinical research. A key safeguard 
against any abuse has been the requirement to 
obtain the subject’s informed, valid or true 
consent, which has been defined by the Medical 
Research Council as ‘consent freely given with 
proper understanding of the nature and 
consequences of what is proposed’ (M.R.C., 
1962-3). However, it has been recognized by 
the M.R.C. that it may not be possible to 
obtain such consent from, among others, some 
subjects who are mentally ill. Whether or not a 
research project should be carried out on such 
subjects should depend, they say, on whether or 
not *there are reasonable grounds for believing 
that a particular new procedure will contribute 
to the benefit of that particular patient . . .’, and 
further, *when true consent cannot be obtained, 
procedures which are of no direct benefit and 
which might carry a risk of harm to the subject 
should not be undertaken' (M.R.C., 1962-3). 

Unfortunately this distinction between bene- 
ficial and non-beneficial experimental proce- 
dures is not easy to make. It is not sufficient to 
say that a beneficial result is intended, since 
this glosses over the element of doubt which is 
always present in any procedure which is new 
and experimental, however good the theoretical 
reasons may be for expecting a_ beneficial 
outcome. This is indeed widely recognized, so 
that the informed consent of subjects is now 
required as a safeguard in all clinical experi- 
ments, including those in which clinical benefit 
is hoped for (Declaration of Helsinki, World 
Medical Journal, 1976). The investigator's re- 
sponsibility thus consists of weighing the risks 
and benefits and of explaining them to the 
subject; he must also carry out the experi- 


mental procedures with due care. On the other 
hand, it is the subject’s responsibility to decide 
whether or not to participate, in the light of the 
information given to him on possible risks, 
discomforts, precautions and benefits. 

What then of subjects who are unable to 
understand the nature of the risks and benefits? 
Can anyone else give consent instead? It is 
certainly wrong to assume that consent is not 
required, for this would mean reducing safe- 
guards in experimental procedures on subjects 
who are among the most vulnerable. In law in 
the United Kingdom consent by others for the 
subject is allowed (a) only for experimental 
procedures leading to possible benefit, and 
(b) only by the parents of subjects under the 
age of 12 or by a legal guardian. There is thus 
no way in law whereby consent to a possibly 
beneficial experimental procedure can be 
obtained for a subject who is unable to give 
consent himself and who has no legal guardian 
and is not a child. In such cases even the nearest 
relative cannot legally give consent. 

This gap in the law is probably not generally 
recognized. It can cause considerable diffi- 
culties in experimental procedures with severely 
ill and handicapped psychiatric subjects, as 
ilustrated in the following account of the 
ethical aspects of a recent drug trial (Pryce and 
Gray, 1978). 


The Piracetam Trial 

(i) Proposals 

Piracetam (2-pyrrolidone acetamide) is re- 
puted to enhance the transfer of information 
across the corpus callosum (Buresova and 
Bures, 1976). Since an impairment of trans- 
callosal conduction had been reported in 
chronic schizophrenia (Rosenthal and Bigelow, 
1972; Beaumont and Dimond, 1973) the 


I. G. PRYCE 


investigators were interested in establishing 
whether Piracetam would be of benefit in this 
condition. There were no reports of its syste- 
matic use in schizophrenia, but the drug 
appeared to be virtually .non-toxic. It was 
proposed to give it in addition to drugs currently 
being taken (mainly phenothiazines) to prevent 
the likelihood that some subjects would relapse 
if maintenance therapy were withdrawn (Leff, 
1972). This was judged to be a more likely risk 
than any effects due to drug interaction. It was 
recognized that Piracetam might fail to produce 
clinical improvement or at worst might cause 
deterioration, and that subjects would inevitably 
be put to some inconvenience by being asked to 
take eight large white tablets daily in addition 
to their usual medication. In the proposed 
double-blind cross-over comparison between 
Piracetam and placebo any subject who showed 
any possible ill-effects would be withdrawn. 

The Division of Psychiatry Ethics Com- 
mittee, which did not have a lay member, 
approved the protocol of the proposed trial, but 
were concerned that some subjects would 
probably be unable to understand what was 
intended and therefore could not give true 
consent. In such cases it was agreed that consent 
should be sought from the nearest relative, or 
failing that from the chairman of the Ethics 
Committee acting in loco parentis, and that the 
relatives of those who could give valid consent 
would also be informed. The protocol was then 
referred to the Joint Ethics Committee (formed 
by the South Glamorgan Health Authority and 
the Welsh National School of Medicine), which 
included several non-medical members, and 
was approved. 


(ii) Practice 


Thirty-two men and 18 women in hospital 
with chronic schizophrenia were given a 
standard explanation of the nature of the trial. 
It was judged that a quarter, 6 men and 6 
women, gave true consent, 5 men and 4 women 
refused consent (some for delusional reasons) 
and 29 subjects seemed unable to understand 
the explanation given. Seven of those who gaye 
true consent were eventually included in the 
trial, of whom 6 proved to be only moderately 
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handicapped on the Wing Sympton Scale 
(1961). 

Replies to a detailed explanatory letter were 
obtained from the relatives of 17 of the 29 
subjects who could not make a decision, all 
except two of the replies giving consent, some 
with expressions of interest and approval 
because something new was being tried. Two 
relatives refused, one because she did not wish 
to prejudice the patient’s present state of 
improvement, and the other after a period of 
painful doubts as to whether she should give 
consent or not. The chairman of the Ethics 
Committee gave approval for the inclusion of 
6 patients whose relatives could not be found. 

There was no evidence of any ill-effects to the 
27 subjects who eventually completed the ten- 
week trial, nor was there any apparent benefit 
from the drug. 


Discussion and Proposals 


There is a large area of clinical research on 
subjects suffering from psychiatric illness where 
ethical problems hardly arise. For instance, few 
problems are posed in comparative studies on 
different populations in which psychological and 
sociological measuring techniques are applied. 
Ethical questions arise when subjects are 
deliberately exposed during an experimental 
procedure to changes in their internal or 
external milieu which carry an element of risk. 
In most cases the risk can be explained to each 
subject, as well as the proposed safeguards and 
potential gains, so that the subject can decide for 
himself whether the risk is acceptable or not. 
There are occasions, however, as in the Pira- 
cetam trial, in which subjects are unable 
because of their illness to understand what the 
risks, safeguards or possible benefits are. 

The safest thing for the investigator is to 
avoid such research on psychiatric subjects who 
are unable to give true consent, since consent 
given by others, even by a devoted relative, is 
not valid in law. In conditions such as schizo- 
phrenia this would limit research to milder 
cases, i.e. to those likely to be able to give true 
consent, and for many purposes this might well 
be sufficient to provide the answers required. 
Indeed, if answers could be so obtained, it 
would be wrong to include subjects who could 
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not consent. It is unlikely, however, that the 
public would wish to see research entirely 
limited to the milder cases of serious psychiatric 
illness, since the subjects of severe illness are 
precisely those whose therapeutic need is 
greatest, and the possibility of therapeutic 
advance may at times require their participation 
in experimental procedures. 

Is it then possible to devise other safeguards 
comparable to the true consent of the subject? 
I believe it is, by taking into account that true 
consent is a lay decision, which does not 
require, as seems to be suggested by the M.R.C. 
(1962-3), an expert knowledge of the research 
techniques to be used. (Such knowledge, of 
course, is required initially to estimate feasi- 
bility and the probability of benefit and risk.) 
It follows ‘that if informed consent is ‘a lay 
decision, in its absence responsible laymen 
might reasonably be asked to act for the 
subject. There are at least two ways in which this 
might be done. 


Gostin (1975) has suggested the establishment- 


of "The Committee on the Rights and Respon- 
sibilities of Staff and Residents of Psychiatric 
Hospitals’ in each Region. One function of this 
review. body, which might be set up by the 
Lord Chancellor, would be to consider ‘treat- 
ment involving . . . the use of experimental drugs 
or other experimental treatments’. It is not 
clear how this body would link with existing 
Ethical Committees, but it would seem an 
appropriate arbiter on experimentation on 
psychiatric subjects who cannot give informed 
consent. The ‘advocate’ whom Gostin also 
proposes could also act for each subject who had 
no close relative. These proposals, however, are 
fairly radical and intended to cover a wide 
range of ethical problems in psychiatric hospi- 
tals. An alternative which would be easier to 
implement is to strengthen the lay membership 
and responsibilities of existing Ethical Com- 
mittees. For instance, the Danish Medical 
Association, in implementing the recommen- 
dations of the World Medical Association’s 
Helsinki Declaration II, is establishing inde- 
pendent Ethical Committees consisting of 
‘scientists and citizen representatives’ on an 
equal basis (Riis, 1977). It would be reasonable, 
therefore, to expect that clinical research on 
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psychiatric subjects who are unable to give true 
consent should be appraised by Ethical Com- 
mittees consisting of equal numbers of laymen 
and doctors. In addition, the informed consent 
of a ‘lay advocate’ should be obtained for each 
subject who is unable to decide for himself. 
Normally this person would be a near relative, 
or failing that a lay person appointed by the 
Ethical Committee. This again would be in line 
with “Basic Principle’ 11 of the Helsinki Declar- 
ation II, which states ‘where physical or mental: 
incapacity makes it impossible to obtain 
informed consent, or when the subject is a 
minor, permission from the responsible relative 
replaces that of the subject in accordance with 
national legislation’. 

Either of these suggestions would give better 
protection to both subject and investigator than 
is available now in this uncharted legal territory. 
Eventually, however, steps should be taken to 
close the gap in the law. 
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Shortening in-patient — treatment— Clinical 
Results of a Controlled Trial. ANGELA 
KNIGHTS, S. R. HIRSCH and STEVEN 
PLATT, Charing Cross Hospital, London 
W68RF. 

All patients admitted to a district general hospital 
over one year were randomly allocated to either Brief 
Care (one week in hospital) or Standard Care (length 
of admission at clinician's discretion). The MRC 
Present State. Examination (P.S.E.) was given to 
each patient 5-7 days after admission and' three 
months later. The treatment groups were similar with 
regard to social and clinical factors. Seventy-eight 
patients were followed up, 44 receiving Brief Care, 
34 Standard Care. Two-thirds of these patients were 
diagnosed as psychotic. Diagnostic distribution 
within the Groups was similar. Twenty-two patients, 
i.e. 50 per cent in the Brief Care group, left hospital 

yin 7-10 days. Items of the P.S.E. and ratings were 
added to make psychotic and neurotic subscores 
analysed in terms of the change over three months in 
individual patients, change in subscores for the 
treatment groups, and change in syndrome profiles. 
Eighty per cent of the patients in both treatment 


groups showed improvement. Separate consideration . 


of neurotic and psychotic scores showed no difference 
between groups, and there were no differences in the 
proportion of patients showing improvement in 
diagnostic subgroups. 


Bereavement and sudden unexpected death in 
infancy (Sudden Infant Death Syndrome). 
KERRY BLUGLASS, Queen Elizabeth Hospi- 
tal, Birmingham. Í 

Bereavement of parents through sudden infant 
death has received little study. The loss of a child 
was accepted more philosophically in earlier times. 

Sudden Infant Death Syndrome (SIDS) (‘cot-death’), 

may have especially serious consequences for the 

family. The DHSS Multi-Centre Study is collecting 
data in 12 centres on the aetiology of SIDS, but until 
recently there has been no systematic study of the 
bereavement reactions in the parents. A pilot study of 
such a group of bereaved parents is in progress in 
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Birmingham and a national survey of the support and 
counselling available for them made. 

Health visitors are providing much support, which 
has implications for their training. 


Psychotherapy of the dying patient. AVERIL 
STEDEFORD, Warneford Hospital and Sir 
Michael Sobell House, Oxford. 

A psychiatrist working in a terminal care unit 
received 49 referrals over two years, 14 per cent of 
new admissions. The main problems encountered 
were in communication and relationships, but also 
severe depression and anxiety, psychotic states, and 
physical symptoms which did not respond to treat- 
ment and in which a psychological cause or com- 
ponent was suspected. Patients with organic brain 
disease or toxic confusional states suffered especially 
from fear of impending insanity, and were treated in a 
way that fostered a detached attitude on their part 
and minimized their distress. 


Befriending in widowhood—an evaluation of 
efficacy. T. LESLIE DUNN, GLORIA 
OVERTON, LESLEY RILEY and RACHEL 
SHEARD, Central Hospital, Warwick. 

The efficacy of a .widows’ befriending service 
using as volunteers widows who had adjusted to 
bereavement was evaluated. The objectives were the 
possible prevention of psychiatric disorder, helping 
in the management of those already ill, and providing 
for ordinary human needs. A retrospective evaluation 
was carried out by means of follow-up interview and 
postal questionnaire conducted by a tramee social 
worker not previously involved in the service. 
Seventy-three out of 89 widows were contacted. 

It was found, at a statistically significant level, that 
non-acceptors of the scheme were more likely to be 
emotionally distressed at follow-up interview than 
acceptors and that non-acceptors were more likely 
to have been referred from medical sources. Non- 
acceptors were also more likely to have supportive 
relatives than acceptors. Volunteers tended to be 
self-selecting but saw a need for some professional 
involvement. i 
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Accidents—cause and effect. A. C. WHITE, 
Midland Nerve Hospital, Birmingham. 


278 adult accident victims comprising 142 con- 
secutive in-patients with burn injuries and 136 in- 
patients matched for age and sex suffering from 
injuries other than burns, were interviewed. 

The victims had a high incidence of physical and 
mental illness by comparison with a normal popu- 
lation. 

A cohort of victims (88 per cent follow-up rate) 
selected only by geographical area was interviewed 
one year after discharge. Nearly 60 per cent had 
psychological sequelae varying in intensity from mild 
(25 per cent) to severe (5 per cent). Using information 
obtained from the initial interview, it was shown that 
age (35-45), living alone, having large families, birth 
outside England, Scotland and Wales, low social 
class, severe reactive depression, anxiety state or 
personality disorder diagnosed at the initial interview, 
and severity of injury were all related to poor psych- 
logical outcome. Furthermore, compensation was 
not found to be an important factor in the aetiology of 
these cases of post-traumatic neurosis. 


Cushing’s syndrome: a psychiatric study of 29 
patients with observations on the aetiology 
of the depressive symptoms. SAMUEL I.. 
COHEN, The London Hospital, London E1 I BB. 


In a psychiatric study of a consecutive unselected 
series of 29 patients with Cushing's syndrome 21 had 
bilateral adrenal hyperplasia and 8 had tumours. 
Depression of a significant degree occurred in 86 per 
cent. There was a family history of depression or 
suicide or a history of early bereavement or significant 
separation in 44 per cent. In six of the hyperplasia 
patients a major emotional disturbance had preceded 
the onset, and in five of these the disturbance was a 
loss. These facts suggest that a vulnerability to 
depressive illness might be linked to a vulnerability to 
Cushing's syndrome. The severity of the depression 
was not related to the level of circulating cortisol. 
Three of the eight tumour patients but only one of the 
21 hyperplasia patients were completely free of 
psychiatric disorder and this difference is statistically 
significant. The depression was relieved when the 
tumour or hyperplastic glands were removed. It is 
suggested that the depression in Cushing's syndrome 
mught result from a substance other than cortisol 
produced by the adrenal under excessive pituitary 
and/or hypothalamic stimulation and that this 
substance may play a part in the aetiology of depres- 
sive illness in general. 
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Mental symptoms and body weight changes 
after childbirth. GEORGE S. STEIN, 
Maudsley Hospital, London SES. 

Forty patients from a post-natal ward were 
weighed each morning for the first seven days after 
delivery. They also completed a self-rating scale for 
13 symptoms which included depression, weeping, 
anxiety, irritability and headache, as well as ankle 
swelling. The results showed that crying was most 
frequent on days 1 to 4 post-partum, while depression 
and headaches showed a peak incidence around 
days 4 and 5. Depressive mood swings occurred more 
often in those with a previous history of neurotic 
depressive episodes, and headaches occurred almost 
exclusively in those with a previous personal or 
family history of migraine. Ankle swelling occurred 
transiently around the fourth day and its appearance 
was associated with the onset of weight loss and 
crying. Body weight rose for the first 3-4 days and 
was then rapidly lost, the gains being caused by 
sodium retention followed by a large urinary sodium 
loss. The main finding of the study was an association 
between the day of onset of the weight loss, and the 
day when the mood changes were most severe, 
indicating that the two processes were linked. 


Maintenance Therapy in Out-patient Schizo- 
phrenics: a report of a double-blind trial 
comparison of fluphenazine decanoate and 
flupenthixol decanoate. S. R. HIRSCH, 
ANGELA KNIGHTS, M. S. OKASHA, 
MOHAMMED ALI SALIH, Charing Cross 
Hospital, London W6 8RF. 


Fifty-seven patients with a diagnosis of schizo- 
phrenia, established using P.S.E. criteria, were 
started on either fluphenazine ог flupenthixol 
injections in a double-blind trial immediately prior 
to discharge into the community. The patients were 
followed up for six months as out-patients and rated 
for psychotic symptoms, affective changes and 
appearance of extra-pyramidal side-effects. 

During the six-month follow up 30 per cent dropped 
out of treatment, 7 per cent relapsed and 53 per cent 
experienced depressive symptoms during the trial. 
Twenty-seven per cent of the depressed patients were 
prescribed antidepressant medication by the clini- 
cians, but there was a tendency for depressive 
symptoms to improve regardless of antidepressant 
treatment. Eighty-nine per cent of patients were 
found to have extra-pyramidal side effects at some 
time during the trial and received anti-parkinsonian 
medication. Neither clinical data.nor research 
instruments discrimmated between the two drugs, 
at the 95 per cent confidence level. 


Brit. 7. Psychtat. (1978), 133, 372-3 
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Psychotropic Drugs 


Psychotropic drugs are but one of our tools in 
treatment and when appreciating articles or books 
about these compounds, it is always stimulating to see 
that the author(s) know as much about people and 
the disorders they are treating as about the drugs 
which they are using. It is also helpful when the 
separation between symptomatic and curative treat- 
ment is made, and “comfort” and “сиге” are 
distinguished. Papers which help doctors help patients 
rather than those of somewhat esoteric interest have 
more appeal, and I think we may ask: Does the author 
relate this to the work of the clinic and ways to assist 
the next patient? 

I have always liked review articles rather than 
specific isolated investigations, but in articles con- 
cerned with the assessment of drugs it is refreshing 
when the means to the end such as statistics and 
mathematics are kept in perspective. 

In a field in which a voluminous literature has 
appeared monthly for at least 20 years, choice has to 
be personal and subjective, and I have chosen books 
and articles most of which have stood the test of 
time, because they provide means of assessment, 
describe discoveries, or evaluate and apply them. . 

I make no excuse for including Burton’s Anatomy of 
Melancholy, which was the only book which got 
Dr. Samuel Johnson out of bed two hours earlier than 
he intended (Boswell). Although his approach to 
drugs by name, science and formula was limited, his 
knowledge of people was profound, and he was very 
widely read. He enjoyed the background of any 
successful ‘review-book’ writer, and he had the gift of 
making his points rather than concealing them, of 
classifying clearly and maintaining interest in an 
apparently inexhaustible knowledge of sad and 
melancholic people. Considering that Burton lived 
over 300 years ago, the 800 pages show a remarkable 
insight and although the treatments appear stereo- 
typed and crude, the mechanisms of many could 
hardly have failed to stimulate the hypothalamus! 


T An occasional feature in the Book Section where 
contributors give their personal choice of important, 
memorable or informative hterature, 
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by John Pollitt 


Although this book is of historic interest, it gives 
breadth and meaning to the modern drug scene. It is 
a remarkable book by a remarkable man and there 
must be very few scholars who cannot poach his 
references. There is an interesting comment made in 
the ‘Account of the Author’ in the 1891 edition, where 
Mr. Granger says, ‘He composed this book with a 
view of relieving his own melancholy, but increased it 
to such a degree that nothing could make him laugh, 
but going to the bridge foot and hearing the ribaldry 
of the bargemen, which rarely failed to throw him 
into fits of laughter’. 


The Scientific Basis of Drug Therapy in Psychiatry 
edited by Marks and Pare (1965), impressed me very 
much at the time and has done so increasingly since. 
It was an early attempt in the setting of a conference 
to bring understanding to this area of psychotropic 
drugs. A host of interesting ideas was brought 
together in a few sessions. Many of the practical 
details and theories have held up extremely well, and 
many of the problems which remain unsolved today 
were already clearly formulated at the time. The 
book still lives up to its scientific title and it was an 
important milestone pointing firmly in the direction 
in which chemical restoration of brain and mind 
function would develop. 


Among the many articles опе would’gladly choose 
must be included the paper by Alec Coppen and his 
co-workers on Prophylactic Lithium in Affective Disorders 
(1971). This controlled trial, carried out at five 
hospitals on a substantial sample of patients who 
were followed-up for ample time, supported very 
strongly the earlier contention of Baastrup and 
Schoun that lithium had a specific prophylactic 
action in recurrent affective disorders, including pure 
recurrent depressions (unipolar affective disorder). 
This result of careful work, in the setting of con- 
troversy, confirmed a new concept in psychiatric 


` treatment ranking in importance with the control of 


schizophrenia by the use of phenothiazine compounds. 
This feat required a full understanding of the 
academic aspects of the problem, the methodology 
and statistical hurdles, the clinical and human aspects 
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of the illness, the personal characteristics of the 
professional -participants and the needs of the 
multitude of patients suffering from episodic affective 
disorder. 

The relevant section of Physwal Treatments in 
Psychiatry by Wilham Sargant and Eliot Slater, and 
Peter Dally’s book Chemotherapy of Psychiatric Disorders, 
I have found particularly useful in that they give 
advice on the use of psychotropic drugs based on 
extensive and wide personal experience in treating 
patients. It is refreshing to be able to avoid the need 
to review, or read critical reviews, or weigh up 
conflicting evidence and to rely on the distillate of 
classical psychiatric practice ın good faith. 

Psychotropic drugs show us perhaps more often 
than any other phenomenon of interaction in 
psychiatry the importance of taking a broad view. 
The question 1s not only which drug is hkely to help 
this patient, but also what effects will this have on 
eyes or bladder, a potential pregnancy, diabetes, and 
an irregular heart action. Additional questions about 
substances which may prevent the action of anti- 
depressants need answering if the psychotropic drug 
is to be used safely. 

To answer questions of this type, which arise daily, 
a wide variety of information is often required. This is 
not always available to many psychiatrists, but a good 
source is Goodman and Gilman’s The Pharmaceutical 
Basis of Therapeutics. There is always something new 
to learn in psychopharmacology these days, and while 
checking details, it is casy to browse ın neighbouring 
areas. It is perhaps a pamless form of education for 
the post-membership practitioner. Where purely 
descriptive information is needed Martndale stil 
excells, and for a more intensive discussion of psycho- 
pharmacology, Michael Shepherd, Malcolm Lader 
and Richard Rodnight’s book is supremely sound. 

The book, Tranquility Denied by Hordern (1976), 
represents to me an ideal cultural review, bringing 
together the history, evolution and growing points 
from the literature, both medical and otherwise, on 
the general area of stress in society today. While 
dealing comprehensively with the techno-society, 
including permissiveness, pornography and pollution, 
the discussion is fully documented. There is no sense 
of strain in the arguments, the statistics of the kind 
quoted speak for themselves. The whole story, 
unhappily for this age, has the pure ring of truth: 
Psychotropic drugs are well covered, and given their 
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medical status, but the reader is free to draw his own 
conclusions. 

Turning from the scene which is changing con- 
tinuously, perhaps the conclusion should rest with an 
unchanging, but far from static endeavour that of 
assessment. May I be forgiven for leaving the field 
of catecholamines, carboxylases and compliance, but 
having read of propositions, predictables and Pascal 
in Jevons’ Elementary Lessons in Logic while at the stage 
of 2nd M.B., I have found it particularly useful when 
evaluating arguments, articles and results. I do not 
know if Jevons is still obtainable, and perhaps this 
book (or its successor and competitors) 1s not widely 
read by doctors, but as it had been reprinted (pre- 
sumably unchanged) 34 times between 1870 to 1946, 
it must have been read by a multitude; possibly even 
by many of those we treat! 

What of the future? The literature published is 
steadily increasing, yet the time for digestion is 
dwindling. Perhaps the review type article will tend 
to supersede the ‘abstract’. If so, I think the psycho- 
tropic portion of the Journal of Pharmacotherapy will 
compete very favourably. 
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The Psychoanalytic Study of the Child. Volume 
32. Edited by Ruts S. EmstER, ANNA FREUD, 
Marianne Kris, Peter B. NEUBAUER and 
ALBERT J. Sorwrr. London: Yale University 
Press. 1977. Pp 623. £16.20. 

The 32nd volume of this annual publication 
reaches the usual high standard of the series, Its 22 
papers are grouped under familiar headings, and 
include Contributions to *Psychoanalytic "Theory, 
Clinical Contributions, Psychoanalysis in Education, 
and Applied Psychoanalysis’. 

The title ‘пої only implies relevance to psycho- 
analysts and child psychiatrists, but highlights the 
contributions of both to the understanding of adult 
psychiatric disorders. 

Of the many interesting papers I should like to 
single out especially Anna Freud's ‘Fears, Anxieties 
and Phobic Phenomena'. This paper describes con- 
cisely the theory of phobia formation, essential to the 
effective treatment of both adults and children. 

Kurt Eissler’s paper ‘Comments on Penis Envy and 
Orgasm in Women’ interestingly draws in ideas rang- 
ing from psycho-analysis to biology and physiology. 
Though various groups might disagree with him, he 
continues a current and topical controversy, with a 
firm theoretical argument. 

James Anthony's paper illustrates ‘Non-verbal and 
Verbal Systems of Communication’ and the difficulties 
and richness involved with non-verbal communi- 
cations. 

In the applied section, an enjoyable paper was that 
by Frederick Meisel, giving a psychoanalytic under- 
standing of the well known Myth of Peter Pan. It 
reminded me of Bruno Bettelheim's recently pub- 
lished book— 77e Uses of Enchantment: The Meaning 
and Importance of Fairy Tales (reviewed in this Journal, 
July 1977, 131, 101). 

Though this book is probably most appreciated by 
those interested in a psychoanalytic model of human 
functioning, it is well worth inspection on a library 
shelf for those unfamiliar with it. Its cost would put 
the book beyond the reach of many individuals who 
would like to own it. 


Ектдогтү Dirmeix, Consultant Psychotherapist, 
The London Hospital 
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Can't Your Child See? By Erzen Р. Scorr, James 
E. Jan and Roczr D. Freeman. Lancaster: 
MTP Press. 1978. £5.50. 


Did you know that you should not hand a cup to a 
young bhnd child, you should always guide his hand 
to the table top where the cup is? The reason for this 
is simple: handing a cup carries with it the message 
that it came from mid air and so can be put back in 
mid air and thus dropped and broken. 

That kind of point runs through this book. Its aim 
is to help parents, and incidentally many pro- 
fessionals, and it 1з a very good example of its kind. 
Starting with a rather sketchy chapter on diagnosis 
and what can go wrong with vision, it goes on to 
excellent sections on day to day care and finally to 
education. The last section, written from within a 
framework accepting the concept of the integration of 
blind children with ordinary peers, makes fascinating 
reading for those anticipating the Warnock Report. 

Two small further comments: the style in which it 
is written is bland, as though the three authors had 
ironed out each others’ idiosyncratic contributions; 
and really this is a book about the blind, the partially 
sighted receive much less attention. : 


Ricuarp Lansbown, Principal Psychologist, 
The Hospital for Sick Children, London 


Prisons and the Prisoner: The work of the 
Prison Service in England and Wales. 
London: Home Office 1977. Pp 182. £5.25. 


This well produced publication: (with 28 pages of 
photographs) ‘presents a comprehensive account of 
the work of penal institutions’, as the Home Secretary 
states in the Foreword. It attempts to provide 
‘a balanced and not uncritical picture’ to further 
‘informed public interest’, and, within the severe 
restrictions imposed by having to pack such wide 
ranging material into so few pages, it succeeds. For 
those who know little of life ‘inside’, the glossary of 
technical expressions is useful, as is the description of 
the operational work of the Prison Service. There is 
‘а condensed report of what has been done recently 
to improve the quality of medical and psychiatric 
treatment . . .’ though the specialist readers of this 
journal will feel that the report is very condensed. 

` t X 
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Nevertheless, in a literal sense, it gives us the ‘bricks 
and mortar’ of the Prison Service (the numbers and 
categories of institutions, staff and inmates). In a 
symbolic sense it provides basic information about 
the history of penal philosophy and policy, together 
with an outline of current trends in these areas. 

1 found it mteresting and provocative, though 
slightly indigestible. The many complex issues 
discussed call for something other than dogmatic 
brevity, except in an almost skeletal survey. 

The psychotherapist currently engaged in con- 
ducting groups in custodial settings will be stimulated 
by the reminder that in 1895 the Gladstone Com- 
mittee made the cautious recommendation ‘That the 
privilege of talking might be given after a certain 
period as a reward for good conduct on certain days 
for a limited time’! . 

This book supersedes the Command Paper of 1969 
entitled People in Prison England and Wales (Cmnd. 
4214) and should be ‘command’ reading, whether or 
not the reader 1s directly engaged professionally with 
the offender-patient. This 1s a must for all. 


Murray Cox, Consultant Psychotherapist, ' 
Broadmoor Hospital, Berkshire 


Epileptics in Prison. Edited by Jonn Gunn. 
London: Academic Press. 1977. Pp 107. £6.50. 

This monograph is precisely named, Epieptws in 
Prison, which the author points out is by no means 
the same as epileptics and crime, since the men whom 
he is reporting have been through the courts and 
received sentences. Without a survey of those scen at 
court it would be impossible to know how many 
epileptics commit crimes but go to alternative 
institutions, such as hospitals, or are dealt with in 
other ways (e.g. probation). 

His careful study is mainly based on comparisons 
between three groups: epileptic prisoners, non- 
epileptic prisoners, and epileptics without prison 
record from psychiatric hospital clinics. The clinical 
work-up is extensive and includes EEGs on almost all 
subjects so that a clear idea can be obtained of the 
types of epilepsy and other psychiatric neurological 
data. Amongst many facts of interest are the im- 
portance of alcoholism, and the relative unimportance 
of crimes committed in a state of epileptic auto- 
matism or in any direct temporal relation to any form 
of attack. As Gunn points out, however, this could 
simply be an effect of court procedures. The social 
factors are rather more skimpily studied, but more 
extensive information would have been hard to come 
by. The author points out that epileptic prisoners 
more closely resemble the non-epileptic prisoners than 
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the epileptic non-prisoners, mainly from the way the 
control group was chosen. 

In addition to providing this valuable scientific 
survey, Dr. Gunn also allows his passionate concern 
for epileptic prisoners as human beings to emerge very 
clearly through the statistics. One does indeed wonder 
what a medically and socially handicapped group 
like epileptics is doing in prison in such numbers. 
Gunn, himself, would be the first to admit that as a 
psychiatrist he has no clear alternative solution in 
many cases. However, he has at least made a start on 
closing one gap ın the existing service which is the 
absence of post-prison community care, as he is 
helping to set up hostels especially for this purpose. 

The book can be strongly recommended as a 
valuable authoritative survey. 


D. A. Ромр, Professor of Psychiatry, 
The London Hospital 


Left Behind. Ву W. Avan Heaton-Warp. Ply- 
mouth: Macdonald & Evans. 1977. Pp 277. 
£3.25. 

Dr. Heaton-Ward’s book on Mental Subnormality is 
well known as the standard introductory text book on 
the subject. He has now produced an equally 
valuable book concerned with the social aspects of 
mental handicap, which promises to be as valuable as 
his other text. The early chapters are introductory: 
in the first he outlines the concepts of mental sub- 
normality; in the next discusses aetiology. He deals 
with clinical manifestations, and their causes at a 
level which would probably need a medical training 
to appreciate fully, but which, by the same token, is a 
useful and succinct treatment for the non-specialist 
physician. Then follow short chapters on the abilities 
and behaviour of the subnormal, on epilepsy, and on 
mental illness. These chapters combine to convey a 
multidimensional picture of the nature of the 
problems posed by mental handicap. 

The substance of the book, is devoted to the care of 
the mentally handicapped. This begins with a review 
of the history of attitudes towards mental handicap 
and the development of care, and is a tour de force of 
clear presentation of a complex subject. The author 
provides historical information which is not generally 
well known, and not even to be found in Kanner’s 
classical history. Using the historical approach to 
introduce present problems, discussions, and polemics, 
he gives a balanced and very detailed description of 
the modern English scene, and the influences at work 
in shaping it, and also examines likely future develop- 
ments. For a man who has been in the thick of the 
discussions and disputations, he shows an admirable 


376 


detachment and ability to present, with remarkable 
fairness, all the conflicting views and opinions. | 

This very valuable chapter is followed by a factual 
review of all the available facilities for care. In the 
following chapter the author collects the available 
statistics on incidence, prevalence and estimated 
provision—an extremely useful contribution to 
current discussion as most papers tend to use frag- 
mentary data. He then proceeds to give a detailed 
description of the legal aspects on the subject, and an 
invaluable detailed analysis of the Mental Health 
Acts in England, Wales, Scotland and Northern 
Ireland. The bibliography at the end of each chapter 
is both useful and inclusive. 

It is customary for the reviewers to cavil at minutiae, 
partly to parade their erudition and partly to show 
that they have read the book. The present reviewer 
has resisted the temptation to do so, except to point 
out that the work done in the Fountain Hospital and 
Professor Penrose's Kennedy Galton Centre deserve 
inclusion in the list of important centres of research on 
the subject. The reviewer would also be eternally 
grateful to the author if he could give the exact 
reference to his quotation from the Satyricon. The 
short chapter entitled ‘1976 and After’ ought to be 
engraved in letters of fire on the walls of every office in 
the DHSS. 

This is a book which will be of great interest and 
importance for anyone interested in the social aspects 
of mental handicap—both laymen and professional, 
and should be compulsory reading for all psychiatrists, 
not only those specializing in the subject. 


A. SHAPIRO, Consultant Psychiatrist, 
Leybourne Grange Hospital, Kent 


Psychotherapy for Better or Worse. The 
Problem of Negative Effects. By H. H. 
Strupp, S. W. HADLEY, B. GoMEs-SCHWARTZ. 
New York: Jason Aronson. 1978. Pp 354. No 
price stated. 


That any active medical treatment can affect 
people adversely was discovered late in the history 
of psychotherapy. The best current estimate for both 
dynamic and behavioural psychotherapy 1s 3-6 per 
cent negative effects, i.e. patients being made worse by 
the treatment over and above any intrinsic or random 
fluctuations. The senior author and his colleagues 
have brought together the established facts about the 
nature and causes of negative effects together with the 
opinions of a wide variety of therapists. Many 
possible sources of negative effect are considered: poor 
preliminary assessment; the personality of the patient 
or the therapist; their interaction; therapist training; 
choice of therapy or of treatment goals; therapeutic 


BOOK REVIEWS 


technique, e.g. therapeutic rigidity or misuse of 
interpretation. 

The literature has been thoroughly combed and 
researches are listed and categorized. A final section 
quotes verbatim replies to the letter sent out question- 
ing about negative effects. These letters demonstrate 
that even some of the world’s most distinguished 
psychotherapists are capable of rather scrappy and ill 
thought-out comments on a complex question. This 
book will appeal mainly to the academically and 
research-minded. A more readable book on this 
important topic remains to be written. 


Smwney Crown, Consultant Psychiatrist, 
The London Hospital (Whitechapel) 


Biofeedback and Self Control 1976/77: An 
Aldine Annual on the Regulation of Bodily 
Processes and Consciousness. Edited by 
Joe Kamya, T. X. Barser, Near E. MLER, 
Davip Suaprro and JoHANN Stoyva. Chicago: 
Aldine Publishing. 1977. Pp 614. No price stated. 


This volume is the latest of a series starting in 1970, 
and having the intention of presenting ‘an authorita- 
tive selection of the most important published 
contributions to the subject in the past year’. 

There is a sense in which this selection of readings 
reflects a more balanced distribution of interest 
between the biofeedback and self control aspects of 
the field represented in the ttle than has perhaps 
been the case in the past. 

The first paper for instance, a review by Stoyva, 
balances the effects to be obtained from self control 
procedures such as Jacobson type Progressive 
Relaxation and Luthe’s Autogenic Training with 
biofeedback procedures in both prophylactic and 
therapeutic approaches to stress related disorders. 
The emphasis on the control by striped musculature 
continues with the next three papers. Perhaps the 
most important being that of Meichenbaum 
emphasizing the need to take account of cognitive 
features in biofeedback—a reflection of a general 
trend in theories of learning as they move away from 
earlier, more simplistic, mechanistic approaches. The 
continuing interest in the generalizeable effects of 
biofeedback is seen in papers 43 and 44, where 
relaxation is demonstrated to have measurable 
effects on chronic anxiety. 

Papers 5 to 11 are concerned with motivation of 
self control other than biofeedback and while the 
general beneficial effects of techniques of relaxation 
appear to be well founded, more particular procedures 
such as transcendental meditation is suggested in a 
review by Smith (paper 10) may also achieve their 
effects by ‘mere relaxation’—‘perhaps the practicing 
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of regular sitting and not the meditation experience is 
the crucial therapeutic variable’ (page 117). 

Paper 11 by Spanos and Barber casts a similar 
critical eye on hypnosis and suggests, for instance, 
that ‘the hypnotic state construct is not even useful 
for achieving a parsimonious understanding of the 
phenomena traditionally subsumed under the rubric 
of hypnotism’. 

Two linked selections of papers show that headache 
may be effectively modified by biofeedback procedures 
and that peripheral temperature control is one of the 
more powerful ways of achieving this. 

Papers 19 to 28 are concerned with heart rate 
control and of particular importance are those by 
Lang and Twentyman (paper 20) and Schwartz, 
Young and Vogler (paper 25) which show the value 
of a ‘skills learning’ approach to the subject. In this 
section Young, Hayford and Blanchards’ paper 
(paper 28) on the effect of heart rate control on 
plasma renin activity 1s made, particularly in the 
context of the first paper by Stoyva. 

The next section on the control of EEG starts with 
a group of papers having a closed shop argument 
about the control of alpha. Much more exciting is a 
paper by Schwartz et al (33) on the control of 
bi-lateral differences on parietal occipital EEG and a 
paper by Sheer (37) on the little explored 40 Hz EEG 
rhythm which ‘reflects a state of circumscribed 
cortical excitability or focussed arousal which is 
‘optimal’ for consolidation in short term store’. 
Further work on this rhythm which is apparently 
related to rhinencephalic activity ш animals could 
lead to important developments. 

Finally a section on therapeutic application 
contains important papers on the control of epilepsy. 

In summary, the collection of papers is on the whole 
interestingly chosen and enables those whose interests 
are not central to the field and do not therefore 
closely watch for the appearance of each new paper, 
to be kept up to date in a relatively painless, if 
somewhat costly, fashion. 


Р. Н. VgNABLES, Professor of Psychology, 
University of York, Heshngton 


Basic Readings in Medical Sociology. Edited by 


Davm 'ТосккЕтт and Joseru M. KAUFERT. 


London: Tavistock Publications. 1978. Pp 280. 
£10.00, £4.95 (paperback). 

No one who has dipped into David Tuckett’s 
Introduction to Medical Sociology (Tavistock, 1976) will 
be surprised by anything in this companion volume of 
Basic Readings in Medical Sociology, the aim of which 1s 
‘to bring together in an economical and manageable 
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way many of the source materials’ discussed in the 
earlier book. 

It is certainly no surprise to find that well over half 
the authors, whose work is included, are not socio- 
logists; including in descending numerical order, 
psychiatrists, psychologists, statisticians, social 
workers, paediatricians, physicians, a surgeon, an 
anaesthetist, Halfdan Mahler on behalf of the world 
and Ivan Illich on behalf of himself. 

It is no surprise, either, to find that much of the 
introduction is taken up with the editors’ heart- 
searching over the need for sociology to be scientific 
if it is to be useful to medicine, and over the question 
of what scientific means in this context. There is talk 
of facts (good), subjectivity (alright as long as 1t is 
properly handled) and nihilstic relativism (bad). 
Punditry is also disapproved of, which is surprising 
since the editors include two excellent pieces of 
punditry by Irving Zola on pathways to the doctor 
and on medicine as an institution of social control. 
In addition, there are articles by two of the world's 
arch pundits; the Director General of WHO on the 
demystification of medical technology and Ivan 
Illich on medical nemesis. 

It is no surprise, finally, to find that apart from the 
articles already mentioned and a snippet from 
Stimson and Webb’s book Going To See The Doctor, 
this is a collection of rather dull basic readings. They 
are the kind of thing that might be found half-way 
down an old reading list for a course entitled ‘Social 
Factors in Illness’. Readers of this Journal who need 
a quick recap on certain readily available papers by 
people like Brown, Rutter, Wing, Birley, Vaughn and 
Leff will find this book useful. Anyone interested in 
the contribution of sociology to any of thé core 
definitional, therapeutic, organizational or political 
questions in relation to health and illness will have to 
look elsewhere. 


Davi Rosson, Senior Lecturer 1n Sociology, 
Institute of Psychiatry, London 


Escape Attempts: The Theory and Practice of 
Resistance to Everyday Life. By STANLEY 
Сонам and Laure Tayor. Harmondsworth: 
Penguin Books. 1978. Pp 225. £1.00. 

The entertaining feature of this short book, in 
addition to its generally amusing style, is the magpie's 
hoard of illustrations used to fill out a familiar and 
essentially simple theme. People have conscious 
constructs of the external realities of their lives which 
are complex and often unsatisfying; they also have a 
construct of the self. And they spend a good deal of 
effort in so managing their everyday routines as to 
preserve their sense of self —'this, not that, is really me’. 
The authors propose a catchy vocabulary to describe 
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the use of the manifold escape routes—fantasy, 
hobbies, gambling, masturbation, psychotherapy, the 
creation of utopias, and more—by which ordinary 
people get through their days. 

This is a book of ‘popular’ introspectionist psycho- 
logy; full of breath-taking generalizations which, 
however, provoke reflection for they just might be 
true. 


D. W. Muaro, Lecturer in Applied Social Studies, 
University of Oxford ; Hon. Consultant Psychiatrist, 
The Warneford Hospital 


Education for Clinical Social Work. Edited by 
Mary І. GorrEsFELD and HELEN PINKUS. 
New York: Human Sciences Press. 1977. Pp 118. 
No price stated. 

The Field of Social Work (7th Edition). Edited by 
ARTHUR Е. Егчк. Eastbourne: Holt-Saunders. 
Рр 336. £9.25. 

Both these recent contributions from the U.S.A. 
complement one another in many respects. The 
work by Gottesfeld and Pinkus is in fact, a specially 
bound edition of the Clinical Social Work Journal, 
vol. 5, no. 4, 1977. There is a detailed discussion of 
the place of clinical social work in American social 
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work practice and most of the book is devoted to 
defining clinical social work’s content—sometimes 
with a great deal of repetition. From this reviewer's 
point of view the most significant contribution, was 
that by Shirley Cooper on ‘Reflections on Clinical 
Social Work'. 

The second volume under review encompasses a 
much broader theme, so broad in fact, that the 
contributions on the whole range of American social 
work practice serve only to tantalize and worse, 
induce a sense of frustration in the reader. One or 
two examples will support my criticisms. The 
contents include the historical development of social 
Services and social work in the U.S.A. and in this 
country, contributions on research and social work, 
contributions on social case work, social work with 
families, social group work and community organiz- 
ation. Part three is devoted to a consideration of a 
range of social work settings. Quite a task for a book 
of some three hundred and thirty-six pages! Both 
these books will be of limited interest to social work 
practitioners in this country, but teachers of social 
work and students of its history may find some parts 
of these volumes uscful as library references. 


HERSCHEL Prins, Senior Lecturer, 
School of Social Work, Unwersity of Leicester 
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WHAT BRAND OF TRICYCLIC DO YOU 
PRESCRIBE? 
Dear Sir, 

The spreading legalization of the substitution of 
generic for brand name drugs, including psycho- 
tropics, is responsible for an escalating number of 
patients being given by dispensing pharmacists a 
generic instead of a prescribed brand name product. 
In the case of tricyclic antidepressants this practice 
can be hazardous because, as the Food and Drug 
Administration has stated (Federal Register, Vol. 43, 
No. 34—February 17, 1978), ‘available data suggest 
that the various marketed brands of the same oral 
tricyclic antidepressant may not have comparable 
therapeutic effects’ (due to bioequivalence differ- 
ences), and ‘the substitution of a poorly bioavailable 
form in the regimen of a patient controlled on a fully 
available form would result m reversion to the 
depressed state’. 

I am gathering instances of: (1) depressed patients 
who did not respond to initial treatment with a 
generic tricyclic antidepressant but did respond to a 
subsequently administered brand name tricyclic 
antidepressant; or (2) depressed patients who res-- 
ponded to a brand name tricyclic and relapsed when 
a generic form was substituted. I would be grateful 
if my fellow psychiatrists who have had patients 
adversely affected by treatment with a generic 
tricyclic antidepressant would share their data with 
me. 

Frank J. AyD, JR. 
912 West Lake Avenué, 
Baltimore, Maryland 21210, 
U.S.A. 


CLASSIFICATION: 
INTUITION OR STATISTICS? 
Dear Sir, 

Garside and Roth (Journal, July 1978, 133, 53-67) 
diagnose psychiatry as intuitive genius confirmed by 
questionable multivariate statistics. They seem 
anxious to reassure us that with some developments in 
statistics we can hope for much greater objectivity. 

One fears, however, that their views could make 
less informed research workers too rigid about the 
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groups compared, and therapists inflexible; further 
idiographic approaches by either may be under- 
valued. Classifying objectively by intuition and/or 
multivariate statistics may be demonstrably im- 
possible. This is really a central intellectual debate 
between nominalists, conceptualists and realists. The 
difficulty may not be because our statistical logic is 
incomplete. Ours could be epistemological diffi- 
culties about objectivity. The relation between 
knower and known could be involved. The ‘truth’ of 
our classes depends on their value for various pur- 
poses and people. 

One is doomed in psychiatry in part to choose one’s 
language, way of acting and believing, and one is 
necessarily parochial even m intention. Surely there is 
a considerable need to emphasize the inevitable, 
though often defensible, projection involved. 

This is not to propose that psychiatrists should 
adopt a thoroughgoing nominalism, believing things 
have no more in common than their names. That 
too is a complex position and demonstrably un- 
tenable. It is merely to emphasize that the ontological 
status of abstract entities, like mental diseases, is 
beyond our ken. As long as the outcome of our 
treatments remains complicatedly related to our 
categories, and multivariate statistics only respond to 
and act on our own prior assumptions and language, 
we have difficulties we seem likely to have to con- 
tinue to tolerate. 

F. A. JENNER 
Middlewood Hospital, 
P.O. Box 134, Sheffield 56 1ТР 


VALIDITY OF THE ZUNG SELF-RATING 
SCALE 
Dzan Sm, 

In their article on the validity of Zung Self-Rating 
Depression Scale (Journal, April 1978;. 132, 381), 
Drs Biggs, Wylie, and Ziegler presented some data of 
their own and made some comments about our 
previous examination of the Zung scale (1). It seems 
to me that their report is misleading on both issues. 

To hoist the authors by their own petard, they are 
handicapped by (an) ‘isolated view of. psycho- 


380 


pathology’ since they obtained their results on a group 
of outpatient depressives, yet they press on us their 
general conclusion that the Zung scale ‘is a valid and 
sensitive measure of clinical severity in depressed 
patients’. This conclusion is much more general than 
their data really allow, since their study begins only 
in the middle range of severity and works downwards 
from there. All that their results really show is that 
depressed outpatients can generally recognize when 
they are feeling somewhat better and a lot better than 
at the beginning of treatment, and that their self- 
rating judgments generally agree with two kinds of 
physician ratings (Hamilton rating and global 
rating). I don't personally think that is enough to 
justify their strongly worded conclusion about the 
continued use of the Zung scale as a research instru- 
ment. It would depend very much on what the 
research question happened to be. 

In their discussion of our critical report on the Zung 
scale, the authors have been, to say the least, less than 
gracious. In our earlier report (1973) we did not say 
‘that the ZSDS was not a valid research instrument’. 
What we said, in effect, was that the Zung scale ‘is not 
recommended for use in research studies! and we were 
quite specific about the sort of studies we had in 
mind—those which call for matched groups of 
depressed patients, such as antidepressant drug trials. 
We also questioned its empirical utility in psychiatric 
clinics and suicide prevention centres, since our own 
results indicated that the Zung scale cannot dis- 
criminate mildly depressed outpatients from severely 
depressed inpatients. The figure in the paper by 
Dr Biggs and associates indicates exactly the same 
thing—a Zung score of about 52 can be associated 
with a Hamilton score of anywhere between 9 and 
about 32! Dr Biggs and his associates may be en- 
couraged by such results, but I am not. 

The authors also make much of the point that the 
correlations between various depression scales are 
strongly related to the range of severity studied. They 
have failed to recognize that we had precisely this 
point in mind in studying a wider range of clinical 
severity in our own report, and they neglect to 
mention that in our paper we specifically discussed 
the common finding that correlations are always 
better looking when the scores are toward the low 
range. 

Before we proceed to the statistical analysis of the 
concurrent validity of the Zung scale, it seems to me 
that we should first settle the question of its face 
validity. As we said five years ago, ‘the least that can 
be asked of a rating scale is that it should distinguish 
mildly depressed individuals from those with an 
illness of psychotic proportions. Our own results 
indicated that the Zung scale cannot do this, and in 
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the absence of evidence to the contrary I will 
continue to recommend that the Zung acale should 
not be used in research studies. 

BERNARD J. CARROLL 
The University of Michigan, 
Mental Health Research Institute, 
Ann Arbor, Michigan 48109 
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SUICIDE IN SUDAN 
DEAR Sir, 

We wish to report a study of 100 cases of suicide 
and attempted suicide in Khartoum Province, Sudan, 
during the period 1 June 1971 to 31 May 1975. It 
included all cases reported to the police of this 
Province. The reports were screened for age, sex, 
social status (including marital and economic 
position) and mental illness, including alcoholism and 
socio-economic stresses. 

Ten were consummated suicides (5 men, 5 women). 
Ninety made serious but non-fatal attempts (50 
women). The calculated incidence rates for the 
population of 1 2 million are: 1 ın 500,000 for 
consummated suicide and 1 in 50,000 for attempted 
suicide. 

The commonest age group for both attempted and 
committed suicide was 10-29 and about half wee 
married. Forty-eight were unemployed, 42 employed 
and 10 students. Ninety-two were Moslems and 8 non- 
Moslems. Socio-economic stresses and family prob- 
lems seemed the commonest causes. Mental illness 








including alcoholism was less important. The 
commonest method for suicide was burning. 
TABLE 
Methods used in suicide 
Attempted Committed 
Method suicide suicide 
n = 90 n= 10 

Burning 46% 60% 
Drugs 19% 10% 
Sharp instruments 14% — 
Drowning 9% 10% 
Kerosene ingestion 49% — 
Iodine — 1094 
Alcohol — 107; 
Hanging 4% — 
Jumping from high places 3% — 
Under cars 1% — 
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The findings in this study differ in certain respects 
from those published abroad. The sample was small, 
study retrospective, and suicide is an offence under 
the Sudan penal code, so that reporting may have 
been distorted and this may explain the seemingly low 
incidence. However, certain comments may be 
justified: suicide was high among Sudanese women, 
perhaps because our women lead a very closed 
indoor family life, their mobility 1з restricted, and they 
are basically unemployed. Suicide was relatively 
high in the young age group. In the closely-knit 
nature of our society the elderly find every support; 
social, moral and financial, and their prestige 
increases with age, they are never isolated and not 
sent to special homes. They may therefore have less 
reason for suicide. Suicide among the married may be 
partly explained by the fact that the majority of these 
marriages are imposed on the marital partners, 
usually to satisfy tribal dignities. No consideration is 
given to the suitability of ages, interest and wishes of 
the couples. 

Suicide by burning is an indicator of the seriousness 
of the attempt, but may also be due to the fact that 
drugs are not widely known and available in Sudan, 
as in developed countries. 

Н. B. ABDEL Hareiz 
Department of Psychiatry, 
Khartoum Hospital, Sudan 
А. А. NADIM 
Tigani El Mahi Psychiatric Hospital, 
Omdurman, Sudan 


EXPERIENCE AND NATIONALITY IN 
ASSESSMENT OF PARASUICIDE 


Dear Sir, 

Most papers on parasuicide have concentrated on 
epidemiology and relatively few on the influence of 
help offered (Walk, 1967; Choudhury, 1973; 
Morgan et al, 1976). Greer and Bagley (1971) 
compared parasuicide patients who did not see a 
psychiatrist with those who did, and found the latter 
had a better prognosis, although the assignment to 
each group was not random. Gibbons (1977) studied 
400 parasuicides who were randomly assigned to GP 
follow-up, OP follow-up or intensive social work, and 
found no difference in repetition after one year; and 
Gardner (1977) recently showed no difference 
between physicians and psychiatrists, ın terms of 
assessment and outcome of cases of parasuicide. We 
thought it interesting to look at whether length of 
psychiatric experience or the nationality of the 
psychiatrist would in fact affect assessment or out- 
come after one year. 
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We followed up 544 consecutive cases of para- 

suicide in Sheffield (aged 15 and over) for one year, 
by means of hospital records, coroners’ courts, 
social services and probation officers. In terms of 
experience we divided the psychiatrists into two 
groups at the senior registrar/registrar boundary, 
such that the average experience of the two groups 
was nine and two years respectively. For nationality 
we divided into British (12) and foreign (5) gradu- 
ates. 
It was shown ids junior psychiatrists (п = 8) 
suggested significantly more people should have no 
follow-up care (Р «.01) and this appears to have 
been chiefly due to the foreign graduate portion of the 
junior psychiatrists (5 per cent significance), whereas 
the senior psychiatrists (n — 9) referred significantly 
more people to in-patient care (P «.01) or GP 
follow-up (P 44.05). There was no significant 
difference in the referral rates to social services, 
outpatients, day hospitals or other agencies between 
the four groups. 

There was no difference in outcome at one year 
(suicide or further parasuicide) in the patients seen 
by the different groups of psychiatrists, a finding at 
variance with the expectation of Blake and Mitchell 
(1978), but reassuring in view of the fact that most 
parasuicides are seen by junior psychiatrists in 
Britain, of whom a large percentage are foreign 
graduates. 

Davi С. GOODHEAD 
University Department of Psychiatry, 
Mapperley Hospital, Nottingham NG3 6АА 


M. FARRUKH HUSSAIN 
St Augustine! s Hospital, Chartham, 
Canierbury, Kent C14 7LI 
С. Рнплр SEAGER 
Whiteley Wood Clinic, Woofindin Road, 
Sheffield 10 
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PSEUDO-BEREAVEMENT IN THE 
MUNGHAUSEN SYNDROME 
Dear Sm, 

In their paper on Feigned Bereavement (Journal, 
July 1978, 133, 15-19) Dr J. Snowdon et al describe 
twelve cases of a relatively common variant of the 
Munchausen Syndrome. Fifty per cent of my series of 
12 cases of the Munchausen Syndrome described a 
feigned bereavement. The characteristic pseudologia 
phantastica of the Munchausen is only likely to be 
either noticed or effective when it deals with emo- 
tionally gripping topics, and personal danger or loss 
is a most suitable theme, both in relation to its 
reliable effect on the audience’s sympathy and in 
reducing the likelihood of especially searching 
questioning, such is our usual social embarrassment 
when faced by grief. So it is tactically useful. 

Pseudo-bereavement was a notable feature of three 
of the four in my series whom I was able to investigate 
and treat over a significant period of time. In each 
case, their ‘bereavement’ was especially poignant: 
in one, his young wife had died of breast cancer while 
in bed with him, on their first wedding anniversary, 
after suckling their new-born child; in another, while 
on holiday abroad, he’d returned to his hired car only 
in time to see it struck by a drunken driver, when it 
burst into flames cremating his mother while he 
watched; the third had recently suffered the death 
from leukaemia of his young wife. In each of the four 
cases studied in detail, real bereavement or loss of a 
major relationship had been a significant factor in 
relation to the start of their hospital addiction. The 
true and lasting sense of loss was embellished so as to 
affect others comparably to the depth of the patient’s 
own feelings. One persistently referred to his lies as 
‘exaggerations’, His lies often convince us because 
he has first convinced himself; although the facts are 
wrong, the emotional tone is usually correct. 

The Munchausen behaviour is definitely not 
consciously determined or even fully consciously 
formulated. Those who have entered therapy confirm 
their frustration with the compulsion to ‘behave as 
they do, which interferes with other, consciously- 
formed plans. They describe episodes of ‘finding’ 
themselves in hospital again, without full awareness 
of how they got there. External documentation 
confirmed that they had had a very disturbed 
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childhood, with separations and abandonment by 
parents. They showed several features of the per- 
sonality disorder described in relation to the Border- 
line Syndrome, and were similarly sensitive in relation 
to the Borderline Syndrome, and were similarly 
sensitive in response to rejection and abandonment. 

I see no reason why the presence of depression 
should in itself lead to the slightest doubt that these 
patients are cases of the Munchausen Syndrome. The 
Syndrome does not confer immunity to depression, 
апа the circumstarjces of their childhood and adult 
life are such as to make the development of a de- 
pression not only possible but even likely. Depression 
is often a real concomitant of the Munchausen 
Syndrome, and treatment of the depression may be 
important in helping the patient control his mal- 
adaptive behaviour. Of course, psychiatric symptoms 
themselves may be simulated, as in one of my series, 
but this is less common than might be expected. (The 
two cases of Cheng and Hummel, Journal, July 1978, 
133, 20-1) certainly do not confirm their claim that 
‘many ... present with psychiatric symptoms’). 

MicHAEL A, Simpson 
Academic Department of Psychiatry, 
Royal Free Hospital, 
London NW3 2QG 


NECROPHILIA, MURDER AND HIGH 
INTELLIGENCE 
Dear Sr, 

Dr Lancaster’s lucid case report Necrophilia, 
Murder and High Intelligence (Journal, June 1978, 
132, 605-8) raises interesting points in both legal and 
clinical areas. 

Psychiatrists with a forensic concern particularly 
might have welcomed a fuller account of the legal 
aspects of this case. Notwithstanding the comments 
on 'Defect of Reason', 'Disease of the Mind' and 
‘Nature and Quality’ it would be illuminating to 
know why the defence chose to plead insanity under 
the McNaughton Rules rather than diminished 
responsibility under the Homicide Act, 1957. As 
Dr Lancaster says, ‘once the defendant admitted to 
the stabbing there was little chance of his not being 
convicted of murder'. Quite so; Walker (Crime and 
Insanity in England, Vol. 1. Edinburgh 1968) states: 
‘it is surprising that Counsel should still think the 
defence of insanity worth attempting . . . If it is 
easier to show on the evidence that the client is 
suffering from diminished responsibility, why embark 
on the more difficult task of convincing a Judge and 
Jury that he did not know the nature and quality of 
his act, or did not know that it was wrong ?'. 

Consideration of the evidence introduces the 
clinical aspects. Dr Lancaster establishes evidence of 
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confusion by eliciting a patchy memory, deper- 
sonalization, time disorder, disorder of visual 
perception, return to previous haunts and distur- 
bante of sleep, and evidence of changed personality 
by what might be termed extreme ‘out-of-character’ 
acts. He suggests that these phenomena were caused 
by alcohol (in the earlier two necrophiliac episodes) 
and a combination of alcohol and clonidine (on the 
night of the stabbing). The contribution of clonidine 
may arguably be discounted. Even 1f all six tablets of 
0.025 mg were ingested the dose is not of much 
magnitude. Hypertensive patients on clonidine may 
take up to ten times that amount per day and three 
times as much in a single dose. There is no known 
evidence that in dosage of 0.15 mg there is any 
significant interaction with alcohol. 

However, on each of the three critical dates there is 
evidence of heavy alcoholic indulgence. Perhaps the 
Jury inclined to the view that the defendant’s 
aberrations of behaviour were simply the result of 
drunkenness. That is understandable but there is an 
alternative formulation. 

The clinical findings listed are all consistent with a 
diagnosis of temporal-lobe epilepsy, including the 
defendant’s remembered feelings of fear. Ingestion of 
alcohol features high on the list of known precipitants 
and indeed stress is widely thought to play a part. 
The defendant’s landlady appears to have been the 
last witness to have seen him and that a few hours 
before the crime. He is said to have ‘had a glazed 
look, stared silently and did not accept a cup of tea 
offered’. She may well have been describing the state 
of altered consciousness occurring in an individual 
who is experiencing an epileptic fugue, rather than 
someone who is simply drunk. Was this approach 
considered and was the EEG investigated? A defence 
based on epileptic automatism and a plea of 
diminished responsibility might have enjoyed a more 
favourable outcome. 

А. С. FULLERTON 
Barnsley Hall Hospital, 
Bromsgrove, Worcs B61 0EX 


Dear Sm, 

In my experience a plea of diminished responsibility 
has always involved the defendant knowing that he 
was killing someone but there were reasons which 
substantially impaired his mental responsibihty for his 
act. The defendant had no real idea that he was 
killing someone even though he knew that he was 
stabbing at something in the bed; hence a plea of 
insanity was more appropriate. Epilepsy and 
particularly temporal lobe epilepsy was carefully 
considered and excluded from diagnosis by each of the 
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four psychiatrists who examined the defendant. The 
EEG was normal during routine examination but was 
not tested with the defendant under the influence of 
severe alcoholic intoxication. I would have very much 
liked the opportumity to have carried out this test. 

I would not accept the behaviour as being simply 
due to alcoholic drunkenness but would accept that 
the defendant was one of those unusual persons in 
whom alcohol not only induces ‘simple drunkenness’ 
but in addition a most complex change of personality: 
‘Jekyll and Hyde’ effect. 

N. P. LANCASTER 
Litfield House, 
Litfield Place, 
Clifton, Bristol BS8 3LS 


SPECIFICITY OF SLEEP DEPRIVATION IN 
DEPRESSION 
Dear Sir, 

There is substantial evidence that the majority of 
depressed patients deprived of sleep for up to 36 
hours on one or more occasions show some degree of 
clinical improvement during the course of this 
regimen. In some instances, a single sleep deprivation 
treatment is said to be followed by sustained re- 
mission of depressive symptoms (e.g. Pflug, 1976). 

Reviewing the then available studies, Roy and 
Bhanji (1976) cautioned that, as in the case of insulin 
coma therapy, the essential elements of the treatment 
could prove non-specific. Given that improvement 
sometimes occurs when depressives are treated solely 
by a placebo (e.g. Medical Research Council, 
Clinical Psychiatry Committee, 1965), this possibility 
cannot be ruled out. However, in experimental 
studies of a single case—a 73-year-old depressed lady 
— we have found that improvement in clinical state, 
as judged by 'blind' ratings on a 100 mm bipolar 
visual analogue scale (mania-depression), is con- 
tingent on the passage of an apparently critical 
period of wakefulness. This relationship has held under 
four conditions, and has done so on replication of 
each one (see Figure). (The four conditions were: 
the patient awoke as usual at about 6 a.m. and 
remained awake far the next 36 hours (©); 21 hours 
of wakefulness follawing nearly 3 hours of sleep taken 
between 2 and 5 a.m. (A); 21 hours of wakefulness, 
beginning at approximately | a.m., following an 
awakening 3 hours after sleep onset (O); and 21 
hours of wakefulness following nearly 3 hours of sleep 
taken between 2 p.m. and 5 p.m., i.e. acute reversal 
of the sleep-wakefulness cycle (@). In all instances, 
the duration of sleep was ascertained by EEG 
recording, and the duration of wakefulness timed from 
the point at which the recording had been terminated). 
As the Figure shows, under these conditions, a 
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relatively abrupt transition in her clinical state 
occurred reliably after some nineteen to twenty hours 
of sustained wakefulness. In our view, non-specific 
factors are unlikely to exert so predictable an in- 
fluence. 

In addition, in the experiments from which these 
data are taken, we have commonly contrasted two 
conditions in counterbalanced order (e.g., A B B A). 
In one, the patient was woken after three hours of 
sleep and either kept awake (A), or allowed to 
return to sleep and to awaken at her normal hour 
(B). At 9 p.m., by which time she had been awake for 
different periods of time under the two conditions 
(approximately twenty and fifteen hours for con- 
ditions À and B respectively), improvement was noted 
only under the former condition. It is difficult to 
attribute the difference in outcome to non-specific 
factors since they are likely to have been common to 
both conditions. Rather, it appears that the difference 
is due to the fact that only under condition A was 
she awake long enough for recovery to occur. 

To date we have observed only one major departure 
from the relationship depicted in the Figure (below). 
When reversal of the sleep-wakefulness cycle was 
maintained beyond 24 hours, the patient both 
improved more rapidly than predicted, and relapsed 
Shortly afterwards. However, while unexpected, this 
sequence of events proved replicable. Thus, in sum, 
our experience suggests that, while not wholly 





CORRESPONDENCE 


predictable as yet, changes in this patient's clinical 
state are specifically related to the imposed modi- 
fications of the sleep-wakefulness cycle. 
J. B. KNowrxs 
S. SourHMAYD 
Department of Psychology, and 
Department of Psychiatry, 
Queen’ s University, 
Kingston, Ontario K7L 3N6, 
Canada 


Figure for letter from J. B. Knowles and S. Southmayd 
(see below) 
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brand of doxepin *Trade Mark 


Improves sleep...even before it 
lifts the patient's depression 


Sinequan is not an hypnotic but a sedative-antidepressant. 
Helps to relieve sleep disturbances due to depression while 
alleviating the underlying depression itself. Improves the quality 
and quantity of sleep...patients experience fewer awakenings... 
feel more rested in the morning. Can obviate the need for 
hypnotics.” 


па 75mg. capsule 
Шу dosage at bedtime 


Indications: depression with or without anxiety. Contraindications: glaucoma, urinary retention, hypersensitivity 
to the drug. Side effects: dry mouth and drowsiness are most commonly reported. Precautions: Sinequan may 
potentiate other compounds- e.g., monoamine oxidase inhibitors; not recommended in pregnancy or children 
under 12 years of age. Packs and Basic N.H.S. Cost: lómg capsules (PL. 57/5032), pack of 100, 2-42; 28mg. 
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Society, Boston, Mass. May 30th -June 1st 1972. 2. Modern Medicine (G.B.), September 1976. 


Further information on request to the Company. 
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Acomprehensive range of biofeedback instruments 
an effective aid in the treatment of | 
psychological and psychosomatic illness 

























Biofeedback involves the use of sensitive electronic instru- *T100 temperature monitor for application in 
ments which detect and feed back information on physio- migraine, anxiety and circulatory disorders 
logical functions of which the patient is not normally si 
aware, This information, available in an auditory or visual ee sand iM En application 
form, enables the patient to learn conscious control of the | А 
physiological functions associated with many disorders. *HR100 heart rate monitor for use in the treatment of 


Biofeedback Systems markets a range of instruments hypertension and cardiac arrhythmias. 

covering the major feedback modalities, which are +01120 digital integrator for use with the EMG120. 
functionally engineered to the highest specifications. They : A ; 
all conform to HTM8 electrical e standards, the only For further information about the instruments and for 
units to meet this requirement, and are backed by a comp- “tails of books and tape cassettes on biofeedback, 
rehensive five year guarantee. Supplied to more than 250 Please contact: Biofeedback Systems Limited, 
hospitals and universities in the U.K., they are reliable and 6 Lower Ormond Street, Manchester M1 БОЕ. 

flexible in use, Tel: 061-236 1283 


The 80 SERIES are designed for ambulatory use outside 

the clinic, being small, easy to operate and battery- Name 
powered. The 100 SERIES are for routine clinical appl- 

ication with portability ensured by compact size and 

single battery operation. Each unit incorporates feedback Address 
facilities appropriate to the modality, with auditory 
feedback through an internal speaker and visual feedback 
through а panei-mounted meter. The mains-operated 120 
SERIES with unsurpassed feedback, data collection and 
output facilities are suited for use in the most demanding 
research and clinical applications. 



























*SCL80 SCL 100 skin conductance monitors for use in 
anxiety reduction, phobias and stress-related disorders. м 


*EMG80 EMG100 ЕМС 120 electromyographs for use 


отан сш therapy, tension headache and muscular Biofeedback Systems Ltd 
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` The addition of Disip to to bhënothiazine therapy enables optimum therapeutic: 
“without unacceptable side effects. Disipal also elevates the patient's mood, thus relieving the depression so 


often associated with majortranquillizer therapy. 


Drugofchoice |; 
Followinga three month double blind crossover trial, the authors concluded thar, orphenadring | is the drug 


“of choice in the treatment ofdrug-induced extra-pyramidal reactions and ce 


Increased response 
х Furthermore, the authors postulate that“the introduction of orpheradrine in the: treatment ofá patient whose 
pesponseto pheriorhiazines i is not maintained, might well result in farther benefit?! 


For patients on major tranquillizer therapy 
Disipal 

* controls qu reactions 

ж elevates patient mood. 


E: Cagstick N. Lut Med. Res, 1976,8 (6) 435, Disipal, orphenadrine hydrochloride B.P, а cegistentd trade mark, 
Full i prescribing: information on request from- 


Great Britainia 


Brotanes House, Pyrtote Road West Вуда Meyeriga, Surey KT 14 GRA 
паво Byleat 46828740701 Telex € 
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ST. ANDREW'S HOSPITAL, NORTHAMPTON 
PRIVATE PSYCHIATRIC CARE—A COMPREHENSIVE FACILITY 


St. Andrew's aims to provide the best in psychiatric care in a comfortable and relaxed 
environment, Staffed by nine full-time Consultant Psychiatrists, three Clinical Psychologists and 
with a full complement of skilled nursing and rehabilitation staff, the hospital offers a broad range 
of psychiatric treatments. Care is provided on a short, medium and long term basis and the 
following specific units are available: | 


SHORT TERM ACUTE TREATMENT 

ALCOHOL TREATMENT 

BEHAVIOUR MODIFICATION 

DAY HOSPITAL 

PSYCHOGERIATRIC 

PSYCHOTHERAPY 

BRAIN DAMAGE AND EPILEPSY INVESTIGATION 


Out-patient facilities are available at the hospital, at 148 and 152 Harley Street, London W.1.. 
Oxford and Bedford. 


St. Andrew's is an Independent Hospital and subscribers to the main Private Contributory 
Schemes may claim benefits within the terms of these schemes. 


Further details and brochures may be obtained from the Medical Director, 
St. Andrew's Hospital, Northampton. 
(Telephone 0604-2131 1). 


The Retreat, York 


for Psychiatric Illnesses 















Founded in 1792 by the Quaker, William Tuke, who established the tradition of concern 
for patients as individuals. The Retreat is a 250 bedded private registered nursing home 
surrounded by extensive grounds on the outskirts of the historic City of York. It is easily 
reached by rail and motorways. 







Care and treatment is offered for most types of psychiatric illness on the short or long 
term in a sympathetic and friendly atmosphere. Patients suffering from neuroses, | 
psychoses, alcoholism and dementia are treated in surroundings suitable for their indivi- 
dual needs. 






The Nursing Home is a registered charity and is able to offer inclusive care in shared 
accommodation from £13.85 per day or in single rooms at slightly increased charge. The 
Nursing Home is recognised by the main private patient schemes. 








For further details apply to The Medical Director, The Retreat, York YO1 5BN 
(Telephone 0904-54551). 
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BOWDEN HOUSE CLINIC 


Harrow-on-the- Hill, Middlesex 
Tel: 01-864 0221 
Only 20-25 Mins. from London 
via. Westway Extension 


Founded in 1911 by Dr. Н. Crichton- Miller 


Á non-profit making Charity outside the National 
Health Service 


A private clinic (all patients having single rooms) for 
the treatment’ of. patients. suffering from neuroses, 
early psychoses, psychosomatic disorders, drug 
addiction and alcoholism. 
Treatment is supervised by experienced psychiatrists 
whose services are inclusive in the patients’ fees. 


A full physical examination and pathological investi- 
gations are made in the first week. 
Facilities are also available to Consultants wishing to 
treat their own patients independently. 


Apply for details: Administrative Secretary 
Applications for admission to the Matron 





NEW Mk.4 E.C.T. APPARATUS: 


DUOPULSE, ECTONUSTIM, 


ECTONUS & ECTRON 


Also 


SOMLEC 
ELECTRO SLEEP APPARATUS 


Send for full details 


ECTRON LTD. 


KNAP CLOSE, LETCHWORTH, HERTS. 566 IAQ 


ENGLAND 


Telephone: LETCHWORTH 2124 — Cables; ECTRON LETCHWORTH 





ST. ANDREW'S HOSPITAL 
NORTHAMPTON 


GROUP PSYCHOTHERAPY 
UNIT 


The Group Psychotherapy Unit is amongst an 
increasing range of specialised facilities offered by St. 
Andrew's Hospital. It is run by two Consultant 
psychiatrists, assisted by a Nurse Therapist and an 
Occupational Therapist, and has now been open for a 
year. 


We have found that with an intensive approach of 
daily interpretative groups, social skills training and 
art and drama therapy, encouraging results can be 
obtained in ten to twelve weeks’ in-patient or out- 
patient treatment. This is helped by the friendly, non- 
institutionalised atmosphere of the hospital. 


Applications for admission should be made to the 
Medical Director, St. Andrew's Hospital, 
Northampton. (Tel. No. 0604-21311). 

[S 
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A restless mind in an overtense 
body, fretting the wakeful hours away. 


"Cycles of mental and physical 
tension, setting up barriers to natural 
drowsiness. 






unwind into. na те еер 





first step to restoring s e 


Formula Each tablet contains 200 mg chlormezanone. Indications For the treatment of minor tension and anxiety states pre- 
menstrual tension and painful conditions involving skeletal muscle spasm. Dosage Dosage should be а usted to the pat ents 
needs and response, up to a maximum of 800 mg daily. For patients suffering from гт ular tension or anxiety wt nts 
sleep, a usual dose of two tablets at night is recommended. For daytime sedation, the usual dose is one tat three times a 
day. Safety Factors Trancopal may cause minor side effects such as drowsiness, dizziness and drying of the mouth. Ambulant 
patients who experience drowsiness should not drive or operate machinery The sedative effect may be potientated by alcohol 
and other tranquillisers, particularly phenothiazine compounds. Trancopal should not be used with monoamine oxidase inhibitors 
Presentation Bottles of 60 tablets. Basic N.H.S. Cost One weeks treatment (2 tabs nocte) 59p. Trancopal is a registered trade 
mark. Full prescribing information is avaiable on request from- Winthrop Laboratories, Surbiton- -upon Thames, Surrey. KTE 4PH 
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UNIVERSITY OF CALIFORNIA, LOS ANGELES 


DELLA MARTIN CHAIR IN PSYCHIATRY 


UCLA School of Medicine seeks appropriate candidates for the Della Martin 
Chair in Psychiatry, newly endowed Professorship for distinguished academic 
psychiatrist (English-speaking, eligible California licensure) committed to 
research especially on major mental illnesses of adolescents and young adults. 


Equal opportunity affirmative action employer. Send curriculum vitae, letter 


discussing career goals, five references to: 


Arnold B. Scheibel, M. D. 


Chairman 


Della Martin Search Committee 


760 Westwood Plaza 


Los Angeles, California 90024 


USA 





ST. ANDREW'S HOSPITAL 
NORTHAMPTON 


PRIVATE TREATMENT OF 
ALCOHOLISM 


Our well-established alcoholism treatment unit offers 
intensive resident therapy in pleasant surroundings, 
first-class accommodation, a friendly, relaxed 
atmosphere and at a reasonable cost. 

The programme includes group therapy, social 


skills training, educational films, videos and discus- . 


sions, together with a comprehensive range of recrea- 
tional facilities catering for men and women of all 
ages. 

Staffed by a Consultant Psychiatrist, Psychologist, 
and specially trained Nursing Staff, the unit is readily 
accessible from all parts of England and Wales. 
Regular follow-up groups take place in London and 
the Midlands. 


Further details may be obtained from: 
the Medical Director, 

St. Andrew's Hospital, Northampton NNE SDG., Tel. 
Northampton (0604) 21311. 
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af 


PSYCHIATRY 
Post Doctoral Fellowships 
The Missouri Institute of Psychiatry in St. Louis invites applications 
to its Psychiatric Post-Doctoral Fellowship Program. A university 
based, multidisciplinary, psychiatric, educational and research center, 
the Missouri Institute of Psychiatry is also affiliated with several State 
Department of Mental Health and community hospitals. Qualified 
faculty and all fellows receive appointments in the Department of 
Psychiatry, University of Missouri-Columbia, School of Medicine. The 
Post-Doctoral Program offers 2-3 years of post residency clinical 
experience and research-oriented training in the areas of 
Psychobiotogy and Mental Health information Systems. A fellowship 
in Administrativa Psychiatry is also available. Clinical and basic 
science research training is under the guidance of internationally 
recognized experts in psychopharmacology, biochemistry, 
neurophysiology and computer applications, backed by outstanding 
library facilities, Selaries-827000. For further information, interested 
physicians who have completed a Residency or equivalent in 
Psychiatry or Neurology (overseas applicants should have V.OLE.] 
should write: 


John Barton, M.D. 
Department of Psychiatry 
University of Missouri-Columbia 


School of Medicine J 
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Review Article 


Assessment of Familial Risks in the Functional Psychoses 
and their Application in Genetic Counselling 
By D. W. K. KAY 


Now that the evidence for genetic factors in the 
major psychoses is very strong but still essentially 
circumstantial (what is transmitted is unknown), 
there is a danger that myths about the non- 
existence of mental illness may be replaced by 
equally misleading myths about its inheritance. 
The need for genetic counselling is therefore 
likely to increase (counselling is advice given as a 
result of consultation). Admittedly, the literature 
on counselling in mental illness is scanty, the 
author’s own experience slight, and the public 
demand small. Reed (1972) stated that less than 
| per cent of the 3,000 cases seen at the Dight 
Institute over 20 years were concerned with 
schizophrenia. Nevertheless, it is probable that 
much unrequested and ill-informed advice is 
being given. 

Reed (1972) described four particular situ- 
ations in which genetic counseling may be 
requested: (1) in adoption cases; (2) to review 
the desirability of parenthood when one parent 
is psychotic; (3) in cases of morbid jealousy, to 
prove paternity; and (4) by relatives asking for 
the evidence for heredity in mental illness and 
for estimates as to its importance. 

For the present purposes, I shall assume that 
the consultands consist of a young couple, one 
being in remission from a psychotic illness, who 
are seeking to make a rational decision about 
parenthood. (The consultand in this case is the 
person for whom information is being sought 
about the chances of illness in his or her future 
progeny). 

The counsellor's role is not to arrive at 
decisions himself, but to inform, explain, 
discuss and support. He needs to clear up gross 
misconceptions as well as to interpret the risks in 
terms of ordinary experience. The couple may 
ask him what they can do to reduce the risk, or 
what is his opinion on the changes in treatment 


and prognosis which may have occurred by the 
time the child has grown up and entered the 
period of risk. He may have to discuss alter- 
natives to child-bearing, such as adoption, 
family planning, termination of pregnancy or 
sterilization, and to deal with the emotional 
issues involved (Kallmann, 1956; Rainer, 1975). 


General Considerations 
Heritability and mode of transmission 


One might suppose that knowledge of the 
mode of transmission and heritability of a trait 
would be highly desirable if not essential in 
genetic counselling. (Heritability is the pro- 
portion of the total variance of a trait which in a 
given population is due to genetic variance). 
However, in conditions with unknown and 
possibly complex modes of inheritance, there 
may be enormous differences between estimates 
of heritability obtained from assumptions of a 
single gene or a polygene model, and these in 
turn generate very different estimates of the risk 
to progeny (Feldman and Lewontin, 1975). 

Another difficulty is that in the single major 
locus (SML) model there are an infinite number 
of (internal) parameter sets, or solutions which 
give rise to the same estimated frequencies in 
relatives (James, 1971). And in practice it is 
often very difficult to make the distinction 
between SML and multifactorial (MF) models 
solely on the basis of frequencies in relatives. 
Because of these and other problems, as Feldman 
and Lewontin (1975) point out, heritability 
estimates are rarely used in genetic counselling, 
and when good empirical data are available (as, 
for instance, is the case in diabetes mellitus and 
coeliac disease) predictions based on them may 
be preferable to those derived from an inferred 
complex genetic model. 
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In disorders in which more than a single 
threshold can be identified, however, both SML 
and MF models (Kidd and Cavalli-Sferza, 1973; 
Reich et al, 1972), can provide a unique ‘best 
fit? set of parameters and these allow expected 
prevalences in relatives to be tested against the 
observed risks. 

The concept here is of a varying liability to a 
disorder, continuously distributed throughout 
the whole population. Gershon et al (1975b) 
applied these models to data obtained about 
affective disorders in the Jewish population of 
Jerusalem (Gershon et al, 1975a) on the hypo- 
thesis that bipolar (BP) and unipolar (UP) 
illnesses represented different thresholds on a 
continuous scale of liability (BU > UP) to affec- 
tive disorder. They found that both SML and MF 
models generated solutions which fitted their 
data, and that neither could be ruled out, in 
contrast to the currently favoured view that 
BP and UP illnesses are genetically distinct 
disorders and not merely different in degree of 
severity. In this article, the risks for BP and UP 
illness are given separately without implying 
that their separateness is regarded as proven. 


Empirical risks and selection of probands 


As genetic counsellors we have, therefore, to 
fall back on empirical morbidity risks. These 
have been generated by large-scale family 
studies by investigators who, in the hope of 
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working with genetically homogenous condi- 
tions, have selected groups of probands who are 
clinically typical of the disorder being studied 
(probands are the affected individuals through 
whom the existence of a family with the disorder 
is brought to attention). With this method, 
schizophrenia and manic-depressive disorder 
have been found to ‘breed true’, with little 
tendency for both to appear in the same 
families. But when unselected pairs of relatives 
both of whom have been in hospital for psychosis 
are studied, the diagnoses have been discordant 
(one schizophrenic, one affective) in 30 per cent 
of pairs (Odegard, 1963; Tsuang, 1967). 

This suggests that there is a group of condi- 
tions which spans the area between chronic 
schizophrenia and typical manic-depressive 
illness. Kendell and Gourlay (1970) were, in 
fact, unable to discriminate clearly between 
schizophrenia and affective psychoses from an 
analysis of symptomatology and historical data, 
and Tsuang (1967) noted some striking resem- 
blances in symptomatology between related 
pairs even when their diagnoses were different. 
For this reason it would be desirable to obtain a 
full description of the consultand's illness, and 
not rely only on a diagnosis. The middle ground 
is occupied by the group of psychoses variously 
called atypical, reactive or schizoaffective. 
Table I (Ødegård, 1972) shows how the 
diagnoses in the psychotic relatives vary when 
probands with atypical conditions are included. 


Tase I 


Diagnostic distribution of index patients and their psychotic relatives 








Diagnosis of psychotic relatives 











No. of! Мо. of 
Patients with index psychotic Reactive Affective 
patients relatives Schizo- psychoses psychoses Total 
phrenia (per cent) 

Schizophrenia 1,205 656 65 16 19 100 
with severe defect at follow-up 233 109 78 7 15 100 
with slight defect 654 368 70 16 14 100 
without defect 318 179 46 23 31 100 

Reactive psychosis 278 82 28 48 24 100 

Atypical psychosis 96 39 36 28 36 100 

Manic depressive psychosis 99 47 19 il 70 100 

All psychoses 1,678 824 57 20 23 100 





1 Number at risk not known. After Odegaard (1972). 


From Kaplan, A. R. (1972) Genetic Factors in Schizophrenia. Courtesy of Charles C. Thomas, Publisher, 


Springfield, Illinois. 


8 Win: 


Assessment of Empirical Risks 


To return to our consulting couple, one 
would need to raise questions in five areas 
beforé the magnitude of the risk to an offspring 
and the weight of the burden incurred if he 
became ill could be adequately assessed. 


D, W. К. KAY 


TaBe II 
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Question 1 The nature of the proband's 
illness 


In line with what has been said above, the 
psychosis in the proband, who in this case is one 
of the consulting couple, will be discussed under 
the headings Affective, 


Schizophrenic and 


Morbidity risks for unipolar (UP), bipolar (BP) and all affective disorders in first degree relatives 


or probands with unipolar or bipolar illnesses 












































General 
Probands with population 
Unipolar illness Bipolar illness Lifetime 
MR% MR% MR% 
At UP At UP 
risk UP ВР + risk UP ВР + UP BP 

| (BZ) BP (BZ) BP 
Stenstedt (1952) 432w 10 2 12 56v 8 5 13 
Perris (1966) 5705 7s 0.4 8 509 0.61 11 11 
s » 142 0.4 15 Е 92 п 20 
Angst (1966) 3415 11 0.3 11 160 142 4 18 
Winokur et al (1969, 1971) 4045 16 —4 16 199: 24 п 35 

2 855 23e  —4 235 1205 28 14 425 
Goetzl et al (1974) = — — 14% 21 4 25 
Helzer апа Winokur (1974) 131" 12 5 175 

Mendlewicz and Rainer (1974) — — — — 5855 21 18 395 
Gershon et al (19752) 965 1l 2 13. 3418 7 4 11 
& 5 166 2 18 > 146 4 18 
Videbech (1975) 596s 51 2 7 3617s 21 8 11 
» 35 93 2 11 53 63 8 14 

x y; 19 2 2 „ 15 9 241 

James and Chapman (1975) 2655 13 6 20 1.0-2.0 0.2-0.3 





1 Three separate episodes of depression. 

2 All depression-only illnesses, plus suicides. 

3 All depression-only illnesses, not suicides. 

4 Probands having a manic relative were excluded from this series. 
5 Family study method (personal interview). 


$ Includes ‘related disorders’. 
7 Includes suspected cases. 


w = Weinberg’s abridged method; $ = Strómgren's method. (See Reid, D. D. (1960) Public Health 
Papers No. 2, Geneva, WHO, for an account of these methods. With Strémgren’s method the risks tend to be 
slightly higher than with Weinberg’s method.) 
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Atypical. In fact, a number of studies have been 
carried out in the hope of clarifying the genetical 
relationships between the three groups. 


(1) Affective disorders 

The work of Leonhard et al (1962), Perris 
(1966) and Angst (1966) in Europe and of 
Winokur and colleagues (Winokur and Clayton, 
1967; Winokur et al, 1969, 1971) in the USA is 
mainly responsible for the current practice of 
subdividing the affective disorders into bipolar 
(BP) and unipolar (UP) forms. The former 
corresponds to the traditional circular type of 
manic-depressive disorder, but usually in- 
cludes patients with manic attacks only; and the 
latter corresponds to the depressed type of 
manic-depressive disorder and includes endo- 
genous depression and involutional melancholia. 

The reported risks in relatives for all forms of 
affective disorder fall for the most part (Table II) 
within the range 11-16 per cent for relatives of 
UP probands and 11-25 per cent (ie generally 
somewhat higher) for relatives of BP probands. 
The differences between authors probably 
result in part from the definitions used, in part 
from the methods of study. Winokur's criteria 
for BP illness (Winokur et al, 1969) for instance, 
was the occurrence of an attack of mania, while 
Perris (1966) required both an attack of mania 
and one of depression. UP illness, was diagnosed 
by Winokur et al (1971) when there had been 
one or more attacks of depression only, without 
any manic attacks, but Perris (1966) required 
three separate episodes of depression without 
mania; depressions with fewer than three 
episodes were assigned to a group of ‘unspeci- 
fied' affective disorders. Similar criteria were 
applied to the relatives. 

Some authors give the higher risks obtained 
when ‘suspected’ cases (Videbech, 1975), 
‘related disorders’ (Gershon et al, 1975a) or 
suicides (Angst, 1966) are included. The use of 
the ‘family study method’ also produces higher 
risks (Winokur et al, 1969, 1971). (In this 
method risks are calculated only for the group of 
relatives who have been personally interviewed). 
Other authors use the method in part but do not 
report the results separately (Gershon et al, 
1975a; Helzer and Winokur, 1974). The high 
risks obtained by Goetzl et al (1974) were based 
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on relatives! replies to mailed questionnaires. 
Gershon et al (1975a) relied on the strict 
criteria of Feighner e¢ al (1972) which may 
account for their somewhat low figures (13 per 
cent for UP and 11 per cent for BP probands). 
However, the overall prevalence of ‘affective 
and related disorders’ in this study was about 
18 per cent in the relatives of both types of 
proband. 

As Table II shows, the overall risks for 
affective disorders in relatives are usually, but 
not invariably, found to be higher when the 
proband illness is BP than when it is UP. An 
important question is whether these types 
‘breed true.’ In Perris’s (1966) study the risk of 
UP illness in the relatives of BP probands was 
only 0.6 per cent according to his preferred 
criteria, and when Videbech (1975) used the 
same criteria he also found a low risk. But when 
other depression-only illnesses were counted, the 
risks in both studies increased considerably 
(Table II). In fact, higher risks for UP than for 
BP illness have been found in the relatives of BP 
probands by other authors. All studies agree, 
however, that BP illness is rare in the families of 
UP probands, à consensus which has caused 
some authors to regard the occurrence of a case 
of BP illness in the family of a proband with UP 
illness as evidence that the family illness was BP 
(Cadoret, 1976). 'The value of this procedure in 
predicting the risk to the offspring of probands 
whose own illnesses are UP has not been studied. 

The risks shown in Table II are those for all 
first-degree relatives, and not just for offspring. 
In fact, the very prolonged risk period (15 to 
70 years or later) for affective (specially UP) 
illness makes the calculation of the true age- 
corrected population at risk (the Bezugsziffer, 
BZ) particularly uncertain in the case of off- 
spring. The older data, however, indicate that 
the risks in parents, sibs and offspring of pro- 
bands with ‘manic-depressive’ disorder are 
similar, the median risks derived from various 
investigations being 10-11 per cent for each 
class of relative (Zerbin-Rudin, 1967). Of 
course, the real meaning of the ‘risks’ conveyed 
to the consultands should be made quite clear. 

In considering the risk to a proband's relative 
one must take account of how the probands 
themselves in any relevant study were selected. 
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For instance, one could not apply the figures 
given by Winokur and associates (Winokur et al, 
1969, 1971) if our prospective parent's illness 
had occurred in a setting of bereavement or a 
serious physical illness or if he was taking drugs 
known to cause depression, or abusing alcohol 
or drugs, or if the symptoms appeared to be 
secondary to another psychiatric illness, includ- 
ing neurosis. The Winokur data are valid only 
for ‘primary affective disorder,’ and risks in 
relatives of cases with ‘secondary affective 
disorders’ have not been reported. Accordingly, 
relatives of patients with a depressive or manic 
affect accompanying, for instance, hysteria 
anxiety neurosis or alcoholism as the primary 
condition cannot be assumed to run exactly the 
same risk of developing affective illness as those 
of Winokur’s probands. According to Wood et 
al (1977) only 45-50 per cent of randomly 
selected in- or out-patients with affective 
disorders are suffering from primary disorder. 
Other recent investigators have generally fol- 
lowed Winokur’s criteria or those devised by 
Feighner et al (1972). 

The main difficulty in applying these criteria 
in any particular case would seem to be in 
deciding whether the affective symptoms are or 
are not ‘secondary’ to a neurosis or to alco- 
holism. Cases of neurotic depressive reaction are 
included in the primary category, but, pre- 
sumably, neurotically depressed patients would 
often be ruled out of the primary category 
because of the pre-existence of neurotic illness 
often arising presumably on the basis of a 
markedly anxious or obsessional personality. 
However, since many patients who are diag- 
nosed as unipolar also have anxious or 
obsessional personalities (Gittleson, 1966; Vide- 
bech, 1976) the line of demarcation between 
primary and secondary affective disorder would 
not always be clear cut. In the case of alco- 
holism, a difficulty would be that alcoholism 
sometimes seems to be an ‘equivalent’ of, or 
substitute for, affective illness (Winokur et al, 
1971). 


(2) Schizophrenia 

It must be borne in mind that probands with 
conditions such as paranoia, late paraphrenia, 
or involutional psychosis would not have been 
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included in the family studies of schizophrenia. 
The morbidity risks in the first-degree relatives 
in such cases are, in fact, consistently found to be 
lower (3—5 per cent) than estimates for relatives 
of typical schizophrenics obtained from pooled 
data (9-12 per cent) (Zerbin-Rudin, 1967). 
Much more important however, is the existence 
of a group of symptomatic schizophrenias which 
arise on an organic basis (Davison and Bagley, 
1969). The best established examples are the 
schizophrenia-like states associated with tem- 
poral-lobe epilepsy (Slater and Glithero, 1963), 
the amphetamine psychosis, psychoses following 
penetrating head wounds, and those associated 
with chronic alcoholism, myxoedema, perni- 
cious anaemia, Huntington’s chorea, and 
possibly deafness (Cooper et al, 1974). Twin 
studies (Gottesman and Shields, 1972) also 
have suggested that schizophrenia on an organic 
basis may occur in a person who is not otherwise 
specially predisposed. So far as genetic coun- 
selling is concerned, it is essential to recognize 
such cases, because the expectation of illness in 
the relatives is probably no higher than in the 
general population (ie 1-2 per cent). 

Recent studies concerned with psychopatho- 
logy in the offspring of schizophrenic parents 
are summarized in Table ПІ, The risks for 
schizophrenia (uncorrected for age), when one 
parent is schizophrenic, range from 6-11 per 
cent, or if borderline states are included 
(omitting Schulsinger’s data) from 7-16 per 
cent. With age correction, the risks for schizo- 
phrenia alone increase to 10.5 per cent (Reisby, 
1967), 17 per cent (Heston, 1966), and 17 per 
cent (Schulsinger, 1976). There are also some 
cases of suicide, 10 in all in the pooled data, 
equivalent to a rate of 1.5 per cent. 

The rates for borderline states (Column 2, 
Table III) vary widely, and one investigation 
cannot easily be compared with another. 
Internal comparisons between the control and 
experimental groups of each author are, how- 
ever, possible. Schulsinger's (1976) unusually 
large percentage in this category (32 per cent) 
included ‘pseudoneurotic’ and 'pseudopsycho- 
pathic’ disorders, as well as schizoid and 
paranoid personality, and conditions which 
showed ‘discreet signs of thought disorder, 
anhedonia and micropsychotic symptoms.' Alco- 
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hol and drug abuse, which were much commoner 
in the offspring of the schizophrenic mothers, 
may have contributed to the occurrence of the 
micropsychotic symptoms. In the study of 
Rosenthal et al (1971) the conditions included 
under this heading were restricted to borderline 
schizophrenia or borderline schizophreniform 
psychoses. 

It is still harder in the case of the personality 
disorders subsumed under column 3 (Table III), 
to know if different investigators are comparing 
like with like. Heston (1966) and Bleuler (1974) 
both found that these disorders were signi- 
ficantly more common in their experimental 
than in their control groups, but neither 
Schulsinger nor Rosenthal et al (1971) demon- 
strated significant differences. The Rosenthal 
data refer only to disorders thought to fall 
within the schizophrenic spectrum. (The ‘spectrum’ 
comprises schizophrenia and other psycho- 
pathological conditions supposedly related to it 
biologically). The risk of a spectrum disease 
(Column 4, Table IT) in that study is 28 per cent 
in the experimental and 18 per cent in the 
control group (P > 10). In three of the other 
five studies, about one quarter of the offspring of 
schizophrenic parents also suffered from con- 
ditions falling into the broad category of 
schizophrenia plus non-neurotic personality 
disorder (Table ПІ), but they are probably not 
identical with Rosenthal's spectrum group. In 
fact, there is evidence that some non-psychotic 
disorders in the offspring of schizophrenics are 
related to abnormalities in the co-parents, and that 
the abnormalities in the co-parents in the 
Danish-American adoption study are different 
from those found in the co-parents in the other 
studies (see section on assortative mating, and 
Table VI). 

The generally high rates recorded by Schul- 
singer may be partly due to the author’s wish, 
in her study of high-risk and low-risk children, 
not to overlook anybody with even minor signs 
of schizophrenia-like psychopathology (Schul- 
singer, 1976). 

The results of Schulsinger and of Heston 
disagree about the relative frequency of neurotic 
disorders in the offspring of schizophrenic and 
controls, while Heston’s findings of a markedly 
high prevalence of mental deficiency in the 


391 


former is not borne out in any of the later 
studies. As regards affective psychoses, these 
appear to be rare, but the offspring would not 
yet have passed through the greater part of the 
risk period for these disorders. 


(3) Atypical psychoses 

Clinically, it is usually the mixture of schizo- 
phrenic and affective symptoms, or the presence 
of a precipitant with signs of clouding of 
consciousness without an organic cause, that 
constitutes the departure from the ‘typical.’ In 
either case, the onset is nearly always acute and 
the outcome favourable. Genetically, these 
psychoses might be supposed to be either 
schizophrenic or affective, or they might be due 
to the presence of both genotypes. Alternatively, 
they might be independent entities; or, fifthly, 
they might be a genetically heterogeneous 
group. 

The actual data, summarized in Table IV, 
give some support to four of these possibilities. 
Only the view that they are ‘mixed’ psychoses 
with both schizophrenic and manic-depressive 
heredity seems to be unlikely (McCabe, 1975). 
Otherwise, the connection with schizophrenia 
appears to be the weakest. Only Angst (1966) 
and Mendlewicz (1976) found some increase in 
risk of schizophrenia in the relatives of their 
atypical probands. On the other hand, there 
is a general consensus, with the exception of 
Perris (1974), that affective disorders are 
common, though not as common as in relatives 
of probands with affective disorders. Perris 
(1974) concluded that ‘cycloid psychoses’ were 
an independent entity, and McCabe and 
Strómgren (1975) and McCabe et al (1971) 
also found an increase of homologous types 
of illness in relatives of probands with reactive 
psychoses and with 'good prognosis schizo- 
phrenia’ respectively. However, the data of 
Angst (1966) and of McCabe et al (1971) are 
also in keeping with some degree of genetic 
heterogeneity. 

To some extent these discrepancies may 
reflect differences in criteria of selection. For 
instance, McCabe et al (1971) included pro- 
bands who had had previous episodes of mania 
or manic-depression, while in the study by Mendle- 
wicz (1976) the presence of at least one schizo- 
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ТавіЕ IV 
Atypical psychoses 
Class of Relatives with 
relative 
Author Probands' illness and no. Atypical 
at risk Schizo- psychosis Affective Total 
(BZ) phrenia ete disorder 
Morbidity risks % 
Angst (1966) Mixed manic- 1901 
depressive psychoses sibs 10 5 5 19.5 
McCabe et al (1971)? Good prognosis 331 
schizophrenia sibs 3 6 15 24 
McCabe and Strémgren Reactive psychoses 671 
(1975)4 sibs 1.5 12 6 19 
Perris (1974) Cycloid psychoses 264.53 1 11 
1° те], 0.8 9 (4.5)? (14.5)? 
Tsuang et al (1976)5 ‘Atypical schizophrenia’ (85)8 
sibs 1 — 7 8.5 
Schizophrenia (200)8 1 — 2 3 
Affective disorder (325)8 
sibs 0.6 — 8 8 
Mendlewicz (1976)5 Schizo-affective illness (45)8 
1° rel. 1144 — 364-5 47 
Schizophrenia (45)8 
1° rel. 1742 == 94-4 26 
Bipolar illness (45)8 
1? rel. 1.4.1. — 414-4 42,4 
Unipolar illness (45)8 
1° rel. — 29--6 32 





1 Risk-period 15-60. 


2 See McCabe and Cadoret (1976). 

3 Family history method mainly. Risk-period 15-50. 

5 Family histories and review of Central Psychiatry Registry -- partial family study. Risk-period 15-60. 

5 Case-record study. Method of calculating risks not stated. 

9 All available relatives personally interviewed without knowledge of diagnosis of proband. Risk-period 
15-70. Probands with schizophrenia, bipolar and unipolar illness matched for age/sex with schizo-affective 


probands. 
7 Includes suicides. 


8 Refers to number of probands. 


phrenic episode on a separate occasion, as well as of 
manic or depressive episodes, was required for 
the diagnosis of schizoaffective disorder. 
McCabe and Strémgren (1975) excluded 
probands with previous BP type illness; their 
reactive psychoses were defined as psychoses with 
acute onset coinciding in time with the occur- 
rence of an emotional trauma, which coloured 
the content of the illness. There was often 


clouding of consciousness and good preservation 
of personality and affect; first-rank symptoms of 
schizophrenia were rare. These authors recog- 
nized three subgroups: emotional syndromes, 
mostly depressive; acute paranoid reactions; 
and confusional syndromes; but they did not 
report the risks separately. 

Tsuang et al (1976) made a case history study 
which produced lower risks. Their probands had 
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a chart diagnosis of schizophrenia, but did not 
fulfil strict criteria for this diagnosis because the 
illness was of short duration and of remitting 
course or showed marked affective sympto- 
matology. One of the conclusions was that the 
presence of strong manic colouring in patients 
with some schizophrenic symptoms should make 
one cautious before diagnosing a schizophrenic 
illness. 


Perris's (1974) ‘cycloid psychoses’ seem to have 
formed only about 5 per cent of all his BP-UP 
cases (Perris, 1966). 'They are not to be con- 
fused with cyclic manic-depressive illness. The 
main features are the presence of affective 
symptoms, varying degrees of confusion, psycho- 
motor disturbances, frequent but transitory 
delusions and hallucinations, pananxiety, and 
occasionally states of ecstasy. The picture varies 
within and between episodes. When there are 
recurrent episodes, which is the rule, the 
intervals are completely symptom-free. The 
most striking feature is the acute onset—within a 
matter of 24 hours—in 87 per cent of episodes. 
Hardly any cases of schizophrenia or bipolar 
affective illness were found in the first-degree 
relatives, but there were 25 cases given the 
same diagnosis as the probands. There were, 
however, also nine cases of suicide. The mode of 
transmission, as inferred from ancestral line 
research, was probably dominant. 


In conclusion, similar psychoses tend to recur 
in the offspring (and sibs) of probands with 
schizophrenic, bipolar (BP) or unipolar (UP) 
disorders of fairly typical kind. The frequency of 
recurrence reaches some 10-20 per cent by the 
time the full period of risk is completed* How- 
ever, of the affected offspring of BP probands, 
probably fewer than half will ever suffer from a 
BP illness themselves, the majority having UP 
or unspecified depressions, or comitting suicide 
without a diagnosis having declared itself. In the 
families of chronic schizophrenics there is an 
increase both of schizophrenia and probably also 
of borderline states, but the nature, rate of 
occurrence and origins of other psychopatho- 


* 'This compares with a lifetime risk for affective dis- 
order of about 1.2 per cent for males and 2.2 per cent for 
females (James and Chapman, 1975), and of 1.0-2.0 per 
cent for schizophrenia (Slater and Cowie, 1971). 
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logical states require further study. As regards 
the atypical psychoses, affected relatives tend to 
have either similar disorders or else to suffer 
from affective psychoses, and chronic schizo- 
phrenia rarely occurs. 


Question П Special Features of the Illness 
(1) Severity, course and outcome 

Is the course and outcome of a proband's 
illness likely to be reflected in that of an affected 
relative? Twin studies. suggest that heritability 
is somewhat higher, and therefore that risks to 
first-degree relatives may be greater, in the 
more severe forms of both schizophrenia and 
affective disorder (Gottesman and Shields, 
1972; Bertelsen et al, 1977). Unfortunately, from 
the point of view of the genetic prognosis, good 
outcome, at any rate in schizophrenia, is not a 
consistent feature of familial cases. Larson and 
Nyman (1974), for instance, found no difference 
between the relatives of schizophrenic probands 
whether the outcome was good or bad. But 
Bleuler (1974) noticed that the course of the 
schizophrenic illness ‘tended to be more nearly 
similar’ between parent and offspring than 
between unrelated pairs, and that episodic 
illnesses, when followed by remissions, tended 
to occur in successive generations. 

Reisby (1967) concluded that offspring who 
developed severe or typical schizophrenia had 
had more prolonged contact with their psychotic 
parent than those who developed a milder or less 
typical form of illness, but Bleuler (1974) found 
little evidence that this factor was important. 
Although many of the children in Bleuler’s 
study suffered greatly in their home environ- 
ment, this was sometimes due to living with a 
cruel foster-parent or stepmother, and not 
necessarily with the ill patient. 

McCabe et al (1971), whose study was con- 
ducted blind, showed that the families of 
probands whose illness was of at least two years’ 
duration and who had failed to return to their 
premorbid level of functioning, contained more 
schizophrenia (13 cases), neuroses and overall 
illness, but less affective disorder (3 cases), than 
the good prognosis families (5 cases of schizo- 
phrenia and 14 of affective disorder). ‘Good 
prognosis schizophrenia’ was defined as an 
illness of less than six months’ duration with 
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absence ofa pre-existing psychiatric illness (other 
than affective disorder or good prognosis 
schizophrenia), and a good premorbid person- 
ality (good social functioning). Both types of 
illness showed characteristic schizophrenic 
symptoms, but (although not a criterion) all the 
good prognosis probands also had significant 
affective symptomatology. The authors point to 
the overlap between their concept of good 
prognosis schizophrenia and schizo-affective 
disorder; and Cadoret et a/ (1974) found that 
the good prognosis probands appeared to fit into 
2 subgroups similar in some clinical features to 
patients with UP and BP affective disorder. 


(2) Age of onset and subtype 

Probably, in general, the earlier the age of 
onset of illness in the proband the higher the 
risk in the relatives. As regards affective disorders, 
Hopkinson and Ley (1969) found that the risk 
was 29 per cent in first degree relatives of 
probands whose first affective illness occurred 
before the age of 40, and 12.5 per cent when the 
illness began after that age. In a study of 
unipolar illness (‘depressive disease’) by Wino- 
kur et al (1971), the risk among first degree 
relatives was 20 per cent when the onset in the 
proband was before 40 years, but only 14 per 
cent when the onset was after 40 years. In his 
study of involutional melancholia, Stenstedt 
(1959) found that the risk of all forms of 
affective disorder was only 6 per cent. 

A study of bipolar illness by Taylor and 
Abrams (1973) showed that probands with 
onset before 30 years had five times as many 
relatives with affective illness as those with later 
onset. In both this and Winokur’s study, early 
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onset in probands was associated with much 
alcoholism and sociopathy in the male members 
of the family. Because of this the term ‘depressive 
Spectrum disease’ was introduced to describe the 
unipolar, early-onset disorder. The late-onset 
disorder did not show this feature. Six separate 
studies of familial illnesses occurring in de- 
pressive disease subdivided according to age and 
sex, summarized by Cadoret (1976) support this 
distinction. Taylor and Abrams (1973): sug- 
gested that, like late-onset unipolar depression, 
late-onset unipolar mania may be distinct from 
other forms of manic-depressive illness. Geotzl 
et al (1974), however, did not find age-related 
differences in BP illness. 

The distributions of age of onset in BP and 
UP illnesses based on data from Winokur et al 
(1969, 1971), and for cycloid psychosis from 
Perris (1974), are shown in Table V. The 
cumulative percentages may be used to estimate 
approximately the proportion of the period of 
risk which a person has passed through. 

In schizophrenia too, the age of onset in the 
proband seems to influence the magnitude of the 
risks to the sibs and offspring. In the extreme 
case of the schizophrenia-like psychoses occur- 
ring in the elderly, the risk is only 3-5 per cent 
(Kay, 1963). Such cases are almost exclusively 
paranoid, and this subtype is of later onset than 
the non-paranoid types (Winokur et al, 1974; 
Fowler et al, 1975). Onset in the second half of 
life may be less unusual than is often supposed. 
In a study of a birth year cohort, Larson and 
Nyman (1970) found that 32 per cent of their 
153 probands had their first symptoms of overt 
schizophrenia after the age of 40 (Table V ). Of 
all the offspring born to their probands two- 











Taste V 
Cumulative risk in per cent for age of onset in unipolar and bipolar affective illnesses, atypical psychoses and schizophrenia 
N 10-19 -29 -39  -49 му .-69 79 
Unipolar! 100 19 39 54 73 87 96 100 
Bipolar? 150 29 57 79 91 98 100 — 
Cycloid5 60 17 53 82 95 100 v — 
Schizophrenia* 153 10 40 68 86 97 99 100 





? Winokur et al (1971). 


2 Data from Winokur et al (1969), Taylor and Abrams ( 1973) and Goetzl et al (1974). 


3 Perris (1974). 
4 Larson and Nyman (1970). 
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thirds were children of paranoid schizophrenics, 
whose mean age at onset of illness was 42 years 
(Larson and Nyman, 1973). 

In a study of paranoid and non-paranoid 
schizophrenics, Fowler et al (1975) confirmed 
the earlier work showing that the risk to 
relatives of paranoid probands was only half the 
risk to relatives of the younger, non-paranoid 
probands (7 vs 14 per cent). There was a 
significant correlation in age of onset between 
probands and relatives, but none as regards 
subtype (which seemed to exclude the possi- 
bility of genetic heterogeneity). Unlike earlier 
studies, which showed a modest degree of sub- 
type resemblance between related pairs, the 
relatives! illnesses were diagnosed blind. Tsuang 
et al (1974) concluded that the observed 
difference in morbidity risk between relatives of 
paranoid and non-paranoid schizophrenics is 
accounted for at least partly by age of onset 
differences. Age of onset may reflect degree of 
liability to the illness, but unfortunately few 
systematic attempts to link it with morbidity 
risks in relatives appear to have been made. 

In conclusion, an earlier age of onset in both 
affective disorder and schizophrenia is asso- 
ciated with higher risks and with earlier onset of 
illness in relatives. In schizophrenia the higher 
risk in non-paranoid compared with paranoid 
schizophrenia may be related to the generally 
lower age of onset in the former, but no de- 
finite conclusion about this question can at 
present be drawn. Generally speaking, the 
aspects of a schizophrenic parent's illness which 
are most likely to be replicated in that of his 
offspring seem to be the presence of marked 
affective colouring, and a remitting course. A 
biological affinity between some types of 
atypical psychoses, BP illnesses and so-called 
‘good prognosis schizophrenia’ has been postu- 
lated. 


Question Ш The Proband's Relatives 
Ideally, of course, the counsellor would like to 
have a complete dossier of the family histories 
(unlikely to be available except in Scandinavia) 
and also to be able to make a family study of the 
close relatives. In practice he is not likely to get 
more than a family history from the proband and 
one relative, supplemented by hospital records 
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when these exist, and Winokur et al (1969) have 
shown that information so obtained is con- 
siderably less complete and reliable than with 
the family study method. 

Psychiatric information about the close 
relatives would be important for several reasons. 
(i) The presence of one or more cases of the 
same illness would go far to establish that the 
illness in question was heritable, and not 
sporadic or symptomatic. (ii) Empirically, the 
presence of an affected relative in addition to the 
proband seems to increase the risk to other 
members of the family. (iii) The occurrence of 
BP illness in a relative of a UP proband would 
suggest that the family illness was bipolar and 
that the risk of BP illness in offspring would be 
increased. (Winokur et al, 1971; Taylor and 
Abrams, 1973). (iv) the presence of alcoholism 
(or sociopathy) in a male relative of a proband 
with early-onset affective disorder, of either 
type, might be regarded as an ‘affective 
equivalent’ rather than as an unconnected 
condition. (v) Finally, individual pedigrees may 
be scrutinized for the presence of inherited 
characters which might serve as ‘markers’ for 
the presence (or absence) of the gene causing the 
psychiatric illness. This will be discussed below 
in the section on X-linked inheritance. 

If the consultand is concerned about a brother 
or sister he can be told that the chances of a sib 
falling ill are increased when a parent is 
similarly affected. For schizophrenia the risk 
increases from about 10 to 17 per cent (Slater and 
Cowie, 1971); for affective disorder from about 
12 to 16 per cent (Stenstedt, 1952). Winokur and 
Clayton (1967), however, found that the risk 
for the sibs of probands when a parent was ill 
rose from 12 to 26 per cent (BP and UP illnesses 
were not separated). Odegárd (1972) found that 
the presence of psychotic aunts and uncles also 
increased the chances of the sibs of schizo- 
phrenic probands falling ill by a factor of more 
than two. When a parent and uncles or aunts 
were psychotic, the all-diagnosis rate in sibs 
rose to 61 per cent (Gottesman and Shields, 
1976). The risks to the consultand's offspring 
may be expected to increase in a similar fashion 
when his sibs, who, of course, will be the aunts 
and uncles of the next generation, are affected. 
However, recently Essen-Móller (1977) has 
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reported failure to replicate Odegard’s results 
and has pointed out some methodological 
problems. 


Risks to the second-degree relatives of an ill person 


If the couple are not themselves ill, but are 
concerned about passing on a psychotic illness in 
a parent or sib to their own offspring, they may 
be advised that the empirical risks in second- 
degree relatives of probands (e.g. grandchildren, 
or nephews and nieces) are only 3-5 per cent. 
Bleuler (1974) remarked that this low risk 
offered hope to the children of schizophrenics 
who, tortured by doubts, sought advice as to 
whether they should marry and have children 
of their own. However, in the given case what 
really matters is the genetic make-up of the 
would-be parent (our consultand), and this 
Should be assessed as carefully as possible. For 
example, how much of the period of risk for the 
psychosis has he himself passed through ? Could 
he, while not actually ill, have a disorder of 
personality which falls within its ‘spectrum’ ? 
However, if by any chance the ill sib was the 
consultand’s monozygous twin, the consultand’s 
own offspring would run the same risk as if he 
had been the proband (Fischer, 1973). 


QuestionIV The co-parent and the in- 
laws; consanguinity and 
assortative mating 


It has long been known that when the spouse 
of a psychotic person is also psychotic the risk of 
the offspring becoming psychotic is in the region 
of 35-45 per cent (Slater and Cowie, 1971). 
With one parent suffering from schizophrenia 
and the other from manic-depressive disorder, 
these conditions still appear with equal fre- 
quency among the offspring. When one parent 
has a typical and the other an atypical psychosis, 
some of the affected offspring will resemble one 
parent, some the other (rather than having a 
mixed type of illness). About 30 per cent of the 
non-psychotic offspring of two schizophrenics 
will be abnormal in some other way, but only 
about 10 per cent of the offspring of two 
manic-depressive parents. Whatever the con- 
dition in the parents is, 40-50 per cent of the 
offspring are reported to be clinically normal. 
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Now that many patients are being treated 
outside hospitals, fertile marriages between two 
psychotic or formerly psychotic people may be 
becoming more common. The possibility of 
marriage between related individuals also 
arises. However, assortative mating (i.e. the 
tendency for mated pairs to be more similar than 
random pairs in genetically-influenced liability 
to psychosis) is probably only slightly commoner 
if the couple are first cousins, and first cousin 
marriages are therefore only slightly more 
likely than marriages between unrelated pairs to 
produce mentally ill offspring. 


Assortative mating in the affective disorders 


Previous studies of hospital admissions (for 
references see Gershon et al, 1973) have found a 
tendency for both members of a married 
couple to be admitted to hospital for affective 
disorder at greater than expected frequencies. 
There are four recent studies of the health of * 
the spouses of probands suffering from affective 
disorders. Among 144 spouses of patients 
admitted to research wards of the NIMH over 
a ten-year period, Gershon et al (1973) found 
an increased prevalence of affective disorder in 
wives (20 per cent), but not in husbands. There 
was also increased risk of affective disorder in the 
first-degree relatives of the wives. In a study of 
127 patients attending the lithium clinic of the 
New York State Psychiatric Institute, Donner 
et al (1976) found an increase of affective 
disorder (with morbid risk of 30 per cent) in the 
wives of males with UP illness. There was no 
increase of affective illness among the relatives of 
the wives compared with relatives of controls. 
In a third study, carried out in Jerusalem, 
Gershon et al (1975a) found no evidence of 
assortative mating. Thus two out of three of 
these studies suggest that assortative mating in 
affective disorder is occurring. The fourth 
study was focussed on the spouses of schizo- 
phrenics (Fowler and Tsuang, 1975), but 
included two comparison groups with affective 
disorder. It was found that psychiatric abnorm- 
alities, the majority of them personality dis- 
orders or alcoholism, were significantly less 
frequent in the spouses of schizophrenics (39 per 
cent) than in the spouses of bipolar or unipolar 
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depressives (17 per cent). There was no differ- 
ence between the spouses of manics and the 
spouses of UP depressives. 


Assortative mating in schizophrenia 

Interest has recently revived in the health of 
the spouses of schizophrenics. If the risk to the 
offspring is about 40 per cent, in the rare 
instance of both parents being schizophrenic, 
what is the effect when one parent has schizo- 
phrenia and the other a spectrum defect, and 
how often do such marriages occur? 

Rosenthal (1974) presented data from the 
Danish-American Adoption Study (the Co- 
parent study) on the condition of the spouses of 
psychotic parents who had given up a child for 
adoption at an early age. Limiting ourselves to 
the spouses of the chronically schizophrenic 
parents, only 2 had a ‘hard spectrum’ diagnosis 
(ie borderline or chronic schizophrenia, 
questionable or definite), but altogether 9 (38 
per cent) fell into the spectrum as a whole 
(which includes questionable or definite acute 
schizophrenia, and personality disorders of 
inadequate, paranoid or schizoid types). A 
further 5 (21 per cent) of the spouses suffered 
from psychopathic disorders. 

These parents were, of course, unrepresen- 
tative in that they had given up a child for 
adoption. The spouses of patients admitted to 
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mental hospitals with schizophrenia have been 
studied by Bleuler (1974), Fowler and Tsuang 
(1975) and Fowler et al (1977). The results of 
these and of Rosenthal's study are summarized in 
Table VI. Pooling the data, only 3 per cent of 
the spouses in the non-adoption studies fell into 
the spectrum, but 30 per cent had other dis- 
orders or eccentricities, chiefly undiagnosed 
psychiatric disorder and alcoholism. . 
When the diagnoses in the offspring were 
related to the diagnoses in the co-parents, and 
the results were as follows. When, in the 
Rosenthal study, the co-parent had a spectrum 
diagnosis, the offspring were 3 to 5 times more 
likely to have a spectrum diagnosis than when 
the co-parent had another diagnosis or was 
normal (the diagnoses were made blind). In the 
study by Fowler et al (1977), in which assortative 
matings were far less frequent than in the 
Rosenthal study but other diagnoses in the 
co-parent were common, there was a greater 
risk of psychiatric disturbance in the offspring 
when the spouse was also abnormal. The 
commonest diagnosis in the offspring was 
definite or suspected antisocial personality, the 
commonest diagnosis in the spouse was alco- 
holism. Fowler and Tsuang (1975) pointed out 
that having an alcoholic or sociopathic parent 
had been shown (Robins, 1966) to be one of the 
strongest predictors of adult antisocial be- 




















Taste VI 
Psychopathology in the spouses of schizophrenics 
Schizophrenia Other and 
(definite or Alcoholism Antisocial undiagnosed Total Total 
suspected) or (definite or personality Feeble- psychiatric ill well 
schizoid suspected) (definite or minded illness and 
Author personality suspected) suicide 
М (%) N (%) М (%) N (%) N (76) N (%) N(% 
Bleuler (1974) 4 9 — 7 171 37 (30) 83 (70) 
Fowler et al (1975) 1 5 2 3 7 18 (37) 31 (63) 
Fowler et al (1977) 1 6 1 0 5 13(37) 22(63) 
Total 6 (3) 20 (10) 3 (1.5) 10 (5) 291(14) 68 (33) 136 (67) 
Rosenthal (1974)? 
(Adoption Study) 93 (37.5) — 5 (21) — 8 (33) 22(92) 2 (8) 





1 Includes three suicides. — 
? Spouses of chronic schizophrenics. 
3 Two in ‘hard’, seven in ‘soft’ spectrum. 
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haviour for juveniles with such behaviour, and 
the possibility therefore arose that certain of the 
abnormalities in the children of schizophrenics 
were perhaps more likely to be related to the 
illnesses of the spouses, than to be a form of 
schizophrenia transmitted from the schizo- 
phrenic parent. 

In a controlled study of psychiatric morbidity 
among schizophrenic families (Stephens et al, 
1976), a high risk of personality disorder was 
found among the male sibs of schizophrenics. 
Kay et al (1976) suggested that this might be 
connected with the psychopathic abnormalities 
found in many of the fathers, and be unrelated 
to the schizophrenic trait itself. Since, appa- 
rently, some forms of psychopathic disorder have 
a hereditary basis (Schulsinger, 1972; Crowe, 
1975), this kind of mating might be called ‘cross- 
assortative', ie selective mating between people 
of differeni genotypes (but sharing certain 
social and phenotypical characteristics). 


Question V Sex of proband and X-linkage; 
sex of offspring 

When Reich et al (1969) found virtually no 
ill-father:ill-son pairs in their patients with 
bipolar illness they revived the earlier hypo- 
thesis of dominant X-linked transmission. This 
hypothesis is eminently testable; it predicts 
absence of male to male transmission. A 
number of instances of male to male trans- 
missions have in fact been reported, notably by 
Perris (1966) but also by Donner and Fieve 
(1975), Goetzl et al (1974) and Loranger (1975). 
The theory also predicts that mothers and 
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daughters of male probands will invariably 
possess the gene; the actual morbidity risk, 
depending on the rate of manifestation would 
probably be in the range 30-40 per cent. 
Brothers and sisters of male probands would 
both run only about half this risk of falling ill. 

By including brothers, some control is 
provided for the non-specific effect of sex on the 
manifestation of the disorder. The theoretical 
ratios would be 0:2:1 for the risks in fathers and 
sons, mothers and daughters, and brothers, 
respectively. As Table VII shows, the observed 
rates in fathers and sons are much lower than 
those in mothers and daughters, but they are not 
significantly lower than the risks in brothers. 
Overall, there are clearly too many affected 
fathers and sons of male probands to fit the 
model of X-linkage, though X-linked trans- 
mission might still be occurring in some families. 

Some ill-father :ill-son pairs could be explained 
by supposing that a depressive illness in the 
father belonged to the UP type of illness. 
However, instances of undoubted bipolar illness 
in both members of a pair have been reported, 
and have included cases where there was no 
evidence that transmission could have been via 
the mother (assortative mating) (Donner and 
Fieve, 1975; van Grieff et al, 1975; Mendlewicz 
and Rainer, 1974; Hays, 1976). 


Genetic markers 

The other line of evidence for X-linkage in 
bipolar illness is its apparent linkage with the 
known X-linked traits, colour blindness and 
the Xg blood group, (first reported by Winokur 


























Taare VIT 
Risks of affective disorder in male and female relatives of male probands with bipolar illness 
Fathers and sons Mothers and daughters Brothers 
No. ill No. ill No. ill 
————— MRG е MRX — — MR% 
No. at risk No. at risk No. at risk 
Total from pooled data! 32/229 14 93/222 41.7 64/358 17.9 
+2.3% 3.3% +2.0% 
Observed ratios 0.78 2.33 1.00 
Theoretical ratios assuming 
X-linked dominant transmission 0 2 1 
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and co-workers in 1969). The most recent 
reports come from Mendlewicz et al (1974) who 
analysed the evidence in 29 ‘informative 
families’ belonging to both bipolar and unipolar 
probands. (An ‘informative family’ is one which 
includes a mother who is heterozygous for both 
traits and who has two or more sons), Evidence 
was found for close linkage between bipolar 
illness and both deutan and protan colour 
blindness, and somewhat less close linkage 
between bipolar illness and the Xg blood 
group. There was no measurable linkage 
between unipolar illness and either protanopia 
or the Xg blood group. Mendlewicz (1976) also 
reported data consistent with X-linkage in three 
of four families with schizoaffective illness, and 
suggested that in view of the known occurrence 
of male to male transmission in some families, 
bipolar affective psychoses might be regarded as 
genetically heterogeneous, with some genetic 
relationship to schizoaffective syndromes. 

These conclusions were criticized by Gershon 
and Bunney (1976), who pointed out that the 
data so far reported showed an association 
between bipolar illness and colour blindness 
across families, whereas linkage involves either a 
state of coupling or of repulsion within families, 
and the latter had not so far been demonstrated. 
In a review of family study data, Gershon and 
Bunney (1976) considered that the excess of 
affectively ill female over similarly ill male 
parents and offspring of probands was probably 
a reflection of the influence of autosomal and 
environmental factors on the sex ratio in 
affective disorders in general. The nature of the 
apparent association of BP illness with colour 
blindness and with the Xg blood group re- 
quired further study. 

In the case of our consulting couple, if there 
was a family history of male to male trans- 
mission, the X-linked dominant model could 
clearly not be applied. In the absence of male to 
male transmission, an extensive pedigree show- 
ing good evidence of linkage between the BP 
illness and X-linked traits would allow a 
counsellor to postulate that the model could be 
applied to that particular family and to suggest 
which members might or might not be at risk. 
However, families with these possible marker 
genes are too rare for this method to be of any 
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practical importance in genetic counselling 
(Cadoret, 1976). 


The Influence of the Environment 

A future article should take account of the 
environment. The empirical risks are the 
resultant of both heredity and environment and 
of the interaction between them. Unfortunately, 
at present, if our consulting couple asked, as they 
very reasonably might, what they could do 
during the first 15 years of life, to reduce the 
risks of their offspring falling ill, we would 
hardly know what advice to give. For example, 
in regard to antenatal care, the reports of 
higher rates of pregnancy and birth compli- 
cations (PBCs) among the offspring of psychotic 
women (Sameroff and Zax, 1973) have not been 
confirmed (Mirdal et al, 1977), though Mednick 
et al (1971) suggested that children of schizo- 
phrenic parents might react differently to 
PBCs than children of normal parents, and 
Rider et al (1977), in a study of LO. in the 
offspring of schizophrenics, found evidence 
compatible with the idea that such children 
may have a specific susceptibility to certain 
perinatal events. 

In a Swedish study, an unfavourable environ- 
ment in childhood was reported to increase the 
liability to the disorder in manic-depressive 
families (Stenstedt, 1952); but Rosenthal et al 
(1975), in the Danish study of adopted children 
and their parents, found that rearing patterns 
apparently had only a modest effect on in- 
dividuals who had a genetic liability to schizo- 
phrenia (but an appreciable effect on persons 
without such a background). In another study 
using the cross-fostering technique, Wender et al 
(1974) found more psychopathology among the 
adopted-away children of schizophrenics (reared 
by normal parents) than among the children of 
normal parents who were reared by schizo- 
phrenic adoptive parents. 

Although schizophrenogenic family patterns 
have been described (e.g. Lidz, 1973; Laing, 
1960; and others), it is not clear how far they 
are independent of, or result from interaction 
with, hereditary factors. Scharfetter's study 
(1970) of folie à deux between non- 
consanguineous individuals suggested that a 
degree of liability to psychosis was already 
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present in the induced subjects. It is to be hoped 
that the current researches on children at high 
risk for schizophrenia will eventually throw 
light on the antecedents of illness and suggest 
strategies of prevention (see Garmezy, 1974, for 
review). 

The responsiveness of an eventual illness to 
treatment and the factors affecting the rate of 
relapse are also relevant in genetic counselling, 
since they are measures of the burden to be 
borne. Life event research (eg Brown et al, 1973) 
appears to hold out the possibility of being able 
to anticipate and so perhaps prevent depressive 
or schizophrenic episodes, particularly in pre- 
disposed individuals (Abe, 1966). Identifiable 
events (especially postpartum and physical) 
have been found to be most frequent before 
episodes of schizoaffective disorder, next before 
UP affective illness, less so before BP illness, and 
least frequent before episodes of schizophrenia 
(Tsuang et al, 1976). It is possible, however, that 
the low social class environment which many 
schizophrenics are born or drift into may 
interact with their genetic make-up to increase 
the risk of psychotic illness (Kohn, 1976), and 
the same may be true of the impairment of 
hearing with which paranoid psychoses occur- 
ring in the elderly are often associated (Kay et 
al, 1976b). At present, however, the most (and 
often the only) effective and practicable way of 
‘environmental manipulation’ is by the use of 
appropriate drugs, which, of course, can only 
be given after the illness has declared itself. The 
nature of the interaction between drug, in- 
herited liability and emotional relationship 
with key figures, as described by Brown et al 
(1972), needs to be elucidated before the factors 
affecting the course of illness can be properly 
understood (Leff, 1975). 


Conclusions 

To a couple concerned about the risk of a 
psychotic illness in one of them being trans- 
mitted to their offspring, the counsellor would 
have to base his advice on the risks derived from 
the numerous family studies that are now 
available. While these ‘empirical risks’ must be 
regarded as the resultant of environmental as 
well as of inherited factors, it appears that little 
useful advice can be given as to how, by taking 
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thought for the future, the risk might be 
reduced. At the present time, therefore, the 
magnitude of the risk has to be assessed on the 
basis of factors already existing in the parent 
and co-parent, and in their families. 

When the parent’s illness is typical (schizo- 
phrenia or affective psychosis), the illness in the 
offspring is likely to be similar in kind, and 
when the parent’s illness is atypical (schizo- 
affective, reactive, cycloid), illnesses in the 
offspring though more varied in form, will also 
tend to be atypical. When the parent suffers 
from a schizophrenic illness showing the 
features predictive of good prognosis—acute 
onset, affective content and remission—these 
will tend to be repeated in the next generation, 
though, unfortunately, the degree of resem- 
blance does not always extend to the eventual 
outcome. The offspring of a parent with 
paranoid schizophrenia will run only about half 
the risk of becoming psychotic as the offspring 
of a parent with a non-paranoid form. Among 
affective disorders, bipolar illness carries a 
higher risk for affective disorders of all kinds than 
unipolar illness, and bipolar disorder would be 
virtually restricted to children of bipolar 
parents. Instances of male to male transmission 
have been reported, but this does not preclude 
dominant X-linked inheritance as the mode of 
transmission of bipolar disorder in some 
families. 

Generally speaking, the risk of a psychosis 
occurring at some time in the life of an offspring 
of a psychotic parent falls within the range 10- 
15 per cent, but related conditions detected by 
personal interviews are more frequent. Factors 
which tend to reduce the risk are: (i) evidence of 
gross organic aetiology in the parental illness, 
(п) an onset late in life, (iii) an absence of 
affected relatives, (iv) an absence of any 
psychotic illness on the co-parent's side of the 
family. The opposite factors would tend to 
increase the risk, which would reach a maxi- 
mum of about 45 per cent where both parents 
were or had been psychotic. 

Empirically, the offspring of a schizophrenic 
parent are found to be prone to psychopatho- 
logical disorders of a  non-psychotic kind. 
However, it is not yet clear to what extent 
these disorders (the ‘spectrum’ of schizo- 
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phrenia) are genetically related to schizophrenia 
and are transmitted through the ill parent. 
Even when the co-parent is not psychotic, his or 
her psychopathological state appears to have an 
important effect on the risk of psychiatric 
abnormality in the offspring and on the form it 
will take. 
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A Controlled Study to Evaluate Directed Masturbation in the 
Management of Primary Orgasmic Failure in Women 


By ALAN J. RILEY and ELIZABETH J. RILEY 


SUMMARY This paper presents the results of a prospective con- 
trolled study evaluating a programme of directed masturbation against 
a combined sensate focus and supportive psychotherapeutic approach 
in the management of female primary orgasmic failure. Of the 20 
patients who followed the masturbation programme 90 per cent 
gained orgasmic capacity compared with 53 per cent of 15 patients who 
were treated conventionally. Eighty-five per cent of the patients treated 
by the masturbation programme and 47 per cent of the control group 
of patients became coitally orgasmic on at least 75 per cent of coital 
occasions. The difference is statistically significant at the 5 per cent 
level. The results suggest that directed masturbation is an effective 


adjunct in the management of primary female orgasmic failure. 


Introduction 


Inability to attain orgasm is a common 
presenting problem in women. Some women 
can attain orgasm in response to masturbation 
but are unable to obtain orgasm during inter- 
course. Primary orgasmic failure refers to the 
inability to attain orgasm irrespective of the type 
of sexual stimulation employed. 

It has been reported that women can attain 
orgasm much more readily by masturbation 
than by coitus (Kinsey et al, 1953). Masters and 
Johnson (1966) concluded from their experi- 
mental observations that masturbation induces 
more intense orgasms than coitus. Bardwick 
(1971) has suggested that an intense orgasm 
results in increased vascularity in the vagina, 
labia and clitoris, a state that will enhance the 
potential for future orgasms. McGuire et al 
(1965) suggested that the orgasm induced 
during masturbation may provide a reinforcing 
event for the conditioning of the fantasy 
accompanying or preceding masturbation, The 
therapeutic use of masturbation may therefore 
be a means of enhancing orgasm potential in 
the anorgasmic woman. 

Hastings (1963) reported a routine employed 
by some of his female patients. The patient 


would read erotic literature and then masturbate 
to orgasm and in subsequent masturbatory 
sessions she would endeavour to shorten the 
time required to reach orgasm. Having lowered 
the threshold level of orgasmic release the 
husband was then encouraged to stimulate her 
manually to bring her to orgasm thus establish- 
ing an orgasm attainment response which could 
be transferred to intercourse. Other workers 
have employed programmes of masturbation in 
the treatment of anorgasmia (Lobitz and Lo 
Piccolo, 1972; Lo Piccolo and Lobitz, 1972; 
Kohlenburg, 1974; Kaplan, 1974; Williams and 
Orsmond, 1977; Zeiss et al, 1977). These 
workers have generally presented case reports or 
results of uncontrolled studies. 

The purpose of the present study was to 
investigate the possible value of a programme of 
directed masturbation employed as an adjunct 
to the sensate focus technique of Masters and 
Johnson (1970) and supportive counselling in 
the management of primary anorgasmia. 


Method 
Subjects 


Patients were referred to the authors by their 
general practitioners, hospital consultants or 
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Family Planning Clinics. They were included in 

the study if they fulfilled all the following 

criteria: 

(a) They were married 

(b) They had never experienced orgasm by any 
means 

(c) They were regularly engaging in sexual 
intercourse without pain or discomfort. 

(d) They were not diabetic, myxoedematous or 

exhibiting signs of neurological or vascular 

disease. 

They were not taking drugs that might 

interfere with sexual function 

(f) They were not severely depressed. 

(g) Their husbands could control ejaculation 
for a minimum of three minutes. 

Thirty-seven patients were recruited to the 
study during a two year period. By a pre- 
determined randomization schedule 17 patients 
were allocated to treatment A (a control group 
undergoing conventional therapy) and 20 
patients to treatment B (a programme of direc- 
ted masturbation). 

Having been admitted to the study, two 
patients in treatment group A were withdrawn; 
the first because she went to live too far away to 
enable regular attendance at the clinic and the 
second because her husband suffered a myo- 
cardial infarction and could therefore not 
participate in the treatment. The number of 
patients in treatment.A was therefore reduced to 
fifteen. 

No statistically significant differences existed 
between the patients in the two treatment 


(e) 
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groups with respect to age, duration of sexual 
experience, duration of marriage, frequency of 
intercourse and method of contraception em- 
ployed. There was also no significant difference 
between the two treatment groups in the mean 
number of living children per patient. (Table I). 


Treatment 


Treatment programme А. The patients together 
with their husbands were seen weekly for six 
weeks and then fortnightly for a further six 
weeks. The initial consultation lasted one hour 
and subsequent consultations were between 30 
and 45 minutes. At the first consultation a full 
history was obtained and the patient was 
examined. Pelvic examination was conducted 
with the husband present. During the pelvic 
examination the genital anatomy and parti- 
cularly the position of the clitoris, was demon- 
strated to both marital partners. A mirror aided 
self inspection for the woman. Photographs and 
diagrams aided further discussion of sexual 
anatomy and physiology. 

Diabetes and hypothyroidism were excluded 
by blood tests. 

A general discussion then followed between 
the two marital partners and the two therapists. 
The importance of foreplay, the desire of most 
women to be courted and the necessity to allo- 
cate sufficient time each day for intimate 
contact was stressed, Advice was given to vary 
the time, place and form of sexual contact. The 
technique of sensate focus was outlined and 
discussed and the couple were advised to prac- 
tice it nightly. Intercourse was not prohibited 


Taste I 
Characteristics of patients 





Treatment Group 





А (n = 15) B (n = 20) 
Mean SD Mean SD Significance 

Age (years) 26.1 5.8 26.4 4.8 NS 
Length of sexual experience (years) 6.5 3.5 7.6 4.7 NS 
Length of marriage (years) 5.1 5.1 5.8 4.8 NS 
Coital frequency (per week) 3.3 1.5 3.2 1.8 NS 
Method of contraception Number of patients 

Oral contraception 9 11 

LU.C.D. 4 5 NS 

Sheath 1 1 

No contraceptive (trying to conceive) 1 3 
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but it was stressed that it should only take place 

after a considerable period of sexual foreplay. 

At subsequent consultations the patients and 
their spouses were encouraged to talk about 
specific problems they had encountered. En- 
couragement and support were offered through- 
out, 

Treatment programme B. Patients allocated to 

treatment programme B followed the pro- 
cedure for programme A except for the addition 
of a schedule of directed genital contact and 
masturbation along the following lines. 
Week 1 Sensate focus without genital contact 
Week 2 The patient is encouraged to explore 
her vulva and vagina in private 
(husband not present) 
The patient is encouraged to continue 
to explore her external genitalia, 
increasing the duration of manual 
contact. She is encouraged to find 
specific areas (e.g. clitoris) that give 
pleasure when touched. 
Manipulation of the genitalia is con- 
tinued for at least 30 minutes. The 
patient is advised to employ KY Jelly 
to prevent soreness. 
Weeks 5 The patient is given a battery vibrator 
and 6 and encouraged to experiment with 
this in her sessions of autostimulation. 
The patient uses the vibrator for auto- 
stimulation with her husband in the 
room. 
The husband is encouraged to stimu- 
late his wife with the vibrator. It is 
advised that at first they should both 
hold the vibrator so that she can guide 
it to the position of maximal stimu- 
lation. 

The couple are advised to enage in 

intercourse in the female superior 

sitting position while the wife stimu- 
lates herself with the vibrator. 

Week 10 The couple engage in intercourse in 
any position they wish. Stimulation 
with the vibrator is stopped prior to 
orgasm and the husband manually 
stimulates her during intercourse. 


Week 3 


Week 4 


Week 7 


Week 8 


Week 9 


Weeks As in week 10 but the use of the 
П and vibrator is stopped progressively earlier 
12 in the sexual act. 
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Assessment of progress and outcome 


Progress was assessed at each consultation 
during the course of treatment. The husband 
and wife were always seen together. Long term 
follow up at approximately twelve months from 
the conclusion of the treatrnent was endeavoured. 
A letter was sent to each patient inviting her to 
attend the clinic but when this was not possible 
she was asked to answer written questions about 
her sexual function. 


Results 


'The outcome of the treatment programmes 
was considered in the following terms: 1, 
Ability to attain orgasm by any means; 
2, Ability to attain orgasm during intercourse by 
any means; 3, Ability to attain orgasm during 
intercourse without the use of the vibrator. 


І. Ability to attain orgasm by any means. 

At the end of the twelve week treatment | 
period the number of patients who had de- 
veloped the ability to attain orgasm by any 
means is shown in Table II. Of the patients in 
group B 90 per cent were able to experience 
orgasm compared with 53 per cent in Group A. 
The difference is statistically significant. 


2. Ability to attain orgasm during intercourse 
by any means. 


Of patients in group B 85 per cent compared 
with 47 per cent in group A, were coitally 
orgasmic on at least 75 per cent of occasions. 
The difference is statistically significant. (Table 
II). 


3. Ability to attain orgasm during intercourse 
without the use of vibrator. 


Of the 17 patients who developed the capacity 
to attain orgasm during intercourse in group B, 
all but two were able to do so without the use 
of the vibrator on at least 75 per cent of coital 
occasions. 


Follow up at twelve months 

Two patients from group B were lost to 
follow up at twelve months. Both of these 
patients had become orgasmic during the 
twelve week treatment programme. All the 
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Taste П 
Results of treatment at twelve weeks (percentage figures in brackets) 





Able to attain orgasm 





Able to attain orgasm Treatment group on at least 75% of Treatment group 
by any means А (п = 15) B(n = 20) coital occasions А (п = 15) B(n = 20) 
Yes 8 (53) 18 (90) Yes 7 (47) 17 (85) 
No 7 (47) 2 (10) No 8(53) 3 (15) 





yi 4.27, P «0.05 


remaining patients who had developed orgasmic 
capacity in both treatment groups continued to 
be orgasmic during the twelve months. Both of 
the patients in group B who only experienced 
orgasm during coitus with the aid of the vibrator 
throughout the treatment period found that they 
were able to dispense with the vibrator after 
about three months and experience orgasm on 
at least 75 per cent of coital occasions. 


Discussion 


In the past sexual dysfunction was con- 
sidered to be almost invariably due to deep 
seated psychopathology treatable only by long 
term psychotherapy (Freud, 1905; O'Connor 
and Stern, 1972). The increase in the number 
of patients with sexual difficulties coming for 
treatment calls for shorter therapeutic ap- 
proaches. 

There is a growing literature on the treatment 
of female orgasmic failure, but the majority of 
publications report single case studies or results 
of small uncontrolled series so that it is not 
possible to evaluate the merits of the different 
therapeutic approaches. There is great variation 
in the reported success rate of the different 
methods of treating female anorgasmia (Lobitz 
and Lo Piccolo, 1972; Masters and Johnson, 
1970; McGovern et al, 1975; Williams and 
Orsmond, 1977). Apart from the efficacy of the 
different therapeutic regimes other factors may 
influence the reported results. In many pub- 
lished reports the characteristics of the subjects 
being treated are omitted and definition of a 
successful outcome of treatment is frequently 
too vague to provide a reliable description of 
the effects of the treatment. The success of the 
present therapeutic regime was considered in 
terms of the patient achieving orgasm in at least 


x = 4.20, P «0.05 


75 per cent of her coital experiences. This is a 
stricter criterion than that employed by Lobitz 
and Lo Piccolo (1972) who considered a woman 
cured if she was orgasmic in at least 50 per cent 
of coital connections. 

An important difficulty in establishing the 
outcome of any form of treatment of sexual 
dysfunctions is obtaining a reliable assessment 
of the patient’s sexual functioning. In general 
there is reliance upon the patients giving verbal 
reports of their sexual activity. This may not 
always be reliable. In the present study both 
marital partners were questioned about the 
success or failure of the treatment and it is 
considered that this would give a more reliable 
assessment of outcome. 

In the two year period during which patients 
were recruited to the study a further thirty-one 
anorgasmic women were seen. Many of these 
exhibited strong negative attitudes to sexual 
intercourse which precluded them from the 
study. Such patients require specific desensitizing 
therapy before a programme of masturbation 
could be considered. Premature ejaculation was 
another factor that frequently precluded patients 
from the study, though subsequently this has 
been treated by the ‘squeeze technique’ 
(Masters and Johnson, 1970) during the wife’s 
therapy programme. 

Despite the strict criteria for admission to the 
study which would eliminate factors that may 
adversely influence the outcome of treatment, 
the progress of the patients in the control group 
was disappointing. Only 53 per cent of the 
patients became orgasmic by any means and 
only 47 per cent experienced orgasm during 
coitus by the end of the twelve week treatment 
period. In a previous series of patients treated 
for primary orgasmic failure by a similar 
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therapeutic programme 63 per cent of 22 
patients became coitally orgasmic (personal 
unpublished observations), The present result is 
comparable to that achieved by Cooper (1970) 
who employed a combination of systematic in 
vivo desensitization, sex education and psycho- 
therapy in the treatment of female anorgasmia. 
Forty-eight per cent of Cooper's patients were 
cured or improved (defined as achieving orgasm 
through coitus or at least obtaining greater 
pleasure in coitus than before therapy). The 
mean duration of therapy was one year. Masters 
and Johnson, (1970), treated 193 patients with 
primary anorgasmia by an intensive two week 
therapy programme and obtained a success rate 
of 83.4 per cent. However, it is not clear from 
their published data whether or not all these 
‘successes’ became coitally orgasmic or were 
only able to attain orgasm in response to other 
methods of stimulation, 

Lobitz and Lo Piccolo, (1972), treated 13 
patients with primary orgasmic failure by an 
adaptation of the Masters and Johnson pro- 
gramme with concurrent directed masturbation. 
Using the criteria for success that the patient 
experienced orgasm in at least 50 per cent of 
coital connections, all their patients were 
successfully treated. Directed masturbation was 
also employed by Kohlenberg (1974) in the 
treatment of female orgasmic failure in three 
patients who had failed to respond to a treat- 
ment programme modelled after that of 
Masters and Johnson (1970). The therapy 
involved a gradual series of sexual assignments 
ranging from self examination to autostimula- 
tion and masturbation by the sexual partner. All 
three patients responded to this form of therapy 
favourably. A six-step treatment programme for 
coitally anorgasmic women was described by 
Zeiss et al (1977). The programme taught the 
patients to associate orgasms induced by 
masturbation with arousal during the vaginal 
containment of a dildo. This learning was then 
generalized to vaginal containment of the 
partner’s penis. These workers reported two 
cases who were successfully treated by this 
programme. 

In the present work, by the end of the twelve 
week masturbatory treatment programme 90 
per cent of the twenty patients were able to 
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attain orgasm. Eighty-five per cent of the group 
were able to attain orgasm during sexual 
intercourse on at least 75 per cent of occasions. 
The success rate of the directed masturbation 
therapy programme was statistically signi- 
ficantly better than the success rate of the 
control therapy. 

At the end of the twelve week treatment 
programme, eight patients in the control group 
had not experienced orgasm. These patients 
were given the option of further treatment and 
all but one accepted. The patients were intro- 
duced to the programme of directed mastur- 
bation, Six patients became orgasmic during the 
course of treatment and five of these were 
coitally orgasmic without the aid of a vibrator. 
The remaining patient was orgasmic with the 
use of the vibrator but not during intercourse. 

Not every published study on the treatment of 
sexual dysfunctions has included results of long- 
term follow up. This information is probably 
more important than the immediate results of . 
treatment. From the data available (Lazarus, 
1963; Lobitz and Lo Piccolo, 1972; Wincze and 
Caird, 1976; Chapman, 1968) it would appear 
that the majority of patients retain improved 
sexual function following successful treatment. 
In the present series all but two of the patients 
who were treated by the programme of directed 
masturbation were reassessed at the end of 
twelve months following conclusion of treat- 
ment. All the remaining patients who had 
gained orgasmic ability during the treatment 
programme continued to be orgasmic twelve 
months after treatment. 

We were surprised how readily patients 
accepted masturbation as part of the therapeutic 
programme. The use of the vibrator in the 
management of sexual dysfunction, particularly 
orgasmic failure, has been recorded by Lo 
Piccolo and Lobitz, (1972), Kaplan, (1974) and 
Williams and Orsmond, (1977). Two patients in 
the present series did not readily accept the use 
of the vibrator but both these patients became 
orgasmic in response to manual stimulation and 
therefore the use of the vibrator was not essential 
to their therapy. Kaplan (1974) emphasizes the 
potential difficulty a patient may experience in 
the transition from masturbatory to coital 
orgasm and the dependence that may develop 
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on the vibrator. This was not a problem in the 
present study nor in our subsequent experience. 
The programme of directed masturbation 
described in this paper employed as an adjunct 
to sensate focus and supportive counselling, has 
been shown to be effective in the management of 
female orgasmic failure. Directed masturbation 
must be viewed only as an adjunct to therapy 
and not as the sole element in treatment. The 
encouragement of communication between the 
sexual partners and sex education is essential. 
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Written Treatment Contracts: 


Their Use in Planning Treatment Programmes for In-patients 


By B. ROSEN 


SUMMARY The formation of a therapeutic relationship involves the 
negotiation of a treatment contract which conforms to the general 
principles of any contractual agreement. Attempts have been made to 
formalize the therapeutic alliance, and this paper reports the develop- 
ment of a written contract for psychiatric in-patients. 


Introduction 


Admission to hospital constitutes one of the 
more significant events in a person’s life. The 
patient has to adjust himself to a change in role, 
to a new system of social interactions and 
to membership of a large organization. He will 
experience the reorganization of his complaints, 
symptoms and problems into a series of com- 
munications with therapists and other patients. 
These processes determine the therapeutic 
relationship in which treatment occurs. 

This paper describes the use of treatment 
contracts in an attempt to give formal recog- 
nition to some of these issues in the planning of 
treatment programmes. Aside from these con- 
siderations, treatment contracts offer a useful 
way of applying a problem-oriented approach in 
psychiatry. The increasing use of this approach 
in itself alters traditional ways of viewing 
psychiatric disability and patient-therapist re- 
lationships (Ryback, 1974). 


The Contract 


The contract is a written document divided 
into a number of sections (see Appendix) and is 
framed in a legalistic manner in an attempt to 
emphasize its contractual component. Following 
admission the patient is engaged in a series of 
interviews with a variety of ward staff in an 
effort to define problem areas and treatment 
goals, The patient is encouraged to view these 
and subsequent encounters as а series of 
negotiations which require his active involve- 
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ment, At the end of the assessment period a 
contract meeting involving the patient and staff 
members formalizes a treatment agreement 
between them. The contract is considered as 
follows: 


(a) The selection of treatment goals. 


It has been found necessary to satisfy 
certain conditions for the successful selec- 
tion of treatment goals. Firstly, the parties 
involved should agree about the nature of 
the problem. This entails an examination 
of respective ideologies and perceptions. 
The goal should be defined operationally. 
Thus, the treatment of a goal as ‘over- 
coming depression’ is inadequate; the goal 
must involve some specific change in 
behaviour. Thirdly, the goal must be 
attainable as the result of specific activities 
on the part of both therapist and patient. 
Lastly, it should be attainable within a 
stated period of time. 


(b) The setting of a time limit. 

In practice this is usually one month. At 
the end of this time the contract is either 
completed or renegotiated for a further 
period. A decision is based on the progress 
achieved with the current contract. 


The selection of treatment methods and 
personnel. 

Treatments are predominantly based on 
varieties of psychotherapy, including 
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psychodynamic, behavioural and humanis- 
tic approaches. However, the contractual 
approach also lends itself to physical 
treatments and investigations and is fre- 
quently used in this way. 

Several therapists may be involved in the 
treatment of any individual. Each has a 
concern with a specific goal, and each 
employs an appropriate modality of treat- 
ment to achieve it. Therapists include all 
specialties of available staff (doctors, nurses, 
occupational therapists, psychologists and 
social workers) and there is considerable 
blurring of traditional occupational roles. 


(d 


м 


The patient's role. 


The required behaviour and involvement 
from the patient in each aspect of his 
treatment is carefully explained. This 
necessarily involves an adequate descrip- 
tion of treatment methods, the expected 
outcome and possible complications. In 
addition, agreement is reached about 
prescribed behaviours. This generally refers 
to maladaptive and acting-out behaviour 
which has previously occurred ог is 
anticipated. 


(e) Signing the contract. 


The contract is signed by the patient and 
all the personnel directly involved in his 
treatment programme. The patient is 
instructed not to sign until he is entirely 
satisfied with its contents. He may delay a 
decision for some days and occasionally 
renegotiate parts of the contract. 


Illustrative Cases 
Two case histories are summarized here. 


Case 1 


This patient, a 24-year-old unmarried woman 
was admitted following a serious drug overdose. 
She was an only child, still living at home, with a 
background of repeated separations from her 
parents due to her father's enforced job moves. 
She had a very passive, anxious mother and a 
dominant father, both with difficulties in openly 
expressing intimate feelings. Father's relation- 
ship with his daughter was an inconsistent 
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mixture of dominant overprotectiveness and 
emotional distance. The patient had a long 
history of repeated suicide attempts from the 
age of 7, when she had deliberately swallowed 
poisonous berries. She had been admitted to 
psychiatric units and had formed intense, 
dependent relationships with older male thera- 
pists. 

During her initial. admission period she 
withdrew to her bed, made superficial cuts on 
her wrists, was unable to relate to patients of her 
own age and formed a clinging relationship with 
an older female patient. 

Negotiations produced four agreed problems: 

(a) Too awkward to make relationships 

with her peer group. 

(b) Unable to make decisions about herself 

in relationship to career and her family. 

(c) Feelings of constant low self-esteem. 

(d) Self-destructive behaviour. 

We offered her a contract to overcome these 
problems, which involved regular twice weekly 
discussions with a female nurse of her own age 
to explore problem (a) and weekly meetings 
with a male doctor of her own generation to 
explore problems (b) and (c). A social worker 
and her doctor were to meet on a weekly basis 
with her parents to help problem (b). 

Her part of the contract involved : 

(a) Not going to bed during the day. 

(b) Attending groups regularly. 

(c) Desisting from attacks on her body. 

During the negotiation she felt unable to 
accept part (a) of her contract, and a compro- 
mize involved a two-hour bed-rest period. 

The contract lasted one month, at the end 
of which it was renegotiated and attendance at a 
social skills group was added to help problems 
(a) and (c). 

During her admission she developed more 
confidence; she became infatuated with a male 
charge nurse but coped with her feelings and 
ultimately enrolled in a beautician course. Her 
suicidal and self-destructive behaviour ceased. 
Subsequently, after her discharge, she made 
some close friends of her own age. She has been 
followed up for 18 months and during this time 
has maintained her friendships, although she 
does not yet have a boyfriend. There have been 
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no further suicide attempts and she coped when 
her father suddenly left home with a 20-year-old 
girlfriend two months after her discharge. 


Case 2 


A 45-year-old housewife was referred from 
the Neurology Department, where her 14-year- 
old daughter had been diagnosed two years 
previously as suffering from grand mal epilepsy. 
The patient had subsequently manifested severe 
free-floating anxiety and had developed agora- 
phobia. Her daughter had had to miss pro- 
gressively more school to stay with her mother. 
'There was no previous psychiatric history, but 
her mother had suffered with symptoms of 
anxiety for many years, and especially since her 
son had left home to marry six years previously. 
In the past two years the patient had suffered 
three significant bereavements. At further 
family interviews, the patient's husband, an 
initially quiet, taciturn man, became tearful 
when discussing his ineffective role in the 
family. The daughter was immature for her age 
and still sat on her father's lap; she talked with 
a babyish lisp and shared secretive glances with 
her mother. The patient's problems were listed 
as: 

(i) Difficulty in coping with recent bereave- 
ments and loss in general. 

(ii) Difficulty in travelling alone. 

(iii) Over-identification with daughter and 
conflicts over allowing her to gain 
independence. 

She was offered a contract involving thrice 
weekly individual psychotherapy with her male 
doctor for problem (i), a daily desensitization 
programme for problem (ii) organized by a 
ward sister, and six sessions of conjoint family 
therapy for problem (iii given by her doctor 
and a social worker. The contract was signed for 
three weeks. 

At the end of treatment she was travelling 
alone and her anxiety symptoms had been 
reduced though she was not entirely free of 
anxiety. She spent two weekends at home and 
for the first time allowed here daughter to go out 
unaccompanied to a youth club. It was felt that 
her husband had become more assertive. He and 
the patient had arranged to go for dancing 
lessons together. 
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Interestingly, this patient suffered a further 
bereavement one weck after discharge and had 
to cope with the funeral arrangements herself. 
She phoned one month later to report that she 
was now feeling much better and had delayed 
her phone call until she had got over the death. 
She had maintained her improvement at six 
months. At one year after discharge she had 
obtained a part-time job and was now symptom- 
free. 


Discussion 


The treatment contract described in this 
paper differs from the model applied to some 
behaviour modification programmes. In the 
latter it has been used in a variety of clinical 
situations (Aragona et al, 1975; Davidson et al, 
1973; Liberman, 1970; Miller et al, 1974; 
Rosenstock, 1975; Skuja, 1976; Stabler and 
Warren, 1974; Stern and Marks, 1973; Stuart, 
1969), in which the contract is based on a 
system of contingencies associating behaviour ' 
change with a number of conditions and 
rewards. 

In the setting described here, however, the 
contract can be seen as a written statement of 
the elements of a therapeutic alliance. Men- 
ninger (1958) analysed this in depth and used 
the term ‘treatment contract’ to emphasize its 
relationship to other transactions, especially 
those involving goods or services. 

Menninger’s thesis was that the therapist 
traded his skills and time to the patient in 
exchange for the presentation of a problem, 
submission to the therapist’s expertise, and 
payment (at least in private medicine), The 
nature of the psychotherapy contract differed 
from other contracts in several ways; one of the 
most important was that the relationship 
between the parties came close to being the goal 
of treatment, whereas in other situations it was 
merely a means to an end. 

The formation of a treatment contract is the 
result of negotiation between patient and 
therapist, a negotiation which is itself affected 
by a number of important variables. One of 
these is the degree to which the patient can be a 
willing voluntary partner to a contract. Thus, a 
psychotic patient admitted compulsorily to 
hospital has only a limited freedom to negotiate, 
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although there can be little doubt that even in 
this situation the process occurs. Another 
variable concerns the therapist’s approach to 
treatment; Cooklin (1973) has described some 
of the implied contracts based on differing 
models of the patient-therapist relationship. 
Poor treatment outcomes can often result when 
the therapist fails to communicate his treatment 
approach to the patient or when the patient 
expects something quite different from the 
treatment he actually receives. 


Contracts have been employed in crisis 
intervention settings. Nelson and Mowry (1976) 
developed five themes which characterize their 
benefits for the client-therapist relationship. 
They suggest that contracts aid (a) the definition 
of role relationships, (b) the definition of 
problems, responsibilities, alternatives and de- 
cisions, (c) limitation of the time of the relation- 
ship, (d) elimination or control of symptoms and 
(e) avoidance of the stigmatizing labels usually 
associated with deviance. In short, the inten- 
tions of contracts in the treatment situation are 
to provide a sense of structure to the patient- 
therapist relationship and thus to avoid or 
minimize ambiguities, to engender an atmo- 
sphere of hope through de-emphasizing symp- 
toms and feelings of failure, and to provide 
limits to patient and therapist behaviour. 


A formal contract subtly changes the nature 
of the therapeutic relationship. In the course of 
negotiating an agreement about treatment, the 
participants perform roles that are more equal 
than is general in the early phase of a therapeutic 
encounter. Because they are engaged in a 
common task which demands responsibilities 
from each, the process conforms to many of the 
principles of consumerism, That is, the patient 
is encouraged to behave as someone who has 
rights, is seeking a service and has to make a 
series of choices and decisions about the treat- 
ment he is offered. The therapist, likewise, must 
cease to regard the patient as a passive, or at 
least unequal, participant in treatment and 
must be prepared to ‘sell’ his service to the 
patient for a reasonable return—usually called 
co-operation, or agreement—for suitable be- 
haviour on the part of the patient. Neither 
partner should give or receive unequally from 
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the other, and each is expected to respect the 
other's role within the transaction. 

Clearly, the contract represents more than a 
mere business agreement. The process of 
contract negotiation is frequently the major 
therapeutic event in itself for reasons that are 
not difficult to see, The most important in- 
volves a change in self-perception and hence in 
interpersonal function as a result of sub- 
stituting a consumer role for a patient one. This 
is particularly important in a hospital setting, 
where the disadvantages of patienthood are 
most apparent. It is also evident that a dis- 
cussion of problems when defined in an opera- 
tional manner subtly changes the patient's view 
of these problems in the direction of mastery and 
away from helplessness. 
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Appendix 


THE TREATMENT CONTRACT 


This contract is an agreement between you, the 
patient, and the staff who will be involved in your 
treatment. It is not legally binding, but you and the 
staff are making a very firm undertaking to each 
other which all concerned are expected to respect. 
The object of this contract is to lay down the treat- 
ment. goals for your problems and to describe the 
techniques that will be used to achieve them. It 
includes the staff who will be involved in treatment 
and how long the contract will last. 

It is very important that you fully understand the 
terms of the contract and in particular what is 
expected of you. Please do not sign the contract until 
you are satisfied with the terms and conditions of it. If 
you are not, you are strongly advised to discuss the 
matter with the therapists. Once you have signed, 
however, you will have agreed to fully participate in 
the programme described herein. 


This contract is between ........................ 
and the following staff members: 1. .............. 
QU ibd Bsa ОУУ 
Hu Mais heeded 
We nik eee ora rade 
Din E 


and has been negotiated to achieve the following 
identified goals of treatment: 


es 
ee а оз on n n n 


KORR ROO OY o V9» ovo! oh € OR NON nOn EO Y nO» o 9 on nO x don eon 


eet her trn no ee ee CE .,‚,,,,...,.,,.,,..,.... 


WRITTEN TREATMENT CONTRACTS 


To the Therapists 


1. We, the therapists, agree to provide the following 
treatments for the goals as described above :— 


Treatment for goal 1....................... A 
to be given Ьу................ 

^ 3 goal 2. sed КЫЛ е ык КЛЫК doe OX IG 

to be given һБу................ 

3 Вой S. c eese se ho Hed Ae eS 

to be given Бу................ 

5i gp goal. s iau eva eoe CET 

to be given һу................ 

5 ROBE Ds nc ано ated eta Se 


ee ee a э о ж 


2. We intend the treatments to have the following 
beneficial effects: 


ha ko wea moe oy 69 ж э э £o] я о коа э э э ө t| | ж э а э э э ж а а n 
+++ жожо hok KOR OR жа а жэ у аб 4 жа ж э э ж ө э у ж а жө ө оэ о э э ө э жа ж 
ШИИ а 9 у э э ө э э жа э а е ө э э ж э ө а жо э э а ж 


3. We recognize that the following unintended 
effects of treatment may also occur: 


ar ж 


ee gn on 


To the patient 


1. I, the patient, agree to take part in the treatment 
programme as follows: 


Fargoall:.2.24 dose RERO T ES 
hr So) Ede ub a dms inar re КТ 
Siga BENS Rie Avon eae Ges ee OUR es 
je aie PG d UE ОЛ eripe Sa a ОГУ 
sh dy OG EL ERE RUP HEN RAS Ce EA 


2. 1 understand the objectives of treatment, the 
techniques to be used and the possible unintended 
effects, 


3. I agree to participate fully in the programme as 
outlined above and to play my full part in the life 
of the ward. 


4. Т артее to keep all scheduled appointments. 
5. Other agreements: 


eo ГИШИ ШЛИСЯ 
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To the patient and therapists Е тт" e MN o 
We agree to abide by the terms and conditions ofthe — — 77 7 Ig RC A LED 
contract and that no part of it can be changed 
without the agreement of the parties concerned. 
Signed ....... espe vea bera o AIMEE, eden hie Reader d exi NICE a bis 
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A New Distinction between the Euphoric and the Anti- 
Depressant Effects of Methylamphetamine 


By S. A. CHECKLEY 


SUMMARY The psychological effects of an injection of methyl- 
amphetamine have been measured in 22 drug-free patients with 
endogenous depressive illness and in 9 patients with other psychiatric 
illness. A new distinction between the time course of the euphoric and 
anti-depressant effects is described. The euphoric effects were seen in 
the first hour after the injection, but the anti-depressant effects were 
delayed for 1-3 hours and then lasted for as long as 36 hours. These 
findings are at variance with the noradrenaline depletion hypothesis 
of depressive illness which (in its simplest form) predicts an immedi- 
ate alleviation of depression as a result of an immediate rise in the 
concentration of noradrenaline at central receptor sites. 


Introduction 


Measurement of the immediate psychological 
responses to methylamphetamine may provide a 
way of studying central catecholaminergic 
neurotransmission in depressed patients. In 
animals (C. J. Estler, 1975) and presumably in 
Man as well (Johnsson et al, 1971) the 
behavioural effects of amphetamines are prob- 
ably mediated by increases in the concen- 
trations of noradrenaline and dopamine at 
central receptor sites. Drugs which block the 
synthesis of these catecholamines inhibit the 
behavioural effects of amphetamines in a 
variety of animal species (Weissman et al, 1966) 
including Man (Johnsson et al, 1971). 

Both the biochemical and the behavioural 
effects of amphetamines are seen as soon as the 
drug reaches central receptor sites (Moore, 
1977; Johnsson et al, 1971). The time course of 
any anti-depressant effect of amphetamines is 
unknown. If a functional deficiency of nor- 
adrenaline underlies the pathogenesis of some 
cases of depressive illness then amphetamines 
should exert an anti-depressant action whose 
time course is related to that of the changes in 
concentrations of noradrenaline at central 
receptor sites. As these concentrations rise the 
depressions should be alleviated and as they fall 
the depressions should return. 


To follow the time course of any anti- - 


depressant effect of amphetamines it is necessary 
to consider the other effects of amphetamines. 
Intravenous injection of an amphetamine 
frequently causes an initial feeling of drowsiness 
which is often associated with physical symp- 
toms of autonomic origin (Levine et al, 1948; 
Liddell and Weil-Malherbe, 1953; Simon and 
Taube, 1946). Many subjects then experience a 
feeling of alertness, notice they are talking more 
and describe changes of mood (Lasagna et al, 
1955; Martin et al, 1971; Nathanson, 1937; 
Smith and Beecher, 1960). Both patients and 
normal subjects frequently describe an euphoria 
which is described as a pleasant feeling of well- 
being and an increased self-confidence. The 
characteristic symptoms of hypomania are not 
produced although if they are already present 
they may be either exacerbated, (Delay, 1949), 
or relieved (Von Beckmann and Heinemann, 
1976). Some normal subjects experience dys- 
phoric symptoms which include both anxiety and 
sadness (von Felsinger et al, 1955). In some 
cases the whole experience may be dominated 
either by an abreaction (Jonas, 1954; Liddell 
and Weil-Malherbe, 1953) or, in some psychotic 
patients, by the exaggeration of previously held 
delusional ideas (Myerson, 1936; Pennes, 1954). 


In this report the immediate psychological 
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responses to methylamphetamine and placebo 
are compared in a group of depressed patients 
and in a group of patients with other psychiatric 
illnesses. The prediction is made that an anti- 
depressant response will be seen during the first 
hour after injection of the drug, at the time when 
a rise in the concentration of noradrenaline at 
central receptor sites is most likely. 


Methods 

The selection of the depressed patients has 
been described previously (Checkley and 
Crammer, 1977). Depressed patients met strin- 
gent drug-free and diagnostic criteria. The 
severity and type of the depressive illnesses were 
recorded using the Hamilton Rating Scale 
(Hamilton, 1967) and the Carney Roth Garside 
Questionnaire (Carney et al, 1965). Depressed 
patients with other diagnoses such as personality 
disorder, alcoholism or dementia were excluded, 
as were patients with medical illnesses. 

A control group was composed of in-patients 
at the same hospital who met the same drug- 
free criteria. This group included patients with 
psychiatric illnesses other than depressive states 
or functional or organic psychoses. 


The rating scales 


A series of 16 scales (Norris, 1971) has been 
found to be suitable for measuring the short- 
term effects of drugs upon mood in normal 
subjects (Bond and Lader, 1974). This can be 
shortened to three visual analogue mood scales, 

* which are labelled alert-drowsy, happy-sad and 
calm-excited. T'hese were used every 15 minutes 
up to 60 minutes after injection of methyl- 
amphetamine. 

A shortened and modified form of the 
Hamilton Rating Scale for use in depression was 
administered 241 hours after the injection of 
methylamphetamine. The symptoms labelled 


depressed mood, guilt, suicide, retardation, 


agitation, psychic anxiety, somatic anxiety, 
‘hypochondriasis and insight, were rated accord- 
ing to Hamilton's (1967) definitions but with 
the modification that symptoms were only rated 
if they were present during the previous hour. 
The other items in the Hamilton Rating Scale 
which cover symptoms such as insomnia, 
diurnal variation and weight loss were rejected 
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as they cannot be rated in the same way. The 
full Hamilton Rating Scale for use in depression, 
and the Carney Roth Garside questionnaire, 
were administered 1j hours before adminis- 
tration of the drug. 


The experimental procedure 

Patients were given a standardized explana- 
tion of the research nature of the procedure and 
of its likely psychological effects. (“You may for a 
short while feel more happy or more' sad, more 
anxious or more relaxed, or you may notice 
nothing at all. Any effects you do notice will 
wear off completely by the end of the test, which 
can be stopped if you become upset.) Experi- 
ence confirmed that this was a realistic account 
of the likely effects, provided that patients with 
delusional ideas were excluded from study. All 
patients gave informed consent. 

On the day of testing patients were fasted from 
Iunch (12.30 p.m.). Rating scales were adminis- 
tered to depressed patients at 4.00 p.m. A small 
cannula was inserted into a forearm vein at 
5.00 p.m. and five minutes later a placebo 
injection was given. After a further 30 minutes 
patients received methylamphetamine (15 mg/ 
75 kgm body weight) by an intravenous 
injection which was given over 60 seconds. 

The analogue scales labelled alert-drowsy, 
calm-excited and happy-sad were administered 
at 0, 15, 30, 45, 60, 75 and 90 minutes after 
injection of the placebo. They were completed 
independently both by the patient and by the 
author. The procedure took place in familiar 
surroundings in the presence of a nurse who 
already knew the patient. The shortened version 
of the Hamilton Rating Scale was administered 
1} hours before the injection of methylampheta- 
mine and 24 hours after the injection. 


Results 

Twenty-two patients met all the criteria 
and agreed to participate in the study. Five 
were unable to complete all of the ratings 
as they became disturbed after receiving the 
drug. Two of these patients held paranoid ideas 
and a third was the only patient in the series 
who showed an abreaction. Four other patients 
were too retarded to be able to complete the 
visual analogue scales every 15 minutes, The 
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remaining 13 patients formed the depressed 
group whose immediate mood responses could 
be studied. Ten were women. The group had a 
mean age of 50 years and a range from 28 to 75. 
The mean score on the full Hamilton Rating 
Scale was 23.6 and the range was from 16 to 35. 
The diagnostic scores derived from the Carney 
Roth Garside questionnaire all fell within the 
endogenous range of 6-13. Three patients met 

erris’ (1975) criteria for diagnosing bipolar 
affective illness and 8 patients met his criteria 
for the diagnosis of unipolar depressive illness. 
The median number of previous episodes was 9 
(range 0-75) and the median duration of the 
history of treated affective illness was 8 years 
(range 0—21 years). Eight of the patients with 
recurrent illness had received a comprehensive 
range .of physical treatments (Shaw, 1977) 
which had made little or no impact upon the 
severity of each episode. 

The control group included patients with 
hospital diagnoses of personality disorder (3 
cases), obsessive compulsive neurosis (3 cases) 
and phobic neurosis, Gilles de.la Tourette 
syndrome, and the Klein Levin syndrome (one 
case each). The control group included 2 women 
and had a mean age of 26.7 (range 17-34). 


The immediate mood responses 

The mood responses of the 13 depressed 
patients and the 9 control patients are shown in 
Fig 1. Responses along the: alert-drowsy 
dimension are not shown as the mean values 
remained unchanged throughout the procedure. 
To obtain a combined measure of the reliability 
and validity of the measures, individual 
responses were measured as the maximum 
recorded change over the first 30 minutes after 
administration of the drug. The responses as 
rated by patient and observer were ranked for 
each group along each dimension. Spearman 
rank order correlation co-efficients between the 
ratings made by patients and the observer 
varied between 0.4 to 0.7. It can be seen from 
Fig 1 that there is considerable variation in the 
responses within each group whether these are 
measured by the patients or by the observer. 
Indeed so great was this variation that sig- 
nificant drug effects were only detected in a 
multivariate analysis of variance with repeated 
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measures, if the analysis was arbitrarily restricted 
to the first 30-minute period after adminis- 
tration of the drug. A detailed examination of 
the patients’ own descriptions of their experi- 
ences will explain the source of this variation. 
The responses of the psychotic patients will 


“be discussed first as they show the greatest 


variation. Four of the 13 depressed patients held 
delusional ideas as rated on the Hamilton Rating 
Scale. The two patients with delusional ideas of 
guilt expressed these ideas with increased force 
throughout the experiment. One asked to be 
killed and the other wept for 20 minutes while 
distressed by her ideas of guilt. Both patients 
rated their mood as happy, saying that they did 
not deserve to feel sad. Two depressed patients 
with delusional ideas of bodily change did not 
become distressed: one described an euphoric 
reaction and the other showed little response at 
all. Less variability was noted in the experiences 
of patients who were not psychotic. 

The controls gave straightforward accounts of - 
euphoric experiences—'I feel great, fantastic, 
calm’, ‘I feel like someone who has discovered 
the Amazon’. ‘I feel like shouting ‘yipee’. I 
could go into a party and chat up all the birds’. 
The non-psychotic depressed patients gave 
three types of description. Some patients gave 
qualified descriptions of euphoric experiences— 
‘I feel a little happy . . . I hope І am going to 
feel happy . . . I don't feel happy any more’. 
‘I feel happy but I wouldn’t if you left the 
room’. Other depressed patients described 
feeling more sad and anxious. ‘Is it my fault? 
I feel frightened’. ‘I feel frightened but of 
nothing in particular’. A third group of de- 
pressed patients described little change in their 
mood: two of them were unaware that they had 
received the drug. .No depressed patient 
described a complete loss of depressive symptoms 
during the first hour after receiving methyl- 
amphetamine. 


Delayed effects of methylamphetamine А 

The delayed effects of methylamphetamine 
could be studied in all 22 depressed patients. 
Fig 2 shows scores on the shortened and 
modified Hamilton Rating Scale made at 4.00 
p-m:, 1} hours before the drug was given, and at 
8.00 p.m. 24 hours after the drug was given. 
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Fio 1.—Mean scores (+ SEM) on visual analogue mood scales labelled excited-calm (above) and happy-sad (below) 

after intravenous injection of placebo at —30 minutes and methylamphetamine (15 mg/75 kgm body weight) at 0 

minutes, in patients with endogenous depression (‘depressed’) and in control patients with other diagnoses (‘not 
depressed’). Self-ratings are shown (0 — — — – —0) and observer ratings (0———————90). 
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Fro 2.— Scores on а shortened and modified version of the 
Hamilton Rating Scale for use in depression, rated at 
4.00 p.m. and at 8.00 p.m. in depressed patients who 
received methylamphetamine (15 mg/75 kgm body weight) 
intravenously at 5.30 p.m. 


The responses fell into two groups. In 14 
patients the scores changed by three points or 
less, while in -the remaining 8 patients the 
scores changed by 9 points or more. The 
significance of this grouping of the responses 
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becomes greater when the residual scores of the 
8 patients showing the anti-depressant response 
are examined. Two patients had scores of 5: 
both had delusional ideas which persisted After 
the resolution of all other depressive symptoms. 
The remaining patients in the group had scores 
of 24 points or less, which were always due to 
symptoms of anxiety. No patient in this group 
was left with any scores for the items labelled 
depression, guilt, suicide, retardation, agitation 
or hypochondriasis and none became euphoric 
or hypomanic. The anti-depressant responses 
came on rapidly 1-2} hours after receiving the 
drug. In six patients the depressions returned the 
next morning either on waking (at the normal 
time) or shortly thereafter. In one patient, the 
depression returned 18 hours later and in 
another it returned 36 hours later. 

In three of the patients showing an anti- 
depressant response to methylamphetamine it 
has been possible to repeat the procedure under 
identical drug-free conditions. One patient 
showed the anti-depressant response on the 
second occasion but not on the first, while the 
other two showed it on the first occasion but not 
on the second. 

No differences were found between the 
patients who showed an anti-depressant response 
and those who did not when they were com- 
pared for age, sex, length of history, total or 
individual scores on the Carney Roth Garside 
questionnaire or Hamilton Rating Score, nor 
when they were classified into having unipolar 
or bipolar illnesses (Perris, 1975). Control 
patients did not show any delayed psychological 
effects of methylamphetamine. 


Discussion 


The aim of this study was to measure the 
immediate psychological responses to methyl- 
amphetamine in patients with depressive illness. 
The noradrenaline depletion hypothesis predicts 
that there will be an immediate alleviation of 
depression as a result of an immediate rise in the 
concentration of noradrenaline at central re- 
ceptor sites. Little immediate alleviation of 
depression was detected in the patients’ des- 
criptions of their mood or in the ratings of mood 
by patients and observer using visual analogue 
scales. Yet over the first hour after the injection 


8. A. GHECKLEY 


of methylamphetamine an immediate release of 
growth hormone and corticosteroids was meas- 
ured in these patients (Checkley and Crammer, 
1977) and in some patients an immediate 
dysphori¢ response was noted. As both the 
hormonal and the psychological responses are 
probably mediated by central catecholamines 
(Estler, 1975; Johnsson et al, 1971; Rees et al, 
1970), it is likely that in these patients the 
injection of methylamphetamine caused an 
immediate rise in the concentrations. of cate- 
cholamines at central receptor sites. The 
finding that there was no simultaneous alle- 
viation of depression suggests that depression is 
not due to a simple deficiency of central 
noradrenaline. 


The finding that there was a delayed anti- 
depressant response also questions the simple 
noradrenaline depletion hypothesis. However, 
the same finding suggests that some disturbance 
in catecholamine function must be related to the 
pathogenesis of depression. For a massive 
stimulus to catecholamine systems can reverse 
depressive symptoms, after a delay of several 
hours. This delay raises the possibility that 
post-synaptic events may intervene between 
changes in concentrations of catecholamines at 
receptors and subsequent changes in mood. 


It is also of interest that.the anti-depressant 
response appears to be complete or nearly 
complete. The main exception to this is that 
patients do sometimes retain delusional ideas 
after the loss of their other depressive symptoms. 
However, this phenomenon is also seen after 
ECT, and was, in fact, noted in two of the 
patients in the present series during earlier 
depressive episodes. The only other symptom 
which remained was some anxiety which 
itself could have been a drug effect. With the 
exception of these two groups of symptoms the 
anti-depressant reponses seen in these patients 
were complete. Such a sudden and striking loss 
of depressive symptoms is reminiscent of the 
behavioural switch which has been described 
in patients with cyclical manic-depressive ill- 
nesses (Murphy and Goodwin, 1972; Stoddard 
et al, 1977). A somewhat similar behavioural 
switch has also been observed after giving 
L-DOPA (Goodwin et al, 1970) which itself 
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stimulates catecholamine function, (Pelton and 
Chase, 1975). ] 

As this is the first attempt to measure the 
immediate psychological effects of the parenteral 
administration of an amphetamine in psych- 
iatric patients, the present report is concerned 
with methodological issues. The main difficulty 
is a conceptual one. Although mood scales 
labelled alert-drowsy, happy-sad and calm- 
excited are useful for describing normal mood 
(Bond and Lader, 1974) and for measuring 
effects of tranquillizers (Bond and Lader, 1973), 
they have serious limitations when used for 
measuring effects of amphetamines. The re- 
sponses described in the present study, like the 
responses described by Lasagna in normal 
subjects (Lasagna etal, 1955) fall into two 
categories which may conveniently be labelled 
as euphoria and dysphoria. These drug-induced 
mood states are not conveniently measured by 
analogue scales labelled happy-sad, ‘calm- 
excited or alert-drowsy. The dysphoric reactions 
contain variable elements of sadness and 
anxiety while the euphoric reactions include 
some alertness and some relaxation as well as a 
striking euphoria. The alert-drowsy dimension 
is especially confusing as many patients des- 
cribed feeling both alert and drowsy, either in 
rapid succession or, paradoxically, at the same 
time. Severely depressed patients are known to 
have difficulty rating their own mood and it 
may be necessary to rely mainly upon ratings 
made by observers. The present study also 
demonstrates the unwanted variation that can 
be introduced by the inclusion of psychotic 
patients. Abreactions would raise similar issues 
but were infrequent in the present series, 
possibly because the dose of methylamphetamine 
(15 mg/75 Kgm body weight) was small. 

These considerations indicate more sophisti- 
cated ways of measuring the psychological 
responses to methylamphetamine. It may be 
more useful to administer check lists of euphoric 
and dysphoric symptoms. Preliminary obser- 
vations suggest that such symptoms can be 
reliably rated in depressed and recovered 
patients by independent psychiatrists (Checkley, 
Cookson and Mikhail, unpublished data). 

Finally, it is surprising that the: present 
distinction between the time course of the 
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‘euphoric and the anti-depressant response to 
amphetamines has not been made in earlier 
studies of the effects of amphetamines upon 
depressive illness (Gottlieb et al, 1950; Kiloh et 
al, 1974; Roberts, 1959; Rudolf, 1956; Van 
Kammen and Murphy, 1975).-It is possible that 
some of the unusual conditions of the present 
study highlighted the distinction between the 
euphoric and the anti-depressant responses. 
The patients in the present study were selected 
from many hospitals in order to meet strict 
criteria; both for the diagnosis of endogenous 
depression and for exclusion of delayed effects of 
psychotropic drugs. The experiments were 
performed later in the day than in the previous 
studies at a time of spontaneous alleviation of 
mood, and at a time which approached that of 
the spontaneous switch mechanism (which is 
usually seen in the early hours of the morning). 
Finally, the earlier studies did not closely follow 
the time course of any drug effects either 
because the drug was: administered orally (van 
Kammen and Murphy, 1975) or because mood 
was rated at hourly intervals after administra- 
tion of the drug (Kiloh et al, 1974). . à 

Although the ‘issues raised in this discussion 
are of general importance, it must be empha- 
sized that the present findings are of a pre- 
liminary nature. As no delayed anti-depressant 
response was ‘anticipated, an appropriately 
timed placebo control was: not included in the 
experimental design. It seems unlikely; how- 
ever, that the anti-depressant responses were:a 
placebo effect. "They were unexpected by both 
the patients and the observer, and they occurred 
in patients who were unresponsive to conven- 
tional anti-depressant treatments. Even so, an 
appropriately time placebo cóntrol is required 
which will also provide control for any diurnal 
variation in mood. A replication study with 
these modifications ‘is in progress. For the 
moment it would be unwise to assume that the 
anti-depressant and the euphoric effects‘ of 
methylamphetamine are mediated by. the same 
neurochemical events. 
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Cognitive Functions in Manic-Depressives : 


Effects of Lithium and Physostigmine 


By ROSEMARY TELFORD and ERNEST P. WORRALL 


SUMMARY Cognitive functions were investigated in seven manic- 
depressive patients while on lithium, after two weeks off lithium, and 
after a subcutaneous injection of physostigmine while on lithium. Test 
performance was unaffected by lithium, but after physostigmine the 
LQ. score of a shortened version of the WAIS was significantly in- 


creased. 


Introduction 


Initial enthusiasm for the efficacy of lithium 
in reducing long-term morbidity in manic- 
depression has been tempered by an increasing 
awareness of late adverse effects of the drug; 
these include goitre, hypothyroidism and 
nephrogenic diabetes insipidus. In addition, and 
contrary to early beliefs that lithium in normal 
therapeutic dose was free of any psychological 
side-effects, recent studies have suggested that 
the drug may also cause cognitive impairment 
(Demers and Heninger, 1971; Kusumo and 
Vaughan, 1977; Miiller-Oerlinghausen et al, 
1977), though Friedman et al (1977) failed to 
show any evidence of intellectual impairment 
in patients receiving long-term lithium. A 
number of studies have also looked at the effects 
of lithium on learning, memory and motor 
perceptual functioning in non-manic-depressives 
(Aminoff et al, 1974; Judd et al, 1977; Bech et al, 
1976; Linnoila et al, 1974; Marini and Sheard, 
1977; and Miller-Oerlinghausen et al, 1977). 
The results of these studies have been conflicting. 

It has been suggested that lithium impairs 
release of acetycholine (Vizi et al, 1972). 
Drachman and Leavitt have shown that 
reducing cholinergic transmission by blocking 
the cholinergic receptors with scopolamine can 
cause memory impairment (Drachman and 
Leavitt, 1974). 

The present study set out to investigate the 
effects of lithium on learning, memory, concen- 
tration and motor perceptual functioning in 
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manic-depressives maintained on long-term 
lithium. We postulated that any possible 
impairment of cognitive functioning caused by 
lithium might be due to interference with 


cholinergic pathways, and we looked at the . 


acute effects of the cholinesterase inhibitor, 
physostigmine, on the test performances of our 
lithium subjects. 


Subjects and Method 


A]l subjects were volunteers from a routine 
lithium clinic. We considered patients to be 
suitable for inclusion in the study if they had a 
clear history of manic-depressive illness (either 
bipolar or unipolar), if previous serum lithium 
levels suggested that they took the drug regu- 
larly, if they were clinically and biochemically 
euthyroid, if they were not taking other drugs 
and if they had been recently sufficiently well 
for it to be safe to stop their lithium for two 
weeks during this study. Out of a lithium clinic 
of approximately 60 patients there were 11 such 
suitable patients, 10 of whom agreed to take 
part. 

The investigation was single-blind, the first 
author, who administered the tests, being 
unaware of the drug condition of the patient. 
Eachsubject was given a battery of psychometric 
tests. The same tests were given at each experi- 
mental session and were administered:.in the 
following order:— 

Mood Rating Scale: This self-administered check 
list was adapted from Judd et al (1977) to monitor 
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manic symptoms during the six-week experimental 
period. 

Memory Check List: Possible changes in memory 
were “monitored during the study by а self-adminis- 
tered questionnaire devised by A. Sunderland 
(Unpublished), 

Wechsler Adult Intelligence Scale (WAIS): Four sub- 
tests: Comprehension, Vocabulary, Block Design and 
Object Assembly were used. These have been shown 
to give similar results to the Full Scale I.Q. (Savage 
et al, 1973). 

Corsi Block Tapping Task: This non-verbal analogue 
of the digit span test from the WAIS was adapted to 
provide a spatial learning task. When the subject's 
span had been determined he was then asked to learn 
the sequence of span plus one, span plus two and then 
span plus three. 

Paced Serial Addition Task (PASAT): According to 
Gronwall and Sampson (1974) this test monitors the 
rate of central information processing. A random 
series of 61 digits from | to 9 are presented to the 
subject at a constant rate by means of a tape recorder. 
The subject is instructed to add each number to the 
one immediately preceding it so that the second digit 
is added to the first, the third to the second and so on. 
To be correct the response must be made before 
presentation of the next stimulus. The rate of pre- 
sentation used in this study was 1.5 seconds and 
2.0 seconds. The order of difficulty was randomized 
in subsequent sessions. Correct answers, errors and 
failures to respond (blocking errors) were recorded. 

Wechsler Memory Scale: Two sub-tests, Logical 
Memory and Visual Reproduction were given. The 
four standard memory passages in the Logical 
Memory sub-test were supplemented by two addi- 
tional ones in order to avoid duplication. As only two 
sets of geometric figures are available from the Visual 
Reproduction sub-test, one set (randomly chosen) 
was duplicated on the third occasion. 

All experimental sessions were conducted at 
the same time during the morning for each 
subject with a two-week interval between 
sessions. Psychometric testing lasted approxi- 
mately 1.1/4 hours and took place under three 
randomly assigned conditions :— 

(a) while on normal dose of lithium. 

(b) after two weeks off lithium. 


(c) while on lithium and 30 minutes after 
the start of a slow subcutaneous injection 
of phystostigmine given to a maximal 
dosage of 500 ug. Seven subjects were 
given 500 ug physostigmine, an eighth 
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subject was only given 100 ug as she 
complained of feeling hot and faint after 
this amount. 
Serum lithium levels were measured on each 
subject prior to the start of each test session 
approximately 12 hours after the last dose of 
lithium. 


Results 


Only 7 out of the 10 subjects completed the 
study. One patient who had received 500 pg 
physostigmine had to abandon the test session 
on that day because she felt faint and nauseated 
during the testing session. A second subject was 
noted to have: a resting bradycardia before 
being given any physostigmine and it was 
thought wiser not to proceed with the investi- 
gation. A third subject mistook the instructions 
and stayed off lithium for four weeks rather than 
just two. 

Of the seven remaining subjects six were 
female. Six patients had bipolar manic- 
depression; the seventh patient suffered from 
unipolar depression. Their mean age was 39.6 
years (SEM = +5.3). The mean serum lithium 
during the study was 0.83 m.mol/l. (SEM = 
+0.09) and the mean length of time on lithium 
prior to the study was 2.8 years (SEM = 
+0.81). 

Мо significant difference іп mood was 
observed during the experimental conditions nor 
were any problems with memory elicited by the 
Memory Check List. Performance on the WAIS 
sub-tests showed no change when patients were 
on lithium and after they had been off lithium 
for two weeks. After physostigmine the Full 
Scale I.Q. was significantly increased (Table I) 
with the Performance I.Q. contributing most to 
this difference (Table II). The Verbal І.О. just 
failed to reach significance. No significant 
differences on the Corsi Block Tapping Task, 
PASAT or the Wechsler Memory Scale were 
found for any of the three experimental con- 
ditions. 

Discussion 

The results of the present study suggest that 

lithium treatment in normal ‘prophylactic’ dose 


does not impair intellectual functioning to any 
significant extent. The number of subjects in 
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this study was шай, (a ze ones / their 
enhanced performance ón ithe WAIS ‘following 
physostigmine suggests that at least some of the 
tests were- sufficiently sensitive to. measure 
significant charigesin performance. -? . ory 

' Previous research on the effects of lithium:on 
cognitive functions has not produced consistent 
findings, and' there are- largë methodological 
differences between the: various studies: When 
looking at any such:effects of lithium in. manic- 
depression, controls should ideally be'either.the 
patients themselves or other manic-depressives 
with a similar length óf history. Of the four 
previous studies in manic-depression only that of 
Kusum and: Vaughan’ (1977) "attempts ‘to 
approach this ideal.."T'hese: authors . изей: as 
controls: depresséd: patients on -tricyclic anti- 


‘depressants, They found that the lithium’ patients 


had impaired short-term memory but possible , 
enhanced long-term memory. In the other three 
studies results were as follows. Demers and 
Heninger’ (1971) found that imanic-depressives 
given lithium had impaired scores on the Digit 
Symbol test, of the WAIS compared to drug- 
free normal ` volunteer controls. Müller- 
Oerlinghausen et al (1977) showed that a group 
of lithium clinic patients had reduced vigilance 
on EEG measures; however, these abnormalities 
were dose-related and only found in the patients 
with: the highest serum lithium levels (mean 
lithium, 90. minutes: after- last dose- = 1.190 


-++0.09 m:mol/D. In a group of bipolar manic- 


depressives given the. Reitan-Halstead neuro- 
psychological test battery, Friedman et al (1977) 
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were unable to demonstrate any evidence of 
cognitive impairment attributable to lithium. 


Lithium appears to have qualitatively differ- 
ent biochemical effects in manic-depressives and 
normals (Naylor et al, 1977). Likewise any 
cognitive effects of lithium may Бе quite 
different in manic-depressives from normal 
volunteers or patients suffering from other 
illnesses. There are at least six published studies 
on the effects of lithium in non-manic-depres- 
sives. The controls in these studies have been 
more rigorous than in the studies on manic- 
depression. Three studies employed a double- 
blind crossover technique, two used a straight- 
forward placebo control group, and the Müller- 
Oerlinghausen report was an open study with 
drug-free controls. The length of time the 
patient is exposed to lithium may be important. 
In all but one of these studies the subjects were 
given lithium for only a relatively brief period 
. of a few weeks, in contrast to three out of the 
four studies in manic-depression, in which 
patients had been on long-term lithium. 
Although it is likely that any effects on intellec- 
tual functioning or cognition which are directly 
biochemical would be manifested within one to 
two weeks of starting (or stopping) the drug it is 
possible that longer term exposure could have 
different effects. 


Aminoff et al (1974) demonstrated definite 
impairment on the WAIS scores on patients 
with Huntington's chorea given lithium. Patients 
with progressive brain damage may be un- 
usually susceptible to the neurotoxic effects of 
lithium even at dosages within the customary 
accepted therapeutic range (Worrall et al, 
1975). Müller-Oerlinghausen et al (1977) de- 
monstrated decreased vigilance scores in normal 
volunteers given lithium. Linnoila et al (1974) 
found impaired choice reaction time in normal 
volunteers given the drug, and Judd et al (1977), 
again in normal volunteers, found impaired 
scores on the digit symbol test of the WAIS. In 
contrast, Marini and Sheard (1977), in a group 
of aggressive non-manic-depressive prisoners 
given lithium as an antiaggressive agent found 
no impairment in reaction time or cognitive 
tasks and Bech et al (1976) when treating a 
group of patients with Méniére's disease with 
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lithium found no impairment in complex 
reaction time. . 

From the results of the available ides plus 
our own we feel at the moment that a risk of 
significant cognitive impairment does not merit 
serious consideration when weighing up the 
risks and advantages of lithium for a patient 
with manic-depressive illness. Indeed, the trend 
in our results was for performance on ‘the WAIS 
to be better when on lithium than when off the 
drug. 

There are few studies of the effects of physo- 
stigmine on cognitive functions and ‘none of its 
effects in manic-depressive patients. The present 
findings are in accord with those of Slanska et al 
(1971; 1972) who reported facilitative effects of 
0.6 mg of physostigmine on various learning and 
memory tasks in 22 abstaining alcoholics and 
8 university students., These results are also 
consistent with the recent study of memory 
enhancement after physostigmine treatment in 
an amnesic patient of Peters and Levin’ (1977). 
Serial assessment of memory after 0.8 mg of 
physostigmine showed superior long-term stor- 
age and retrieval. Conflicting results, however, 
are reported by Drachman ‘and Leavitt (1974), 
who conducted a study of memory and the 
cholinergic system in 22 normal volunteers and 
reported no effects from 1 mg or 2 mg physo- 
stigmine on the WAIS or on memory - tests 
designed to measure acquisition, storage and 
retrieval. It is likely that the dose of drug is 
crucial Peters and Levin (1977) selected the 
dose of 0.8 mg physostigmine for their. study 
after first establishing a dose response curve 
which showed that both lower and higher doses 
(of 0.2, 0.4 and 1.2 mg physostigmine) were 
ineffective. In the study by Drachman and 
Leavitt (1974) superior performance on almost 
all the tests was found on the lower dose of 
physostigmine (1 mg), and it is possible that 
they could have demonstrated the stimulant 
effect of this drug with an even lower dose. 

As can be seen from Tables І апа II those 
tests which were significantly enhanced by 
physostigmine plus lithium also tended to be 
better performed when the patient was on 
lithium than when off the drug for two weeks. 
Contrary to our initial postulation, it is possible 
that lithium in fact enhances cholinergic 
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function. Support for this view comes from a 
recent paper by Samples et al (1977), who found 
that in rats lithium potentiated the lethal 
effects of physostigmine. 
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^ A Rating Scale for Mania: 
Reliability, Validity and Sensitivity" 


By R. C. YOUNG, J. T. BIGGS, V. E. ZIEGLER and D. A. MEYER 


SUMMARY An eleven item clinician-administered Mania Rating 
Scale (MRS) is introduced, and its reliability, validity and sensitivity 
are examined. There was a high correlation between the scores of two 
independent clinicians on both the total score (0.93) and the individual 
item scores (0.66 to 0.92). The MRS score correlated highly with an 
independent global rating, and with scores of two other mania rating 
scales administered concurrently. The score also correlated with the 
number of days of subsequent stay in hospital. It was able to differen- 
tiate statistically patients before and after two weeks of treatment and 
to distinguish levels of severity based on the global rating. 


Introduction 


While several rating scales are available to 
quantitate the severity of depression (Hamilton, 
1960, 1976), there is a less satisfactory choice of 
instruments for the rating of mania. Treatment 
studies of mania frequently employ a global 
rating combined with a non-specific scale such 
as the Brief Psychiatric Rating Scale (Overall 
and Gorham, 1962). Dissatisfaction with the 
results of this type of rating procedure has been 
expressed (Shopsin et al, 1975). 

Attempts to devise a specific scale for quan- 
titating the severity of mania have been limited. 
Beigel et al (1971) reported a ward behaviour 
rating scale for mania (Beigel Scale) intended to 
be completed by nursing personnel. This scale 
consists of twenty-six items. A frequency score 
(0 to 5) and an intensity score (1 to 5) are 
assigned separately, and tbe individual item 
score is the product of these ratings. The 
reliability and validity of the scale have been 
examined in detail by its developers (Beigel and 
Murphy, 1971; Murphy et al, 1974). Bech et al 
(1975) reported on its use both as a ward rating 
scale and as a clinician-administered interview 
scale. It has also been utilized in a treatment 
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study (Murphy and Beigel, 1974). Blackburn 
et al (1977) have recently modified the Beigel 
Scale for interview use, expanding it to twenty- 
eight items. 

Petterson et al (1973) reported a clinician- 
administered interview scale for mania (Petter- 
son Scale) consisting of seven items, each scored 
on a one to five scale of severity. The Petterson 
Scale evaluates a more narrow range of ab- 
normal signs and symptoms than the Beigel 
Scale but gives explicit definitions for the 
various grades of severity within each item. The 
Petterson Scale appears to sacrifice breadth for 
potentially greater inter-rater agreement, parti- 
cularly between centres. 

Experience with these scales has indicated the 
need for a clinician-administered interview 
scale with broader scope and greater sensitivity 
than the Petterson Scale, but shorter and more 
explicit in its rating of item severity than the 
Beigel Scale. The Mania Rating Scale (MRS) 
reported here (Appendix) consists of eleven 
items, each with five explicitly defined grades of 
severity. The choice of items was made on the 
basis of published descriptions of the core 
symptoms of the manic phase of bipolar affective 
disorder (Winokur et al, 1969; Carlson and 
Goodwin, 1973) and includes those abnormali- 
ties which were felt to exist over the entire range 
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of illness from mild to severe. Depressive 
symptoms, although frequently present in 
mania, were omitted, since previous reports 


(Beigel et al, 1971; Blackburn et al, 1977) have - 


shown them to be poorly correlated with the 
severity of mania. 

The MRS follows the style of :the Hamilton 
Rating Scale for depression (Hamilton, 1960) 
and is intended to be administered by a trained 
clinician during a fifteen- to thirty-minute 
interview. A severity rating is assigned to each 
of the eleven items,. based on the patient’s 
subjective report of his or her condition over the 
previous forty-eight hours and the clinician’s 
behavioural observations during the interview, 
with the emphasis on .the latter. Four items 
(5, 6, 8 and 9) are given twice the weight of the 
remaining seven in order to compensate for 
poor cooperation from severely, ill patients. 


This report introduces the MRS and examines, 


its reliability, validity and sensitivity. 


Method 


The MRS was examined by paired evalua- 
tions of manic patients on several measures 
during an eight-hour period. Two psychiatrists 
(R.Y. and J.B.) trained in the use of the MRS 
and the Petterson Scale administered both 
scales independently during a joint fifteen- to 
thirty-minute semi-structured interview with the 
patient. Two independent psychiatrists (V.Z. 
and D.M.) assigned a global rating after a joint 
unstructured interview of similar duration. An 
eight-point global rating was used (euthymic 0, 
1; hypomanic, 2, 3; manic, 4, 5; severely manic, 
6, 7). Members of the hospital nursing staff were 
trained in the use of the Beigel Scale, and on the 
day of evaluation two nurses completed this 
scale independently, based on their observations 
over an eight-hour period. The training period 
for the two psychiatrists who administered the 
MRS and the Petterson Scale consisted of six 
practice interviews, each followed by a dis- 
cussion between the interviewers of the ratings 
assigned. у 

During a three- month period, all adult 
patients admitted to Renard Hospital, the 
teaching hospital of Washington University, 
were evaluated. Consecutive patients meeting 
research criteria for the diagnosis of mania 
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(Feighner et al, 1972) were asked to participate 
in the study. No patient refused to participate. 
Twenty patients were evaluated during their 
first week in hospital, and fifteen of these’ were 
re-evaluated two weeks after the initial inter- 
view. In the interval, patients were treated in an 
uncontrolled manner by their individual psych- 
iatrists, who were unaware of the scores. The 
usual treatment consisted of a combination of 
lithium carbonate and neuroleptics. A total of 


„thirty-five sets-of ratings was obtained. The 


number of days from each rating to- discharge 
was noted, and thirty days after discharge the 
patient was followed up to determine if re- 
admission had been necessary. 

Since rating scales yield ordinal level measures, 
non-parametric statistics (Spearman rank-order 
correlation coefficient, Kruskal-Wallis one-way 
analysis of variance, and the Mann-Whitney U 
Test) were used throughout the analysis 
(Siegel, 1956). All probabilities are two-tailed. 


Results 

Reliability | 

The inter-rater reliability of the MRS was 
examined by comparing the scores assigned by 
the two physicians independently administering 
the scale during a joint interview. These 
correlations for the total score and the individual 
item scores of the MRS are given in Table I 
along with the inter-rater reliability of the 
global rating, the Petterson Scale, and the 
Beigel Scale. The lower correlation between the 
two nurses completing the Beigel Scale is 
expected, since 12 members of the nursing staff 
participated in the study, thus introducing more 
variation in the completion of the scale. The 
correlation between the total scores on the MRS 
was 0.93 and ranged from 0.66 for item 9, 
disruptive-aggressive behaviour, to 0.95 for 
item 4, sleep. All correlations were significant at 
the 0.001 level. ' 


Validity 


The concurrent validity was examined by 
correlating the mean score of the two raters 
completing each scale with the mean scores of 
the other scales. These correlations are given in 
Table II. All were significant at the 0.001 
level. The total scores on the MRS correlated 
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Taste І 
Interrater reliability. Spearman rank-order’ correlation 


coefficient, (rs) between the two raters for each scale and for 
HENndwidual items of the MRS (N = 35) 





Scale Correlation (r,)* 
Global ratng ` 0.77 
Beigel scale 0.60 
Petterson scale 0.88 
Маша rating scale 0.93 
Individual items of MRS ` 

1. Mood 0.80 

2. Energy 0.72 | 

3. Sexual interest 0.92 

4, Sleep 0.95 
5. Irritability 0.75 
6. Speech 0:83 
7. Language- -Thought 

disorder 0.72 
8. Content 0.92 
9. Disruptive-Aggressive 

behaviour 0 66 
10. Appearance 0.67 
11. Insight 0.92 


*P <0 .001 for all correlations 


highly with the global rating (0.88) and the 
Petterson Scale (0.89). The correlation with the 
Beigel scale, although of a lower magnitude 
(0.71), was acceptable. The corrélation between 
the global rating and the MRS: score for the 
twenty initial interviews was 0.86 (P <0.001) 
and for the fifteen repeated interviews was 0.53 
(P «0.05). The lower correlation for the 
repeated interviews is a reflection of the more 
narrow range of scores. 


TABLE II 


Spearman rank-order correlation coefficient between the 
various rating scales (N = 35) ч 











Ratings Global Beigel Petterson 
Mania rating scale 0 88 0.71 0.89 
Petterson scale 0.80 0.65 — 
Beigel scale 0.66 — c 





P <0 001 for all correlations 


The correlations between the change in the 
global rating and the changes in the various 
scales were calculated for the fifteen patients 


Ts >0. 56, Р <0. 001 
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rated on two occasions. This correlation was 
0.76 (P <0.05) for the MRS, 0.80 (P <0.01) 
for the Petterson Scale, and ы 54 (Р <0, i) for 
the Beigel Scale. 

The correlations between the individual items 
of the MRS and the total MRS score and the 
global rating are given.in Table III. The 
correlations between the item scores and the” 
total score ranged from 0.41 for item ‘10, 
appearance, to 0.85 for item 7, language- 
thought disorder. The correlations between the 
item scores and the global rating ranged: from 
0.32. for item 10, appearance, to 0.85 for 
item 7, language-thought disorder. 


; ТАВІЕ ПІ 
Spearman rank-order correlation coeffuxent (rs) of the 
indwidual items of the Mania Rating Scale (MRS) with 
-the total score and the global rating (N = 35) 





Be oe ds Total MRS Global 
Individual MRS item with:' 





score* score* 
1. Mood 0.76 0.75 
2. Energy 0.84 0.79 
3. Sexualinterest 0.69 0,67 
4. Sleep 0.59 0.61. 
5. Irritability . 0.56 0.39 
6. Speech 0.64 0.60 
7. Language-Thought NAP: 
disorder 0.85 ' 0.85 
8. Content 0.84 0.77 
9. ` Disruptive-Aggressive Р 
. behaviour А 0.64 , 0.43 
10. Appearance 0.41 0.32 
11. Insight 0.57 0.40 





*r, 20.35, P «0.050 оп 20.45, Р <0.01; 


The predictive validity of the various scales 
was examined by correlating the scores with 
the number of days of continued stay in hospital 
following completion of the scale. This corre- 
lation was 0.66 (P <0.001) for the MRS, 0.58 
(P <0.001) for the Beigel Scale and 0.50 
(P <0.01) for the Petterson Scale. Two of the 
three patients with total MRS scores greater 
than 15.0 who were discharged within one 
week of being rated were readmitted within 
thirty days. None of the patients with lower 
MRS scores, discharged within one week, were 
re-admitted during this interval. 
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Sensitivity E 

The sensitivity of the various scales was 
examined by comparing the scores before and 
after two weeks of treatment, for the 15 patients 
on whom these ratings were available, by the 
Mann-Whitney U Test. The MRS differenti- 


ated the pre-treatment and post-treatment. 


scores at the 0.005 level, as did the Petterson 
Scale and the Beigel Scale. The pre-treatment 
and post-treatment scores on the three scales 
“were not significantly correlated MRS: 0.05; 
Petterson, 0.31; Beigel, 0.35). 

A more rigorous test of sensitivity of the MRS 
was undertaken by dividing the 35 sets of. 


ratings into four groups based on the severity of . 


the global rating, with sample sizes as equal as 
possible. The ability of the MRS to differentiate 
these four groups-overall and from adjacent 
severity levels was then examined and'compared 
to that of the Petterson and Beigel Scales. The 
median scores on each of the four severity 
groups and the results of the Kruskal-Wallis 
one-way analysis of variance are given in 
Table IV. The distributions of all three scales 
were significant at the 0.001 level. The ability 
of each scale to differentiate each severity level 
from adjacent levels by the Mann-Whitney U 
Test was then examined. These results, are 
given in Table V. The Petterson Scale did poorly 
in the mild range and the Beigel Scale in the 
mid-severity range. The MRS was the most 
consistent of the three scales over the entire 
range of severity. 
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'TABLE V 


Sensitivity of the three scales in differentiating a severity level 
‚ based on the global rating, from adjacent levels 


Probability ft the 





Severity levels to be 





differentiated (Global) differentiation 
Scale p* 

I (001.5) Mania rating scale | «0.070 
from П (2.0to2.5) Petterson scale «0.960 
1 Beigel scale «0.016 
II (2.0102.5) Mania ratng scale — «0.021 
from III (3.0to 4.0) Petterson scale <0.012 
- Beigel scale <0.562 
III (3 0to4.0) Mania rating scale <0 003 
from IV (> 4.0) Petterson scale <0 004 
i І Beigel scale «0.004 








' *By the pmo ay U test. 


To examine the effect of weighting four 
(5, 6, 8 and 9) of the eleven items of the MRS 
twice as heavily as the remaining items, the 
analysis presented was repeated without the 
weighting. Only minor variations occurred, 
none of which affected the reliability, validity or 
sensitivity of the MRS. This was because only a 
few of the patients rated in, this study were 
severely agitated. If more had fallen into this 
category the advantage of the weighted items 
would have become evident. This is based on 
experience during the development of the scale, 
when a minority of patients with acute mania 


Taste IV 
Median rating scale scores of the patients grouped by the global severity and the probabilities of the distributions 





Severity by global rating 














I п ш IV 
Global Rating 0—1.5 2.0-2.5 3.04.0 >4.0 
N d 11 77 B 6 p* 
Mania rating scale 12.5 . 19.3 25.5 37.9 «0.001 
Petterson scale 12.5 °° 11.8 16.5 22.0 <0.001 
Beigel scale 31.0 80.0 ` 59.3 161.8 <0.001 


* By the Kruskal-Wallis one-way analysis of variance. 
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Alcoholism and Drink-Related Problems 
Medical Director 
Dr Max Glatt MD FRCP FRCPsych DPM 


The Pnory, Roehampton, has established 
Galsworthy House to provide treatment for 
alcoholism and drink-related problems. 


The professional staff includes physicians, 
psychiatrists, therapists, and qualified 
counsellors, and has the support of The Pnory’s 
psychiatric staff and facilities. An essential 
contribution to rehabilitation is made by 
recovered alcoholics. 


Galsworthy House offers a four or five week 
intensive residential course of treatment, 
followed by out-patient care tailored to suit 
individual needs. 


Galsworthy House also counsels companies on 
the implementation of alcoholism policies for 
employees. 


Enquiries for brochures, treatment details and 
fees should be made to: 


The General Manager 
Galsworthy House 
Kingston Hill 
Kingston upon Thames 


Surrey KT2 7LX 
PS 
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^ 01-549 9861. 
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were found to be so severely agitated that the 
usual semi-structured interview was impossible. 
The weighting allowed these patients to be 
rated“4n\an abbreviated manner while still 
yielding scores representative of the severity of 
mania present. 


Discussion 


The MRS was found to be a reliable, valid 
and sensitive rating scale to measure the 
severity of mania by the criteria for psychiatric 
rating scales discussed by Hamilton (1974). The 
scale appears to function over the entire range of 
severity and is sensitive to differences in severity 
in sample sizes similar to those found in treat- 
ment or biological studies. The scale is not 
intended to be used as a diagnostic instrument. 
It appears to measure the -manic ‘state’, as 
opposed to traits, since there was virtually no 
correlation between scores in individuals rated 
before and after two weeks of treatment. 


The MRS should have a high degree of inter- 
centre reliability, since specific instructions are 
given for scoring the severity of each item. In a 
separate procedure this characteristic was 
examined. Nine psychiatric residents partici- 
pated in one of two group interviews with the 
same patient on the same day. Each completed 
the MRS without exposure to the scale prior to 
the interview. The scores assigned by the nine 
residents ranged from 10 to 22 with a mean of 
14.5 and a standard deviation of 3.3. These 
results were felt to support the communicability 
of the MRS. 


There has been a limited selection of rating 
scales with which to evaluate mania. While the 
two existing mania scales function reasonably 
well, the MRS adds a broader and more 
sensitive instrument than the Petterson Scale 
and is both shorter and more explicitly defined 
than the Beigel Scale or its modified versions. 


The usual practice in psychopharmacological 
studies has been to use a number of different 
scales with a central focus to measure various 
aspects of behaviour, such as the use of both 
self-rating and clinician-administered scales in 
depression studies. In studies where the quan- 
tification of the severity of mania is required, the 
combined use of a ward behaviour scale, such as 
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the Beigel Scale, and a clinician-administered 
interview scale is recommended. 
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Appendix: Mania Rating Scale 


Guide for Scoring Items—The purpose of each item 
is to rate the severity of that abnormality in the 
patient. When several keys are given for a particular 
grade of severity, the presence of only one is required 
to qualify for that rating. 

The keys provided are guides. One can ignore the 
keys if that is necessary to indicate severity, although 
this should be the exception rather than the rule. 


Scoring between the points given (whole or half 
points) is possible and encouraged after experience 
with the scale is acquired. This is particularly useful 
when severity of a particular item in a patient does not 
follow the progression indicated by the keys. 


1. Elevated Mood 


0. Absent 

1, Mildly or possibly increased on questioning 

2. Definite subjective elevation; optimistic, self- 
confident; cheerful; appropriate to content 

3. Elevated, inappropriate to content; humorous 

4. Euphoric; inappropriate laughter; singing 


2. Increased Motor Activity- Energy 


0. Absent 

I. Subjectively increased 

2. Animated; gestures increased 

3. Excessive ‘energy; hyperactive at times; 
restless (can be calmed) 

4. Motor excitement; continuous hyperactivity 
(cannot be calmed) 


3. Sexual Interest 


0. Normal; not increased 

1. Mildly or possibly increased 

2. Definite subjective increase on questioning 

3. Spontaneous sexual content; elaborates on 
sexual matters; hypersexual by self-report 

4. Overt sexual acts (toward patients, staff, or 
interviewer) : 


4. Sleep 


0. Reports no decrease in sleep 
. Sleeping less than normal amount by up to 
one hour 
2. Sleeping less than normal by more than one 
hour 
3. Reports decreased need for sleep 
4. Denies need for sleep 


н 


A RATING SCALE FOR MANIA: RELIABILITY, VALIDITY AND SENSITIVITY 


5. Irntabiluy 


10. 


0. 
2. 
4. 


6. 


8. 


0. 
2. 
4. 


6. 


8. 


0. 
1. 


2. 
3. 


4. 


0. 
2. 
4. 
6. 
8. 


0. 
2. 
4. 
6. 


8. 


Absent 

Subjectively increased 

Irritable at times during шашуы ecent 
episodes of anger or annoyance on Ward 
Frequently irritable during interview; short, 
curt throughout 

Hostile, unco-operative; interview impossible. 


. Speech (Rate and Amount) 


No increase 

Feels talkative 

Increased rate or amount at times, verbose at 
times 

Push; consistently increased rate and amount; 
difficult to interrupt 

Pressured ; uninterruptible, continuous speech 


. Language- Thought Disorder 


Absent 

Circumstantial; muld distractibility; 
thoughts 

Distractıble; loses goal of thought; changes 
topics frequently; racing thoughts 

Flight of ideas; tangentiality; difficult to 
follow; rhyming, echolalia 

Incoherent; communication impossible 


quick 


. Content 


Normal 

Questionable plans, new interests 

Special project(s) ; hyperreligious 

Grandiose or paranoid ideas; ideas of refer- 
ence 

Delusions; hallucinations 


. Disruptwe-Aggressive Behaviour 


Absent, co-operative 

Sarcastic; loud at times, guarded 

Demanding; threats on ward 

Threatens interviewer; shouting; interview 
difficult 

Assaultive; destructive; interview impossible 


Appearance 


. Appropriate dress and grooming 
. Minimally unkempt 
. Poorly groomed; moderately 


dishevelled; 
overdressed 


. Dishevelled; partly clothed; garish make-up 
. Completely unkempt; decorated; bizarre garb 
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11. Insight 2. Admits behaviour change, but denies illness 
0. Present; admits illness; agrees with need for 3. Admits possible change in behaviour, but 
treatment denies illness 
1 -FONbly ill 4, Denies any behaviour change 
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Lithium Accumulation in Erythrocytes of Manic-Deprissive 


Patients: An in vivo Twin Study 


By JULIEN MENDLEWICZ, PAUL VERBANCK, 
PAUL LINKOWSKI and JEAN WILMOTTE 


SUMMARY Genetic factors play an important role in drug metabolism 
and drug response. In order to investigate genetic variables in lithium 
prophylaxis and lithium distribution across the erythrocyte in manic- 
depression, we have examined forty-two pairs of twins monozygotic 
(n = 25) and dizygotic (n = 17) with manic-depression. Concordant 
twins as a group show better lithium prophylaxis than do discordant 
twins. These results are consistent with previously published family 
studies of affective illness suggesting a positive relationship between 
genetic background and success of lithium prophylaxis. н 

Lithium distribution across the red blood cell (RBC) was assessed 
by estimating lithium RBC/plasma ratios. The lithium ratio’s intrapair 
differences in both groups of twins were minimal with a high herit- 
ability index suggesting that genetic factors play a role in lithium ion 
distribution. A high linear correlation was found between lithium 
ratio and plasma lithium and there was no difference in lithium ratios 
according to sex, affective state and response to lithium. The distri- 
bution of lithium ratios was homogenous in the lithium responders’ 
population but this was not the case in the non-responders, suggesting 
biological heterogeneity of lithium distribution in lithium failures. 
The implications of these results are discussed as they relate to the 
genetic determinates of lithium prophylaxis in manic-depressive 
illness. 

These results indicate that lithium ratios are of limited value in 
lithium maintenance therapy. Our lithium kinetic data, however, are 
consistent with the concept of a lithium extrusion mechanism from red 
blood cells. 


Introduction 


Genetic factors play an important role in 
drug metabolism and drug response (Mendle- 
wicz et al, 1975). This is of special interest in 
psychopharmacology in light of the fact that 
heredity contributes to a large extent to the 
etiology of major psychoses such as schizo- 
phrenia and manic-depression (Heston, 1970; 
Mendlewicz and Rainer, 1977). The prophy- 
lactic efficacy of lithium salts in manic-depressive 
illness is now well documented (Schou, 1968) 
but its mode of action remains to be clarified. 


Recent genetic studies have shown a positive 
correlation between long-term lithium response 
in, manic-depression and the patient’s genetic 
background (Mendlewicz et al, 1972; Mendle- 
wicz et al, 1973; Mendlewicz and Verbanck, 
1978; Prien et a], 1974; Taylor and Abrams, 
1975; Cazullo and Smeraldi, in press; Kupfer 
еі al, 1975). A positive correlation between 
long-term lithium failure and the presence of 
affective illness in the patients’ relatives has also 
been reported (Misra and Burns, 1977). These 
observations emphasize the importance of 
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lithium action at the receptor level as a possible 
indicator of biological disturbances in mem- 
brane, factors in manic-depressive illness 
(Mendes and Frazer, 1973). 

This question has recently been investigated 
in manic-depressive patients by studying lithium 
distribution across a red blood cell (RBC). The 
ratio of RBC lithium concentration to plasma 
lithium concentration, i.e. the lithium ratio 
is at present the subject of much controversy 
concerning its use as a potential clinical or 
research indicator. Some authors have reported 
the lithium RBC/plasma ratios to be significantly 
higher during the depressed phase in manic- 
depressive patients who were lithium responders 
as compared to those who were lithium failures 
(Mendels and Frazer, 1973; Cazullo et al, 
1975). Other investigators have shown corre- 
lations between the erythrocyte/plasma lithium 
ratios and clinical affective state in bipolar 
(manic-depressive) and unipolar (depressive) 
patients (Elizur et al, 1972; Ramsey et al, 1976; 
Soucek et al, 1974; Lyttkens et al, 1973). These 
results, however, are disputed by other workers 
who were unable to confirm such findings (Lee 
еі al, 1975; Rybakowski et al, 1974; Von 
Knorring ei al, 1976). 

Furthermore, there are conflicting results 
concerning the relationship between extra- and 
intra-cellular lithium concentration in ery- 
throcytes, thus making it difficult to interpret 
clinical studies based on lithium ratio esti- 
mations (Ratey and Mallinger, 1977). In this 
paper, the mechanism of lithium distribution 
acorss the RBC membrane and the importance 
of genetic factors are further investigated with 
relation to lithium prophylaxis in a homogenous 
group of manic-depressive twins. 


Sample and Methods 

A group of 71 pairs of twin subjects with a 
diagnosis of affective illness has been ascer- 
tained in Brussels. One or both pairs of 42 twin 
probands were identified as having been 
treated with lithium carbonate for at least two 
years for manic-depressive illness. All subjects 
were available and willing to participate in the 
present investigation, after being informed as to 
the nature of the study. These twins were 
selected through a Belgian 'Twin Register 
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(n — 11), containing the names of 597 twins, 
and through private and hospital referrals 
(n = 31). There were 25 pairs of monozygotic 
twins and 17 pairs of dizygotic twins. The age 
range was 23 to 66 years. Zygosity was deter- 
mined by estimating similarity in physical 
traits, history of similar appearance to parents 
and teachers since early childhood, and sero- 
logical determinations (A.B.O., M/N, Luther, 
Duphy, Kell, Rh, Kidd, P, Xg . . .). The 
zygocity determinations were performed blindly, 
Le. without knowledge of the lithium response 
and the co-twin diagnosis. 

The diagnoses of primary affective illness, 
either of the bipolar (manic-depressive) type or 
unipolar (depressive) type were made according 
to Feighner's criteria (Feighner et al, 1972), 
using a modified form of the semi-structured 
interview, Current and Past Psychopathology 
Scales (CAPPS) (Endicott and Spitzer, 1972). 

Bipolar depression was diagnosed in those 
subjects who had a history of clear-cut manic 
behaviour and of depressive episodes severe 
enough to require treatment or hospitalization 
or to cause a disruption in everyday activities 
for at least three weeks. Recurrence of illness 
with symptom-free intervals was among the 
criteria used for the diagnosis of bipolar illness. 
Unipolar depression was diagnosed in indivi- 
duals who had never experienced mania or 
hypomania but had experienced one or more 
depressive episodes severe enough to require 
treatment or hospitalization. For patients with 
either bipolar or unipolar illness, there had to be 
no personality disintegration before or after 
psychotic episodes and no other pre-existing 
psychiatric or medical disease that might 
produce symptoms which could be confused 
with those of affective disorders. The proband 
twin and co-twin diagnoses were done by 
different investigators. 

At the time of the study, all twin probands 

_had received lithium salts from 2 to 11 years. 
Serum lithium levels were monitored once every 
six weeks (14 hours after the last lithium intake) 
and dosage was regulated to maintain a serum 
lithium level between 0.8 mEq/L and 1.3 
mEq/L. A patient was considered to be a 
lithium prophylaxis failure during this two-year 
period if he or she required additional medi- 
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cation (other than lithium) or hospitalization 
for a manic or depressive episode. Details of the 
method and results of our twin study have been 
presented elsewhere (Mendlewicz and Verbanck, 
1978). At the time of the study, all manic 
depressive twins had been normothymic for at 
least three weeks. 

A lithium wash-out period was instituted 
eight days before the experiment which con- 
sisted of the administration of a single dose of 
900 mg of lithium carbonate at 9 a.m. There 
was no special dietery control. The same 
regimen was applied to the.co-twins. Ten ml of 
venous blood were drawn into a plastic syringe 
and transferred to a sterile plastic centrifuge 
tube containing 0.05 ml ammonium heparin. 
From this 1.0 ml was transferred into another 
plastic tube, and 0.2 ml was drawn into a 
calibrated Wintrobe haematocrit plastic tube. 
The two tubes were then centrifuged with 
gradual acceleration to avoid destruction of the 
erythrocytes. The plasma was separated from 
the red blood cells and the upper residual layer 
of plasma plus the lower buffy coat and three 
mm of RBC were aspirated with a Pasteur 
pipette. Plasma was diluted with distilled water 
in the ration 1:10 and red blood cells in the 
ratio 1:5. 

The measuring pipettes were washed in the 
diluted solution to ensure the absence of 
plasma and RBC in the lumen of the pipettes. 
Plasma trapping between the RBC can be 
measured by a marker substance which does not 
enter red blood cells. Solomon (1952) using 
“NaCl as the marker substance, reported 
0.0292 + 0.0027 ml plasma trapped per ml of 
packed cells upon centrifugation for 50 minutes 
at 1,610 g. This figure taking into account the 
ratio of the true haematocrit value to the 
observed haematocrit value, has been used in 
estimating the correction factor. The mean 
corpuscular volume was established by deter- 
mining a count of red blood cells in cubic 
millimetres. The plasma and RBC lithium 
determinations were done in duplicate by 
atomic absorption spectrophotometry (Perkin- 
Elmer, 305—B) four hours after lithium adminis- 
tration and the results included in Table II are 
the means of three weekly determinations. The 
lithium distribution between intra-cellular and 


LITHIUM ACCUMULATION IN ERYTHROCYTES OF MANIC-DEPRESSIVE PATIENTS 


extra-cellular compartments was assessed by 
estimating the lithium ratio: Li RBC/Li 
Plasma. Statistical analysis was performed by 
using the x? test with Yates correcfíony the 
Student t-test for comparison of níeans, the 
F test for comparing variance and the Rankit 
test for the analysis of lithium ratios distri- 
butions (Delaunois, 1973, vol. 1; Delaunois, 
1973, vol. 2). 








Results 
Lithium prophylaxis and genetic background 
TABLE I 
Lithium prophylaxis in bipolar twins 
Lithium 
prophylaxis in 
MZ bipolar 
probands Co-twin 
Bipolar Unipolar Normal Total 
Responder 12 2 2 16 
Non-responder 2 0 7 9 
Total 14 2 9 25 
Lithium 
prophylaxis in 
DZ bipolar 
probands Co-twin 
Bipolar Unipolar Normal Total 
Responder 4 1 3 8 
Non-responder 0 0 9 9 


Total , 4 1 12 17 


Table I, shows the results of lithium pro- 
phylaxis in 25 bipolar monozygotic twin 
probands and 17 bipolar dizygotic probands 
according to the co-twin diagnosis. Among the 
16 bipolar monozygotic twins benefiting from 
lithium treatment, 12 have a co-twin who is 
manic-depressive (i.e. they are concordant for 
the illness) while only two pairs of twins are 
concordant for manic-depression among the 
nine lithium failures. Out of eight lithium 
responders in the dizygotic group, four pairs 
were concordant for bipolar illness, while there 
was no concordant pair among the nine lithium 
failures. Concordant twins as a group show 
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win Sex 
(proband) 
I. | Concordant pairs: BP-BP 
1 F 
2 M 
3 M 
4 F 
5 M 
6 F 
7 F 
8 M 
9 F 
10 F 
11 M 
12 F 
13 M 
14 F 
II.  Concordant pairs: BP-UP 
1 Е 
2 м 
IIl. Discordant pairs 
1 M 
2 F 
3 F 
4 M 
5 M 
6 F 
7 F 
8 F 
9 F 
І. Concordant pairs: BP-BP 
1 M 
2 F 
3 F 
4 M 
II.  Concordant pairs: BP-UP 
1 M 
III. Discordant pairs 
1 M 
2. F 
3 Е 
4 M 
5 F 
6 F 
7 M 
8 F 
9 M 
10 M 
11 M 
12 F 


Lithium distribution tn bipolar twins 


Prophylaxis 
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"TABLE II 
Monozygotic 
Li/Plasma 
mEq/L 
.61 + .07 
.58 + .08 
.68 + .05 
46 + .09 
71 + .08 
.64 + .09 
71 + .H 
.98 + .12 
59 + .09 
.67 + .08 
80 + .11 
.62 + .07 
.76 + .01 
.99 + .08 
.47 + .06 
.61 + .09 
‚82 + .11 
.73 + .06 
.69 + .05 
.77 t .06 
.65 + .09 
.88 + .09 
83 + 11 
.72 + .08 
.69 + .12 

Dizygotic 
.70 + .09 
.57 + .10 
.62 + .14 
.82 + .08 
.60 + .07 
.99 + .08 
.21 + .12 
.51 + .09 
.39 + .09 
.27 + .08 
.70 + .09 
.69 + .07 
.89 + .09 
.51 + .07 
41 + .08 
‚51 + .07 
.67 + .06 


Li/RBC 
mEq/L 
.47 + .03 
41 + .05 
.42 + .08 
51 + .01 
41 + .02 
41 + .01 
.94 + .02 
32 + .01 
.41 + .01 
.52 + .02 
.42 + .02 
.67 + .01 
59 + .02 
.49 + .02 
.21 + .02 
.33 + .01 
.14 + .03 
.23 + .02 
.20 + .01 
.24 + .01 
.29 + .01 
.18 + .02 
19 + .01 
.22 + .01 
.33 + .02 
.29 + .04 
.37 + .01 
.27 + .04 
.18 + .03 
.47 + .02 
.53 + .03 
.42 + .04 
.42 + .02 
.54 + .02 
.52 + .01 
.93 + .02 
.31 + .02 
.24 + .01 
31 + .02 
.61 + .02 
.42 + .02 
.39 + .03 
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significantly better lithium prophylaxis than do 
discordant twins, (у = 10.79, df = 1, 
P <0.02). The presence of unipolar illness in 
co-twins does not differentiate between re- 
sponders or failures to lithium treatment. These 
twin data confirm and extend previous family 
studies from our laboratory and by others, 
(Mendlewicz et al, 1972; Mendlewicz et al, 
1973; Mendlewicz and Verbanck, 1978; 
Prien e£ al, 1974; Taylor and Abrams, 1975; 
Cazullo and Smeraldi, in press; Kupfer et al, 
1975) demonstrating an association between the 
presence of bipolar heredity and success to 
lithium prophylaxis. These results indicate that 
genetic factors play a role in the mechanism of 
action of lithium salts. 


Lithium. ratio, affective diagnosis and lithium pro- 
phylaxis 

Tables II illustrates the lithium values 
for plasma RBC and the lithium RBC/plasma 
ratios in monozygotic and dizygotic bipolar 
twins in relation to twin concordance and 
lithium prophylaxis. The results included in 
these tables are the means of three weekly 
determinations, and are expressed in mEq/L. 
The analysis of lithium ratios does not show any 
significant difference between monozygotic and 
dizygotic twins. There was no significant 
difference in lithium ratios between unipolar 
and bipolar patients nor was there any signi- 
ficant difference between responders and 
failures to lithium prophylaxis. 

Furthermore, we were unable to confirm 
reports from Lyttkens et al, 1973 and Ryba- 
kowski et al, 1977, of a sexual difference in the 
distribution of lithium ratios. In our sample, 
there was no significant difference in ratios 
according to sex. Our results indicate that 
lithium ratios are not related to affective sub- 
groups and are of little value in the assessment 
of lithium maintenance therapy. 

However, as can be seen in Figs 1 and 2, 
lithium responders as a group show a more 
homogenous pattern of lithium distribution 
across the red blood cell than do lithium non- 
responders according to the F test (F = 4.73, 
d.f. 2440, Р <0.001). Furthermore, applying a 
rank test to the distribution of lithium ratios in 
lithium responders (Fig 1) and non-responders 
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Fic 1.—Lithium RBC/Plasma distribution in lithium 
responders. 
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Fie 2.—Lithium RBC/Plasma distribution in lithium 
non-responders. 


(Fig 2), there is indication of the existence of 
two subgroups among the non-responders. This 
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observation is in line with some reports suggest- 
ing that manic-depression and its response to 
lithium аге heterogenous (Mendlewicz et al, 
1973; Jenner and Lee, 1976; Mendlewicz and 
Verbanck, 1977). 

However, in contrast with Jenner and Lee's 
suggestion (1976) that the lithium responders' 
group appears to be heterogenous, our data 
indicate the opposite, i.e. the group of lithium 
failures is more likely to be heterogenous. 


Extra and intracellular lithium concentrations 
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Fra 3.—Lithium RBC/Plasma ratios in relation to plasma 
lithium. 


Figure 3, illustrates the relationship between 
lithium RBC/plasma ratios and plasma lithium 
in our overall sample. As Jenner and Lee 
(1976), we have found a high linear correlation 
between lithium RBC/plasma ratios and lithium 
in plasma (г = 4-58, Р « 0.001), suggesting a 
strong dependence of erythrocyte/plasma ratio 
on plasma lithium level, according to the 
following equation used across our patients: 

Lirsc = а Li*piasma Tb Liptasma 

These data indicate that the use of lithium 
ratios alone will not substantially contribute to 
our understanding of the mode of action of this 
ion in affective illness. Nevertheless, the factors 
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governing accumulation of lithium ion by the 
erythrocyte and the genetic mechanism operat- 
ing in lithium distribution acros the RBC 
membrane deserve further investigation. 
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Fio 4.—Lithium ratios in MZ and DZ twins. 


Figure 4, shows the concentration gradients 
between plasma and erythrocyte in relation to 
the plasma lithium concentrations. The gra- 
dients are first negative for small lithium 
plasma concentrations (indicating lithium RBC 
intrusion) and become positive for higher 
lithium plasma concentrations (consistant with 
lithium extrusion from the RBC). These data 
suggest that the erythrocyte tends to maintain a 
constant concentration of lithium in its inner 
compartment, perhaps through a Ма+- 
dependent lithium counter-transport system as 
described by some authors for human erythro- 
cyte (Greil et al, 1977; Haas et al, 1975). This 
active lithium efflux from RBC against an 
electrochemical gradient occurs by means of a 
counter-current exchange with sodium. This 
mechanism has recently been implicated in the 
genetic determination and in the large inter- 
individual variation of lithium distribution 
across the RBC in lithium treated patients 
(Greil et al, 1977). This interindividual variation 
of lithium ratios and the interaction between 
environmental and genetic factors are illustrated 
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in Table II by the small intrapair differences of 
lithium ratios in both monozygotic and di- 
zygotic twins (which are of the same order of 
magnitude as those published by Dorus et al, 
1975). Table II shows almost no overlap 
between MZ concordant pairs with higher 
lithium ratios and MZ discordant pairs with 
lower ratios, while the opposite seems to be true 
for DZ twins. This may indicate variable 
biological factors operating in lithium ratio 
distribution according to zygocity and twin 
concordance. It is also of interest to notice that 
the two concordant bipolar and unipolar MZ 
pairs in Table II have lithium ratio values in 
the middle of the range. Furthermore, the 
individual lithium ratios do not vary with time 
as has been shown before (Mendlewicz and 
Verbanck, 1978). І 

In order to further study the importance of 
genetic factors in the establishment of lithium 
distribution across the RBC, we have compared 
lithium ratios in pairs of MZ and DZ sibs in our 
twin sample. When the values of the lithium 
ratios for each twin pair were plotted for both 
MZ and DZ twins, the points for MZ twins 
clustered about a 45° line from the origin, an 
observation indicating a strong genetic influence 
(Fig 5). 
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Fie 5.—Lithium gradient in relation to plasma lithium. 
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The heritability estimate (h*) for the lithium 
ratios was obtained by comparing the values for 
within pairs variances in MZ twins versus DZ 
twins, as indicated by the following equation: 


Var DZ—Var MZ 
hè = ———————— 
Var DZ 


The heritability estimate (h?) was found to 
be very high in our sample (ht = 0.97, F 33/49 
= 33.10, P «0.001) and of the same order of 
magnitude as the one reported by Dorus et al 
(1975). This result emphasizes the genetic 
determination of lithium membrane-transport. 


Discussion 


Our present study assessing the efficacy of 
lithium prophylaxis in MZ and DZ manic- 
depressive twins indicates that concordant 
twins are significantly better lithium responders 
than discordant twins. Although lithium pro- 
phylaxis was assessed in probands on a retro- : 
spective basis, the study was designed as to 
keep the investigators blind to zygocity and to 
clinical status of the co-twin. These twin data 
confirm previous family studies demonstrating 
that manic-depressive patients characterized by 
a positive heredity for manic-depression have 
statistically a better chance to respond favour- 
ably to long-term lithium treatment (Mendle- 
wicz et al, 1972; Mendlewivz et al, 1973; 
Mendlewicz and  Verbanck, 1978; Prien 
et al, 1974; Taylor and Abrams, 1975; Cazullo 
and Smeraldi, in press; Kupfer et al, 1975). 
These results suggest that the patient’s genetic 
make-up could serve as a predicting factor for 
lithium prophylaxis. According to our study, 
the estimation of lithium RBC plasma ratios 
cannot be used as a psychobiological measure 
to either differentiate between bipolar and 
unipolar forms of affective illness or to predict 
lithium response in manic-depression. The lack 
of agreement between studies on the relation- 
ship between lithium ratio, clinical status and 
lithium response may be due to methodological 
problems limiting the interpretation of some 
studies, as has been pointed out by Jenner and 
Lee (1976). : 

The samples studied are not always hom 
genous, sometimes ill-defined and the use of 
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small populations may lead to erroneous 
associations, In our preliminary work dealing 
with a limited group of monozygotic manic- 
depressive twins (n = 18), there was an 
apparent "positive relationship between the 
lithium ratio and long-term lithium response 
(Mendlewicz and Verbanck, 1978). How- 
ever, when we extended our series to 42 pairs, 
including dizygotic twins, this relationship was 
no longer present. 

In our study, there is a high linear correlation 
between lithium ratio and plasma lithium, 
indicating that peripheral pharmacokinetic 
parameters such as intestinal absorption, renal 
excretion and lithium space distribution play a 
role in the:determination of the lithium ratio. 
Our lithium kinetic data and the evidence in 
favour of genetic factors involved in lithium 
membrane distribution presented in this study 
cannot be solely explained by a passive diffusion 
model as proposed by Marini (1977). Our 
results, however, are consistent with the concept 
of a lithium extrusion mechanism from red 
blood cells (Mendels and Frazer, 1973; Greil 
et al, 1977; Haas et al, 1975). Whether this 
lithium counter-transport mechanism is in- 
volved in the genetic determination of lithium 
ion distribution across the red cell membrane 
remains to be proven. 
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Disease Associations in Linked Records: 
Schizophrenia and Accidental Injury 


By J. A. BALDWIN and J. K. WING 


The investigation to be reported in this paper 
was undertaken following a query concerning 
the relationship between road accidents and the 
use of psychotropic drugs. One aspect of this 
problem could be studied easily by using the file 
of linked records of the Oxford Record Linkage 
Study (Acheson, 1967; Baldwin, 1973). Statis- 
tical methods have been developed to estimate 
the degree of association between conditions 
occurring in time-ordered sequences (Baldwin 
et al, 1978). The existing file of linked hospital 
discharge and death records in the Oxford 
Record Linkage Study was therefore searched 
and relevant material analysed to test the 
hypothesis that admission to hospital for 
schizophrenia was followed by an increased risk 
of accident or injury. (The present data do not 
allow the more specific question of phenothi- 
azine treatment to be investigated). The 
statistical procedures simultaneously provide 
data on the converse situation, namely where 
injury occurs prior to hospital admission with 
schizophrenia, and this was studied also. 


Material and Method 


The population at risk of entering the Oxford 
Record Linkage Study files for the purposes of 
this type of study is defined as those persons 
resident within Oxfordshire during any part of 
the five years from 1963 to 1967 together with 
those resident in West Berkshire any time in the 
two years 1966 and 1967. The data linked into 
individual histories consist of records of all 
discharges from all general and psychiatric 
hospitals in the same areas and time periods, 
together with summaries of all death certificates 
of individuals dying while resident in each area 
within these time periods. : 

Each hospital discharge record or death 


certificate allowed for two diagnoses to be 
coded, using the Seventh Revision of the 
International Classification of Diseases (World 
Health Organization, 1957). The rubrics in- 
cluded in accidental injury were N800.0- 
N929.9, N940.0-N959.9. Microfilms were avail- 
able of the original written records entering the 
Study. 


The file organization and statistical methods 
used for this analysis are described in detail in 
Baldwin et al (1978). In brief, the methods 
yielded the observed and expected numbers of 
persons having a specified diagnosis followed by 
another specified diagnosis in any time period 
up to the maximum covered by the data, while 
controlling for period at risk, secular and 
seasonal variations in incidence, population 
migration, sex and the cohort effect of increasing 
age. The interest was in whether there was an 
excess risk of a given diagnosis preceding or 
following the reference condition, in this case any 
type of schizophrenia, and observed and 
expected values were obtained for each sequence. 

The significance of associations between pairs 
of diagnoses was estimated on the assumption 
that the expectation was the mean of a Poisson 
distribution. Where a statistically significant 
association was obtained, the diagnoses were 
verified by reference to the microfilms of the 
original records. 


The linked file did not include records of 
undischarged patients with schizophrenia. Acci- 
dental injury recording was limited to patients 


.who had injuries of sufficient severity to 


warrant in-patient admission or transfer from a 
psychiatric hospital to a general hospital for 
treatment. While the first of these constraints 
will have tended to cause overestimation of the 
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degree of association, the second will have 
resulted in underestimation. 


Results 
Accidental injury following schizophrenia 
A total of 15 cases of all types of injury 
occurring in patients diagnosed schizophrenic 
was found, compared with 10.1 expected 
(P = .09). Four cases had been admitted direct 


from mental hospital, and only two were known‘ 


to have been road accidents. Three cases were 
attempted suicides, and if these are discounted 
the ratio of observed to expected numbers is 
very close to unity. Furthermore, the distribu- 
tion of time intervals between the initial dis- 
charge diagnosis of schizophrenia and the 
injury was not significantly different from that 
expected. Injuries were recorded up to four 
years following the schizophrenia diagnosis. No 
particular form of injury seemed predominant. 

Although males followed the overall pattern 
closely (observed 8, including 2 attempted 
suicides; expected 6.8, P = .37), there was a 
small and non-significant excess of females 
(observed 7, expected 3.3, P = .054). 


Schizophrenia following accidental injury 

There were 22 persons for whom a diagnosis 
of some form of injury was recorded prior to the 
admission for schizophrenia, compared with 
9.3 expected (P — .0003). T'wo cases had 
sustained injuries while engaged in sports, there 
was one case of assault, and 5 cases of road 
accidents (including 2 pedestrian accidents, one 
of which involved alcohol intoxication). It was 
not possible to ascertain the type of accident in a 
further 10 cases. There were 4 attempted 
suicides, and when these were excluded there 
was still a significant excess of previous acci- 
dental injury in persons diagnosed schizophrenia 
(P = .007). There was a marked excess of 
injuries occurring immediately (up to one 
month) prior to the admission in which schizo- 
phrenia was diagnosed, and a similar excess 
6 to 8 months before this admission. Injuries had 
occurred up to two years before the diagnosis of 
schizophrenia was recorded. 


Taking all injuries, there was a significant 
excess in both males (P = .01) and females 
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(P = .004), but again all the attempted 
suicides were in males and removal of these 
reduced the ratio of observed to expected values 


for men below the level of significance (observed 
= 9, expected = 6.2, P = .17). 


Discussion 


The absence of an excess of accidental injury 
after schizophrenia is perhaps encouraging. 
Neither the clinical condition nor presumably, 
treatment by phenothiazines was associated with 
a higher rate of accidental injury after discharge 
from hospital. Nevertheless, it must be empha- 
sized that the average period of follow-up over 
the linked file as a whole was only about 18 
months, and a longer time period might reveal a 
change. Furthermore, the data relate to the 
period a decade ago, and there have been 
important changes in drug maintenance regimes 
for schizophrenia since then. It would be 
important to repeat the analysis for the last five 
years once the more recent data are available 
in linked form. 

The unexpected finding of a highly significant 
excess of accidental injury prior to admission 
for schizophrenia in women but not in men is 
difficult to explain. The later onset of schizo- 
phrenia in women is not responsible, since age 
effects were partialled out. Three women were 
involved in road accidents, one had a fractured 
femur, one fractured an ankle at home, another 
had a Colles’ fracture, there were two head 
injuries of unknown origin, and the remaining 
case had a dislocated jaw of unknown cause. 
Thus it is unlikely that any of these injuries were 
associated with attempted suicide. 

Work on events precipitating schizophrenia 
(Brown and Birley, 1968) showed a significantly 
lower rate of independent events in men 
compared with women, but there was a 
significant excess in both sexes. However, the 
authors did not consider accidental injuries 
separately from other events. It cannot be 
claimed that accidental injury, even if not due to 
an attempt at suicide, is independent of the 
onset or relapse of schizophrenia, and this is the 
most likely explanation. Yet the absence of an 
excess of injuries preceding admission for 
schizophrenia in men is puzzling and deserves 
further investigation using a longer time base. 
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A Psychiatric Clinic in a Probation Office 


By PAUL BOWDEN 


SUMMARY A weekly clinic was held for one year in a London 
probation office with 41 probation officers. Only 23 cases were referred 
but the clinic was found to be a valuable forum for discussion of prob- 
lems with the officers, 10 per cent of whose clients were estimated to be 
receiving psychiatric treatment elsewhere. Suggestions are made to 
improve collaboration between psychiatrists and probation officers. 


Introduction 


A weekly psychiatric clinic was established in 
a probation office for an experimental period of 
one year. Its purpose was to assess the clients of 
probation officers who refused to accept the 
need for referral to a psychiatric hospital, and 
also those who were too socially disorganized to 
keep out-patient appointments. It was hoped 
that the psychiatrist involved with the clinic 
would be identified with the probation service 
rather than a particular hospital. 

Previous experience was that the main source 
of referrals to a forensic out-patient clinic was 
from the probation service, and Bluglass (1976) 
reported similar findings. However, more than a 
third of these referrals failed to attend and for 
those who did it was often difficult to establish a 
commitment to regular treatment. Furthermore, 
referral letters, extensive social enquiry reports, 
casework notes and previous psychiatric reports 
indicated that many non-attenders had major 
psychiatric illnesses associated with behaviour 
disorder. The view that these patients represent 
an important but neglected group is supported 
by Whyte (1975) in his study at a general 
psychiatric clinic. He compared new patients 
with a group who did not attend: non-attenders 
were less stable socially, had more convictions, 
more extensive histories of previous psychiatric 
treatment and they were more likely to have 
deteriorated since referral to the clinic. 

To emphasize that the clinic was to cater for 
individuals who would not normally receive 
treatment, several restrictions were put on 
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referral: ex-patients should be referred back to 
their previous psychiatrist; cases which were 
newly identified by probation officers as 
requiring psychiatric assessment should follow 
the usual referral channels to other hospital 
clinics. 

Informal co-operation between psychiatrists 
and probation officers existed before the passing 
of the 1948 Criminal Justice Act which allowed 
for psychiatric treatment as a condition of a 
probation order. That Act was recently con- 
solidated in Section 3, Powers of Criminal 
Courts Act, 1973. Closer liaison between those 
responsible for the supervision and rehabilita- 
tion of patients subject to special restrictions 
under Part V of the Mental Health Act, 1959 
was recommended by the Aarvold Committee, 
1973. More specifically the Interim Report of 
the Butler Committee, 1974, referred to the 
value of regional secure hospital units as 
reference points for the probation and after-care 
service, although the Committee finally rejected 
a recommendation from the chief probation 
officers that there should be part-time psychiatric 
consultants to the probation service, on the 
grounds that there were too few psychiatrists 
with sufficient experience in dealing with 
offenders. 


Method 


The clinic was held at a probation office in 
South-East London; the same building contains 
a Magistrates’ Court. The 41 probation officers 
had ready access to forensic clinics at the 
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Maudsley Hospital and the psychiatric depart- 
ments of three nearby teaching hospitals. The 
office was also the base for probation officers at a 
second Magistrates’ Court, a Crown Court and a 
Day Training Centre. The purpose of the clinic 
was discussed with probation officers who were 
asked to refer clients, subject to the guidelines 
mentioned earlier. It was hoped that patients 
would only be referred elsewhere from this 
experimental clinic if they required services 
which could not be provided, e.g. in-patient 
treatment. 
Findings 

Probation officers assessed 10 per cent of their 
clients as currently receiving psychiatric treat- 
ment. Because some officers were not super- 
vising clients and others, e.g. at the Day 
Training Centre, had their own psychiatric 
support, only 32 were in a position where they 
were likely to refer cases. In fact 17 officers made 


. referrals; two officers referred 3 clients and two 


officers referred 2. It was possible to separate 
the referrals into 5 categories depending on 
outcome. 


l. Never attended 


1. A homosexual drug addict with seriously 
antisocial behaviour. Currently in con- 
tact with psychiatric services and other 
organizations. 

2. A recidivist with chronic anxiety and 
recurrent severe depressive illnesses. 

3. Antisocial behaviour in the child of an 
immigrant family. 

4. A known paranoid schizophrenic, often 
violent but untreatable on a voluntary 
basis. 

They failed to keep the several appointments 
which they separately received although pro- 
bation officers made considerable efforts to 
ensure their attendance. This failure rate was 
lower than it had been at the hospital-based 
clinic, but again those who did not attend 
appeared to have evidence of quite severe 
disability associated with mental illness and 
behavioural disorder. 


2. Attended once 


5. Severe maladjustment in an individual 
with persistent anxiety and phobias. 
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Reaction formation as outrageously 
powerful and brave. Pathological liar. 

6. An agitated and paranoid person whose 
history and mental state strongly sug- 
gested schizophrenia. Too unco-operative 
and hostile to assess fully. - 

7. Phobic and obese heavy drinker. Depen- 
dent on elderly parents. Extremely 
aggressive. 

Here was good evidence of mental disorder 
to account for aggressiveness which also 
precluded attendance at the clinic. Although 
these cases refused to be seen after the initial 
assessment it was possible to give some inform- 
ation to the supervising probation officer. 
Overall those who did not attend and those who 
came to the clinic on one occasion only appeared 
to be particularly disordered. 


3. Management assessment 


8. Dependent woman struggling to live 
with unfaithful, chauvinist spouse. Re- 
ferred to prisoners’ families organiza- 
tion. 

9. Elderly pederast, impotent and alibi- 
dinous following prostatectomy. Advised 
on after-care while on parole. 

10. Young person with considerable experi- 
ence of psychotherapy. Abused psycho- 
tropic drugs; self-help encouraged with 
superficial support. 

11. Parents seen with probation officer 

& because of assaultative threats to child 

12. and deteriorating marital situation. Ad- 
vised on the assessment of seriousness of 
risk. 

13. Immature and dependent person seen 
following a bizarre sexual assault on 
younger sibling. Supported through court 
trial and separation from family. 

14. Anti-authoritarian young person with 
strong family history of violence. In- 
volved in cycle of provocation—violence 
—retribution. 

15. No psychological disorder found in an 
expert recidivist shoplifter. 

16. An hysteric who abused both psycho- 
tropic agents and advice. Existing contact 
with four social agencies precluded 
further involvement. 
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17. Demanding hysteric whose chaotic exist- 
ence made planned management im- 
possible. Advised on crisis intervention. 

It was more appropriate for these cases to be 
referred elsewhere, or clients were already 
receiving adequate help from other agencies. In 
other manipulative individuals it was though 
best to limit their contact to one person, usually 
the supervising probation officer. This group 
were not managed in the long-term by psych- 
latrists although a psychological contribution to 
their overall care was valued. 


4. Managed at clinic 

18. Adolescent arsonist, later brain-damaged. 
Heavy' drinking and morbid jealousy 
with severe depressive episodes. 

19. Heavy drinking recidivist. Cohabited 
with warden of probation hostel which 
led to further stress. 

Case 18 had previously been unwilling to 
receive psychiatric help and, although he 
attended the clinic regularly whilst on probation, 
he failed when his probation order expired. The 
second person required some support during a 
stressful period when he set up home with the 
warden of his probation hostel. 


5. Referred to other psychiatric services 

20. Long-lasting phobic anxiety state in a 
person previously dependent on mor- 
phine derivatives and alcohol. Referred 
to local psychiatrist for treatment of 
depression. 

21. Psychostimulant dependency; referred to 
local psychiatric services. 

22. Socially unstable heavy drinker who had 
achieved considerable notoriety. Aggres- 
sive and self-mutilatory in probation 
hostel. Admitted to psychiatric unit. 

23. Schizophrenia diagnosed for first time in 
a young man. Originally placed on a 
probation order as a result of assaultative 
behaviour which was, in retrospect, 
delusionaly motivated. Admitted to 
hospital for treatment and rehabilitation. 


Discussion 
Both agencies involved in the project 
approached it cautiously. My own hospital 
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sought an assurance that it would not be held 
responsible for the care of patients taken on at 
the' clinic. Some probation officers expressed 
the view that their professional status rhight 
be compromised by such close collaboration with 
a psychiatrist and others were concerned with 
aspects of confidentiality. The referral rate was 
not adequate to justify a weekly clinic, but 
a less frequent commitment could probably have 
been maintained. The officers had access to 
many other psychiatrists at several different 
centres and although it was not intended to 
divert clients from existing patterns of referral 
the operational guidelines were probably too 
restrictive. In the clinic's latter months it came 
to be used by probation officers as a forum for 
discussion of their clients’ management. These 
developments probably reflected the, needs of 
officers who valued a different formulation of a 
case, the opportunity to discuss alternative 
approaches to management, and advice on the 
importance of psychological symptoms. They 
welcomed the opportunity to discuss their own 
relationships with their clients with someone 
who was not part of the probation hierarchy. 

It is likely that three individuals (cases 5—7) 
would not have been seen elsewhere, at least 
voluntarily, but unfortunately the only value of 
referral was that a superficial assessment of their 
mental state, and its relation to their predica- 
ment, was made. The two persons taken on for 
treatment would probably not have been seen 
at an outside clinic: case 18 would not have 
accepted referral and case 19 was involved in 
an internal probationary problem which needed 
to be dealt with by the service. In the cases of 
clients 22 and 23 the clinic probably facilitated 
earlier referral to hospital. 

Group 3 (management assessment) was 
interesting because the need for advice in such 
cases had not been foreseen. Far from represent- 
ing a group of difficult would-be patients these 
individuals were not sent elsewhere because 
they were threshold cases in which officers 
required advice as to whether or not they were 
suitable cases for referral. T'he relatively large 
numbers in this group suggests that there is a 
consultancy role open to psychiatrists in the 
probation field. 

There is evidence that existing co-operation 
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between probation officers and psychiatrists is 
ineffective and is in need of review. From a 
remand setting many recommendations that 
offenders be made subject to a probation order 
with the condition that they receive psychiatric 
treatment are not accepted by courts (Sparks, 
1966) because the necessary collaboration has 
not taken place between the agencies involved, 
or the patient may refuse treatment to which 
he had previously consented (Bowden, 1978). 
Woodside (1976) showed that; of the small 
numbers who actually present for treatment, 
many default early in their careers as out- 
patients. The inadequate liaison between the 
professions could be remedied if psychiatrists 
provided a consultancy service to probation 
officers as was recommended by the chief 
probation officers to the Butler Committee. 
Such a minimum expenditure of psychiatric 
resources could increase the effectiveness of the 
service which probation officers and psych- 
iatrists provide for mentally disordered offenders. 
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Eysenck’s Theory of Criminality Applied to 


Women Awaiting Trial* 


By LEONARD I. BARACK and CATHY SPATZ WIDOM 


SUMMARY American wonien awaiting trial were administered the 
Eysenck Personality Questionnaire. Compared to a heterogeneous 
control group, these women scored significantly higher on the neuro- 
ticism and psychoticism scales and on Burgess’s ‘hedonism’ variable, 
though they did not differ with respect to extraversion or lie scale 
scores. Women awaiting trial were more likely to fall in the neurotic- 
extravert quadrant (a trend more marked for non-white women). In 
general, the results support Eysenck’s theory of criminality and the 
usefulness of Burgess’s ‘hedonism’ variable. 


Eysenck’s (1970) theory predicts that in 
comparison to normal subjects criminals should 
manifest elevated extraversion (E), neuroticism 
(N) and psychoticism (P) scores. In general, 
studies on both male (Eysenck and Eysenck, 
1970) and female (Eysenck and Eysenck, 1973) 
offenders have supported these predictions. 
However, as conflicting evidence has also been 
reported (e.g. Burgess, 1972; Hoghughi and 
Forrest, 1970; Passingham, 1972), it would 
appear that the simple prediction that offender 
populations should always be characterized by 
high E, N, and P scores may be unwarranted. 

Within the context of Eysenck’s theory, 
Burgess (1972) has suggested additional analyses 
clarifying the contributions of extraversion and 
neuroticism to criminal behaviour. He has 
argued that E and N scores should not be 
studied independently of one another, but 
rather that the combination of high E and high 
N should be related to criminal behaviour. 
Burgess proposed a new variable, hedonism, 
which he defined as the product of a person’s 
N and E scores, and found higher median 
hedonism scores in his prison population. A 
further analysis suggested by Burgess involves 
calculating the number of criminals and 
controls in each of the four personality quad- 
rants as defined by two levels of both extraversion 


* This research was supported by a Willam Е. Milton 
Fund Grant, Harvard University, to C.S.W. 


452 


and neuroticism. In his own research, Burgess 
(1972) found that the EPQ scores of the 
criminals as compared with the control subjects 
were much more likely to place them in the 
neurotic-extravert (N-E) quadrant, as pre- 
dicted. 

In view of the paucity of research on the 
female offender (see Widom, 1978b), the present 
investigation was undertaken with several 
purposes in mind: (i) to increase our general 
knowledge of the female offender (specifically, 
the female awaiting trial) ; (ii) to provide further 
evidence for the validity of Eysenck’s approach; 
(iii) to assess the extent of the generalizability of 
Eysenck and Eysenck’s (1975) findings to an 
American population; and finally, (iv) to 
examine possible racial differences within the 
female offender population. Eysenck’s theory 
would be enhanced by demonstrating its 
applicability to offender populations in general, 
regardless of sex, race, or nationality. 


Method 
Subjects 
Subjects were 60 women in the Awaiting 
Trial Unit (ATU)? at Massachusetts Correc- 


1 It should be noted that not all women in the sample 
will be found guilty. However, this fact would only render 
the finding of differences more telling, as the inclusion of | 
such ‘non-criminal’ women in the ATU sample should 
have the effect of lowering the ATU means on the relevant 
dimensions. 
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tional Institution at Framingham during the 
period October 1975 to April 1976. The mean 
age for the ATU women was 24.65 years 
(SD = 7.59, range 17-62), and the racial 
composition of the group was 43.3 per cent 
white and 56.7 per cent non-white. Their 
alleged offences included armed robbery, bur- 
glary, larceny, alcohol and narcotics violations, 
and prostitution. Most of the women had been in 
the unit for only a few days prior to completing 
the questionnaire. Official information regarding 
previous arrest records was not available to the 
experimenters. From self-reports, the majority 
of the ATU women had had previous con- 
victions, but few (approximately 20 per cent) 
had actually served prison sentences. 

A heterogeneous control group of 51 women 
was obtained, equivalent to the ATU women in 
age and socio-economic status. The control 
group women included members of a women’s 
group at an all-black church in Cambridge, 
Massachusetts (N = 5), women working as 
computer data punch operators in the Boston 
area (N = 7), women from a child-care centre 
in the Boston area ‘п which most of the moti...» 
were receiving sorr~ .orm of welfare assistance 
(N — 22), and high-school students in a local 
community (№ = 17).* The mean age for the 
control group women was 25.20 years (SD — 
9.92, range 15-62), and the racial composition 
of the group was 53 per cent white and 47 per 
cent non-white. The ATU and control groups 
did not differ significantly in age (F (1,103) — 
.10, NS) nor in racial composition (x* (1) — 
1.19, NS). 


Eysenck Personality Questionnaire 

The  Eysenck Personality Questionnaire 
(EPQ; Eysenck and Eysenck, 1975) is a 90-item 
true-false inventory assessing the three per- 
sonality dimensions of extraversion, neuroticism, 
and psychoticism. It also contains a lie scale. 


Procedure 


The questionnaires were administered to the 
ATU women in the early evening, at which 


з Although none of these small groups by themselves are 
identical with the ATU women with respect to age, level 
of education, and approximate social class, the entire 
control group would appear to be matched approximately 
for these background variables. 
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time they were asked to volunteer to participate 
in the study. Testing was done in small groups 
of up to four people, although on occasion the 
questionnaires were administered on an in- 


.dividual basis to allow the experimenters to 


read the questions aloud to subjects with 
reading difficulties. The women were told that 
we did not require their names, and hence they 
were encouraged to respond as honestly as 
possible. Upon completion of the questionnaire 
and background information sheet, the ATU 
women were given a packet of cigarettes. 

The control group women were tested in - 
small groups and were either paid for their 
participation or, in the case of the church and 
day-care groups, a contribution was made to 
their organization. 


Results 


Table I presents means and standard de- 
viations for psychoticism, extraversion, neuro- 
ticism, lie, and hedonism scores for subjects 
(ATU) and control women. Two-way analyses 
of variance (ATU vs. control and race) were 
computed for each of the dimensions. There 
were significant differences between the ATU 
woman and the controls on neuroticism (F 
(1,107) = 6.83, P «.01) and psychoticism 
(Е (1,107) = 27.46, P «.001) the ATU 
women scoring higher on both scales. There 
were no significant differences due to race, no 
significant interactions, and no significant 
differences on the lie scale.* 

Table II contains the frequencies with which 
the ATU women and the controls appear in 
each of the four personality quadrants. Subjects 
with extraversion scores greater than 11 (E scale 
midpoint) were designated extraverts. Subjects 
with neuroticism scores greater than 12 (М scale 
midpoint) were designated neurotics. Subjects 
scoring at the scale midpoints were not in- 
cluded in the analysis. More than half of the 
ATU women (56.3 per cent) fell into the 
neurotic-extravert quadrant in comparison to 

3 The high lie scale scores of the ATU women and the 
controls in the present sample are not atypical (cf. 
Eysenck and Eysenck, 1975; Friedman «t al, 1976). 
Subjects with elevated lie scale scores were not omitted 
from the analyses, an acceptable practice according to 
Eysenck and Eysenck (1975). 
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TABLE I Г 
isis Dil seat аа Кн Кы К 


























Group N  Psychoticism Extraversion Neuroticism Lie Hedonism 
; | (E X N) 
M SD M ‹ SD M SD. M: SD- M SD: 
Awaiting trial itr : mE 
White _ 26. 5.62 2.83 13.08 4.82 14.46 5.05 7.08 4.57 182 69 93. 33 
Non-White 34 5.24 2.80 13.68 4.27 15.32 4.45 8.27 '3.96 207.38 85.45 
Combined 60 5.40 2.80 13.42 4.49 14.95 4.70 7.75 4.25 196.68 89.03 
‘Controls - M s А 
: White 27 2.96: 2.80 14.38 5.88 13.37 5:62 .9.19 4. 89 175.37 _90.84 
Non-White 24 2.67 155 14.17 3.34. 11.33 5 70 8 86 3 92 151.42 70.59 
Combined 51 2.82 2.30 14.26 4.80 12.41 5.70 9.04 4 42 164 10 82.03 
"TABLE П к i 
Distribution of ATU and control women in the four quadranis : 
Quadrant : 
S-E N-E S-I N-I 
Group . р М ИА N УА N "о! М x 
ATU | ) 
White 6 25 1-46 8 5 21. 
" Non-White ' | 5 16 20 65. 2 6. 4 13. 
Combined ' 11 20: 31 56.4 4 7.2. 9 16.4 
Controls | лз 
White . 8 ‚ 35 9 39 0 -0 6 26 ' 
Non-White © 15 63 7 29 0 0 2 8 
Combined 23 49 0 0 8 





34.0 per cent of the control women. A chi- 
square analysis was calculated for the frequency 
of ATU and control women in the neurotic- 
extravert quadrant as opposed to all other 
quadrants and yielded a" y* (1) ‘= 5 08, 
P «.05. These findings support the prediction 
that there would be a greater frequency of ATU 
women in the neurotic-extravert quadrant 
relative to control group women. 


When one analyses these same data while 
controlling for the race of the ATU women, an 
interesting difference emerges. In comparison to 
the controls, non-white ATU women were much 
more likely to fall into the neurotic-extravert 
quadrant у? (1) = 7.87, P <.01), whereas 
white ATU women were no more likely than the 


Significant i interaction. 


controls (y? (1) = 
quadrant. 

As a test.of Burgess’s (1972) hypothesis that 
offenders should score higher on hedonism than 
controls, two-way ANOVAs (ATU vs. control 
by race) were computed for hedonism scores. 
As predicted, the ATU women had significantly 
higher hedonism scores than the control women 
(Е (1,107) = 3.89, P <.05). There was no 
significant main effect for race, nor was there a 


.71, NS) to score in’ this 


Comparison with Eysenck. and Bene’ (1975) 
British female prisoners - 


A series of t-tests revealed no significant 
differences between the ATU .women and 
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Eysenck and Eysenck’s (1975) British female 
prisoners on any of the EPQ variables. (The 
corresponding P, E, N, and L means and 
standard deviations for the British sample, 
respectively, were: 6.41 + 4.07, 12.32 + 
5.19, 14.60 + 5.58, and 9.01 + 4.89). The 
ATU women did, however, score higher than 
Eysenck and Eysenck’s controls on psychoticism 
and neuroticism [psychoticism (t (3320) = 
8.98, P <.001) and neuroticism (t (3320) = 
3.27, P « .01)]. 


Discussion 


In general, the results of the present investi- 
gation provide support for Eysenck's theory of 
criminality and for the validity of Burgess’s 
‘hedonism’ variable. The present sample of 
American women awaiting trial showed high 
neuroticism and psychoticism scores in com- 
parison to a control group of women.* The ATU 
women also scored bigher on hedonism and were 
more likely to fall in the neurotic-extravert 
quadrant. 

As in other research with prison populations, it 
is possible that the observed differences be- 
tween the ATU women and controls on 
neuroticism, psychoticism and hedonism may 
be due to the effect of incarceration rather than to 
personality predispositions existing prior to 
incarceration. However, in the present in- 
vestigation, women awaiting trial were studied 
rather than women convicted and serving 
long-term prison sentences, and this facet of the 
design lends support to the argument against 
the effects of imprisonment on the present 
findings. But there is an additional issue which 
has not been addressed which concerns the 
effects of being labelled a criminal. Longitudinal 
studies of offenders (from arrest through 
serving long-term sentences) would be one way 
to disentangle some of these possible effects and 
clarify the importance of institutionalization and 


* Eysenck and Eysenck (1970) have suggested that 
differences in extraversion should only be expected in 
those instances where both groups are matched on ncuro- 
ticism. This qualification stems from the interaction of 
autonomic reactivity (N) and cortical excitation (E) at 
the physiological level (Eysenck, 1967): high levels of 
neuroticism will have the effect of raising one's level of 
cortical excitation, thus rendering the subject more of an 
introvert. 


455 


labelling on the personality profiles of offender 
populations. 

Regarding the lack of differences between 
the ATU women and controls on the extra- 
version dimension, it is interesting to note the 
results in another recent investigation focusing 
on within-group differences among women await- 
ing trial which used a different measure of 
extraversion. In this study, extraversion was the 
one dimension which did not differentiate 
between the groups identified (Widom, 19782). 
It should also be noted that these findings 
support Burgess's argument for focusing on the 
interaction of E and N, rather than on E alone. 

Finally, although the majority of analyses 
failed to yield significant effects due to race, the 
reader should note that the tendency for ATU 
women to fall in the N-E quadrant can be 
attributed largely to the prevalence of non- 
white ATU women in this quadrant. 
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The Two-Year Predictive Validity of the Clifton Assessment 
Schedule and the Shortened Stockton Geriatric Rating Scale 


By A. H. PATTIE and C. J. GILLEARD 


SUMMARY Assessment of cognitive and behavioural disability on . 
100 elderly psychiatric admissions was carried out by means of the 
Clifton Assessment Schedule and the Shortened Stockton Geriatric 
Rating Scale. The results provided useful predictive indices, confirming 
the relationship between cognitive impairment and unfavourable 


outcome at two-year follow up. 


Introduction 


There have been few studies, apart from 
Whitehead (1976) assessing the usefulness of 
psychometric information for predicting long- 
term outcome in psychogeriatric patients. 
Generally, psychometric studies have attempted 
only short-term validation of clinical diagnosis 
(e.g. Kendrick et al, 1965; Irving et al, 1970; 
Alexander, 1970). Such studies have employed 
rather lengthy and in some cases difficult 
procedures which reduce their value as routine 
measures. The present study is an attempt to 
relate performance on a shorter assessment 
procedure to the two-year outcome of psycho- 
geriatric patients. The measures used were the 
Clifton Assessment Schedule (CAS) and 
the shortened version of the Meer and Baker 
(1966) Stockton Geriatric Rating Scale 
(SSGRS). These consist of a brief psychological 
test and a nurses’ 18 item behaviour rating scale, 
which provide valid indices of cognitive and be- 
havioural competence in the elderly (Pattie and 
Gilleard, 1975; Gilleard and Pattie, 1977). The 
investigation to be reported attempted to 
extend their predictive validity over a longer 
period of time. 


Method 


One hundred consecutive female psychiatric 
patients aged 60 or over were assessed on the 
CAS and SSGRS within a fortnight of ad- 
mission. Outcome status was ascertained two 
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years later and classified as: (a) Unfavourable:— 
died or permanently hospitalized (n = 42), 
(b) Intermediate:—survived with either sub- 
sequent admissions or other institutional care 
(n = 32), (c) Favourable:— survived without 
subsequent admissions in the community (n — 
23). The whereabouts of three patients could not 
be established. 

The distribution of outcome categories com- 
pared with Whitehead’s figures for à! one year 
follow-up study showed the present sample to 
have fewer patients with an intermediate 
outcome (P « .05). Of the 23 patients who had 
had no subsequent admissions, nine were 
considered to be in poor health and were 
receiving frequent medical care from their 
general practitioners. Re-allocation of these nine 
patients to an intermediate outcome group 
would have made the proportion very similar 
to Whitehead's and confirms the generally poor 
outcome for elderly patients admitted to 
psychiatric hospitals. 

Diagnosis for all patients was established on 
their index admission and any subsequent 
change over the two-year period was recorded. 
Diagnostic categories were as follows: (i) 
dementia—23 (28), (i) Confusional State— 
3 (3), (ш) Affective Disorder—44 (47), (iv) 
Schizophrenia/Paraphrenia—11 (15), (v) Other 
diagnoses—9 (4) and (vi) Undiagnosed—10 
(8). The figures in brackets refer to the last 
recorded diagnoses. The distribution is not 
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significantly different from previous studies 
(e.g, Roth, 1955; Whitehead, 1976) and is 
presumably representative of this population. 


Results 

Relationship of diagnosis to outcome 

Two broad diagnostic groups, ie. organic ' 
illness (dementia) and functional disorder 
(affective illness, schizophrenia, paraphrenia) 
accounted for 88 per cent of the original 
sample. For the 28 patients with a last recorded 
diagnosis of dementia, 5 (18 per cent) had a 
favourable outcome, 6 (12 per cent) an inter- 
mediate outcome and 17 (61 per cent) an 
unfavourable outcome, whereas for the 60 
patients in the functional group 18 (30 per cent) 
had a favourable outcome, 25 (42 per cent) an 
intermediate outcome and 17 (28 per cent) an 
unfavourable outcome. As would be expected an 
unfavourable outcome is significantly asso- 
ciated with a diagnosis of dementia (y* — 7.1, 
df 1, P <.01), whereas the converse is less 
easily established, i.e. a favourable outcome was 
not significantly associated with a functional 
disorder (x? = 0.9, df 1, N.S.). 

The mortality rate within the two year period 
for the major diagnostic groups was 18 per cent 
for those with a diagnosis of dementia and 26 
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per cent for those with a diagnosis of functional 
disorder. The number of deaths among the 
patients with dementia is surprisingly low and 
not significantly different from the patients 
suffering from functional disorders. This points 
to a longer survival period for dementia than 
previously reported, e.g. Shah et al (1969). 
However, 43 per cent of the organic patients 
were permanently hospitalized. 

The relationship between the last recorded 
diagnosis and the diagnostic cut-off points for 
the CAS Information/Orientation subtest in- 
dicated that 80 per cent of the patients with 
dementia had scored below eight and 85 per 
cent of the patients with functional disorder had 
scored eight or above at the initial assessment. 
Although somewhat less accurate than the 
classification based on three-month follow-up, 
the level of association between test score and 
diagnosis is further substantiated. 


The relationship of assessment variables to outcome 

The relationship between the CAS and 
SSGRS scores and outcome was ‘investigated 
irrespective of the diagnosis. Table I presents 
the mean scores together with age for each of 
the three outcome categories. Tests for the 
significance of the difference between outcome 
groups were made using t-tests. 


| TABLE I 
Mean age, C.A.S. and S.G.R.S. scores according to outcome group 


























Favourable Intermediate Unfavourable F vs I IvsU FvwsU 
(n = 23) (n = 33) (n = 41) 
(F) I) (U) 
Mean s.d. Mean sd. Mean s.d. 
G.A.S. 
Information/Orientation 9.7 (26) 88 (25) 71 (3.2) NS Р<.01 P< 01 
Mental ability 9.9 (1.5 8.1 (3.2 7.6 (30) P «.01 NS Р <.01 
Psychomotor 9.1 (2.9) 5.9 (4.6) 4.9 (43) P<.0l NS Р <.01 
Total 28.5 (5.7) 28.2 (8.5) 19.7 (8.6) Р<.01 P<.10 P<.0l 
S.G.R.S. ` 
Physical disability 1.7 (1.7) 2.7 (2.4) 4.4 (2.6) P<.10 P<.01 P«.01 
Apathy 3.9 (26 49 (2.6) 5.9 (2.4) NS NS Р <.01 
Communication difficulties 03 (05 0.3 (0.60 06 (1.1) NS NS NS 
Social disturbances 0.9 (1.0) 1.0 (11) 1.5 (1.6) NS NS NS 
Total 6.7 (4.5 8.8 (5.5) 12.3 (6.2) NS Р <.01 P<.0l 
Age in years: 67.0 (5.3) 70.1 (7.8) 74.3 (7.8) NS P<.05 P< 001 








A. H. PATTIE AND C, J. GILLEARD 


All the CAS and SSGRS variables differ- 
entiated between the favourable and unfavour- 
able outcome groups, as did Age. The favour- 
able’ outcome group is distinguished from the 
other groups by the Mental Ability and 
Psychomotor scores of the GAS, while unfavour- 
able outcome is principally distinguished by 
total behavioural disability and poor In- 
formation/Orientation score. Cut-off points 
were selected to maximize the accuracy of 
prediction of favourable outcome. 

By analysing the distribution of all the 
variables, the following criteria seemed to offer 
the best combined discriminatory power—for 
favourable outcome (SSGRS Total score < 10, 
CAS Total score >18, Psychomotor and 
Mental Ability >7, and Age <76). When all 
four criteria were met a correct classification of 
‘favourable’ or ‘not favourable’ (intermediate 
and unfavourable combined) was achieved for 
80 per cent of the total sample. While this 
represents correct classification of 85 per cent of 
the ‘not favourable’ group only 66 per cent of the 
‘favourable’ outcome group were correctly 
identified. However the ‘favourable’ group 
contained nine patients making heavy demands 
on the primary care services and when these 
were excluded prediction of favourable out- 
come increased to 79 per cent correctly allo- 
cated. 

Prediction of unfavourable outcome was 
similarly investigated; employing three criteria 
(SSGRS Total score >18, CAS Total score 
<18, Information/Orientation <8) a correct 
classification was achieved for 72 per cent of the 


total sample, which in turn represents 80 per , 


cent correct classification as not unfavourable 
(favourable and intermediate combined): and 
62 per cent correctly classified as unfavourable. 
While the assessment data provided only a 
moderate degree of predictive accuracy this 
represents a significant improvement over 
employing diagnostic criteria alone and this is 
particularly true for the prediction of favourable 
outcome. 


Discussion 
The observed relationship between the assess- 
ment variables and outcome confirms White- 
head's (1976) findings of the importance of 
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cognitive impairment in predicting poor out- 
come in psychogeriatric patients. The results of 
this study may therefore be seen as adding to the 
predictive validity of the present procedures in 
the assessment of cognitive and behavioural 
competence in the elderly. In addition to the 
advantages of brevity and test acceptability, the 
procedures appear to be at least as effective as 
longer and more complex measures of cognitive 
functioning. 

Our study confirns the generally poor 
prognosis for elderly female patients almost 
irrespective of their diagnosis. It should be 
noted that the diagnosis of'dementia in the 
present sample is significantly associated with 
poor outcome in terms of prolonged use of 
hospital beds. Although it is possible that the 
relatively high survival rate for these patients is 
the result of admission at an earlier stage of their 
illness than is usual, it may be that such patients 
are tending to survive longer. If so this has 
considerable implications for the turnover rate 
and consequent pressure on hospital beds for the 
elderly psychiatric patient. ? 
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Rehearsal Relief of a Nightmare 


By ISAAC MARKS 


SUMMARY A recurrent nightmare of 14 years! duration rapidly 
disappeared after it was rehearsed repeatedly in treatment. The 
nightmare was independent of co-existing compulsive rituals and 
sexual problems, but was related to co-existing depression. 


Case History 

A woman aged 45 suffered from depression once 
or twice a year from 1964 onwards. For this she 
was admitted five times to psychiatric hospitals 
over the next three years, and had two courses 
of ECT which did not help her. In 1966 she 
had several fugues; her condition was diagnosed 
in a neurological unit as temporal lobe epilepsy, and 
' she was kept оп phenobarbitone, phenytoin and 
diazepam daily for several months. Thereafter 
no more fits occurred. In 1970 she had two 
further psychiatric admissions for 'confusion' 
and depression, and further depression was 
treated in 1973 by psychotherapy weekly for 
9 months and in 1974-6 by group psycho- 
therapy. Tricyclics improved her mood but not 
her rituals. In April 1976 at out-patients she 
described recurrent episodes, lasting a few hours, 
of overactivity, thinking ahead and feeling good 
for no reason; a sleep EEG was abnormal and 
suggested a chronic non-progressive organic 
disorder of the temporal lobes, particularly the 
right side. She then revealed her compulsive 
rituals for the first time. 

For eight years she had carried out extensive 
checking of her possessions at home and at work, 
taking up to three hours a day. She thought her 
checks were silly and tried to stop them, but 
couldn't. They limited her social life and the 
evening studies she wished to pursue. There 
were no rituals concerning washing or dressing, 
nor ruminations. When away from her flat new 
rituals developed within a day or two. The 
rituals decreased during moderate depressive 
episodes and ceased when depression was 
severe. 

Sexual maladjusiment was another problem. The 
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patient was ashamed of never having had coitus 
and feared she might be a lesbian, having had 
crushes as an adolescent, though no overt 
homosexual experiences. To avoid sexual ad- 
vances she told her friends fantasies of invented 
lovers. She masturbated about three times 
weekly, to masochistic fantasies. 

Family and background: The patient was an 
only child from a disturbed family. She had 
been very fond of her father, a dancer, who 
was an alcoholic and died in 1959, aged 55, of 
cirrhosis of the liver, after being for a year in a 
mental hospital with dementia. His wife, the 
patient's mother, after much quarrelling, had 
thrown him out of the house in 1958. She 
dominated the patient, was very possessive and 
never got on with her; she died in 1962, aged 60, 
of cervical cancer. Two maternal aunts and a 
maternal grandfather had depression; one of the 
aunts killed herself and the other attempted 
suicide. 

The patient was born in Berlin. Her mother 
was German and single at the time, while her 
father was English. Her parents only married 
when she was 10. Her first two years were spent 
in a children's home in Germany; the mother 
then came from England to fetch her. The 
family wandered around Britain until the 
patient was 6. She only discovered her illegiti- 
macy in 1962 after her mother's death, and was 
so upset that she tore up all the family photo- 
graphs and threw away all her mother's 
possessions bar a book of poems. She felt guilty 
that she did not grieve for her mother, but was 
glad to be rid of one who had made her afraid, 
and who had been ‘lovey-dovey one minute and 
looking daggers at me the next’, 
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The patient sleepwalked in her room at age 6. 
At school from age 6 she did well academically 
and matriculated at 17, She had only one or 
two close friends, was not popular and did not 
go out much. Her work record was stable, her 
latest job, as a clerk, starting in 1974. She was 
a perfectionist woman, shy and quiet but 
forthright and stubborn, feeling a strong 
personality kept down by her mother. She lived 
alone in a flat since November 1975, and went 
to concerts with girl friends. - 


Treatment 


In January 1977 the patient was admitted to 
hospital. She was moderately depressed with 
self-reproach about her virginity and her lies 
about a lover who did not exist, and felt 
worthless and that life was not worth living. 
Her compulsive rituals were treated for six 
weeks by 30 sessions of exposure in vivo, 10 of 
which were carried out in her home. On first 
hearing that the therapist (Dr G. Sartory) was 
German-speaking like her mother, the patient 
nearly refused treatment until she was re- 
assured that Dr Sartory was Austrian and not 
German in origin. The rituals reduced rapidly 
with exposure treatment. 


On February 23 the patient was seen at a 
ward round with a view to discharge the next 
day. The author had only seen her once before, 
in a similar round, for 15 minutes. The patient 
was unexpectedly tearful and tense, tearing 
tissue held in her hands to shreds. She explained 
that though her rituals had practically gone she 
had had a nightmare the previous night about 
her mother, and she revealed for the first time 
that these stereotyped nightmares had occurred 
every three months from 1963 onwards, starting 
a year after her mother’s death. The nightmare 
would occur about | a.m., after which she would 
lie awake the rest of the night, remaining so 
upset the next morning that she would phone 
her workplace and not go in till the afternoon. 
She had never told the nightmare to anybody, 
not even in group psychotherapy, but it had 
never previously occurred on the night before 
she was due to see a therapist. 


In front of the ten people at the ward round, 
the author encouraged the patient to relate her 
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nightmare for the first time in detail; he placed 
his arm round her shoulder and asked her to 
close her eyes and to speak about it. Within a 
few seconds the content was disclosed with many 
tears and great tension, in a loud halting voice: 
‘My bloody mother, she degraded my father and 
me, but I'm determined to get well. In this 
nightmare she's standing on the roof and I come 
from behind and push her off. She falls to the 
bottom. I rush down the stairs and go outside to 
make absolutely sure she's dead. I find: the head 
and body have separated, surrounded by pools 
of blood, which is a glorious sight. I'm still not 
sure that she's dead. Her penetrating eyes are 
looking at me. I put on long black shiny army 
boots and stamp on her head trying to crush it 
(I was always afraid of her, wouldn't say any- 
thing to her—only since she is dead have I tried 
to develop). Suddenly as I’m stamping on the 
head it starts lifting up, and protruding from 
each eye are spiky objects which come towards 
my eyes. It comes nearer and nearer and I try 
to back away but can’t and am trapped, and 
finally these things sticking out of her eyes go 
into my eyes, and all goes jet black into total 
oblivion. This is terrifying and I wake up—she 
bloody well wins doesn’t she? My bloody mother’. 


The patient was then encouraged to rélate the 
nightmare twice more, all three accounts 
together totalling no more than 20 minutes. 
Each time it evoked intense crying, ending with 
a shout of ‘my bloody mother—she always 
wins’. Affect was less on the third occasion. She 
was encouraged to write a description of the 
nightmare and to try to rehearse triumphant 
endings. She was discharged the next day. 


On March 2 she noted that she had been 
upset for 24 hours after she had relived her 
nightmare three times at the ward round. As 
requested, she had written down three dreams 
ending with triumph over her mother. As an 
example, one ended: ‘I grab a well-sharpened 
knife and cut very, very deep into both her 
eyes. Blood and a yellowish substance shoots out 
straight into my face. I lick it with delight and 
begin to feel I’m winning. I throw the knife 
away and take both eyes out of their sockets 
with my bare hands. I crush the eyes tightly for 
several minutes watching with glee the blood 
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ooze out from all directions. I continue until 
there are no solid pieces left, just puree in both 
hands, I take a towel and wipe my hands very 
thoroughly until there is no trace of my mother’s 
eyes left. I throw the towel away and know I 
am the VICTOR’. She could not read out 
‘My bloody mother’ which she had written. As 
an approximation to assertion against maternal 
authority, she was encouraged to say ‘Bloody 
Dr Marks and Bloody Dr Sartory’ several times. 
She did this first with great difficulty but it 
became easier with practice. She revealed that 
she had grieved for her father only 1l years 
after his death and had cried for two hours and 
thereafter could not talk about it. 


By March 23 she had been back at work for a 
week and for the previous ten days had felt 
pleased to wake up and start the day, for the 
first time in 18 months. She felt more interested 
in things, rated her checking as 85 per cent 
better, and she was going out for dinner with 
women and couples. She still hated her mother 
more than she loved her. 


Over the next year she was seen five times and 
each time said she was free of nightmares, never 
having been free of them for longer than three 
months in the 14 years up to February 1977. 
She continued to feel well apart from three 
spells of moderate depression each lasting a few 
days, during which she continued to work but 
cut down social activities. Checking was 
minimal. Independent ratings of her depression 
and obsessions, including a behavioural avoid- 
ance test, confirmed her improvement after one 
year. She had been promoted at work and was 
active socially and in sports, seeing friends of 
both sexes regularly, but as before avoiding 
intimacy or sexual relationships, which upset 
her. Masturbation continued to fantasies of 
being tortured. In August 1977 she revisited her 
childhood home, the roof of which featured in 
her nightmare, and felt sad briefly afterwards. 
She was able to swear easily at the author and 
at her mother. When last seen, at one year 
follow-up in February 1978, she felt confident 
that her nightmares would not return, as she 
could think of her parents without being upset— 
‘I put them where they belong—on a shelf—not 
tucked away never to be seen’. 
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Discussion 


The main point of this paper is that stereo- 
typed nightmares of 14 years' duration dis- 
appeared after the patient relived them in 
detail three times and then wrote about them 
three more times giving the dream a triumphant 
ending. Total treatment time was three hours. 
The nightmare had not returned by 16 months 
follow-up. х 


Comparable cases in the literature are rare. 
The first was reported by Geer and Silver- 
man (1967). They successfully desensitized a 
man of 22 who for 15 years had had a trouble- 
some nightmare of being attacked, occurring 
3 to 5 times weekly in stereotyped form, 
usually shortly after falling asleep. He was 
otherwise a stable well-functioning person. He 
was treated by 5 sessions of training in muscular 
relaxation followed by 7 sessions of rehearsing 
successive parts of the dream in temporal order. 
Each time the dream was imagined for a few 
seconds at a time. The frequency of nightmares 
diminished only after the third rehearsal 
session, when the patient was instructed to say 
when anxious ‘It’s just a dream’ and then to 
continue the image. After the sixth rehearsal 
session several weeks later the dream did not 
recur. At six months follow-up the nightmare 
had disappeared completely, with no other 
change in function. 


The same authors (Silverman and Geer, 1968) 
also desensitized a 19-year-old woman who had 
a recurrent twice-weekly nightmare of bridges 
and a chronic related phobia of bridges. Treat- 
ment imagery over seven sessions concerned 
real bridges rather than the nightmare proper. 
The nightmares were absent at six months 
follow-up. This reflects a common sign of 
improvement in phobic patients during ех- 
posure treatment, namely that phobia-related 
nightmares disappear as the phobia decreases. 


Similar case reports of desensitization of 
nightmares and related fears were made by . 
Shorkey and Himley (1974) and Cavior and 
Deutsch (1975), while Ross ¢ al (1971) found 
that nightmares and associated head-banging 
decreased in frequency after desensitization. In 
the only controlled study so far, Cellucci and 
Lawrence (1978) noted in undergraduates that 
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desensitization produced significantly more 
decrease in nightmare frequency and intensity 
than did discussion about the nightmares or the 
mere recording of nightmare frequency. Follow- 
up was incomplete. 

Other methods have also worked. Implosion 
helped the nightmares of four women under- 
graduates (Haynes and Mooney, 1975). 
Examples of self-control of unpleasant dreams 
are described by Garfield (1976). A boy of 11 
had had about twice a week over 18 months 
recurrent nightmares of being pursued by 
monsters (Handler, 1972). The therapist asked 
him to close his eyes and visualize the monster, 
and then together for 15 minutes they yelled 
among other things ‘Get away and leave me 
alone’. The boy was asked to repeat this 
whenever the monster appeared, and did so on 
the one occasion he saw it in the next few days. 
The next week he had a few more minutes of 
‘monster-yelling’ with his therapist, and over 
the ensuing six months had only two night- 
mares, neither about monsters. 

Therapeutic components of rehearsal relief: There 
are at least three possible components. One is 
exposure, the deliberate reliving of the experi- 
ence. This seems analogous to the reduction of 
phobias and compulsive rituals by exposure in 
vivo, in which the patient is brought into 
contact with the feared situation until anxiety 
dies down (Marks, 1978). Desensitization and 
implosion, which have also reportedly helped 
nightmares, are variants of exposure. 

A related phenomenon is the improvement of 
some patients’ prolonged grief reactions after 
forced mourning, during which they deliberately 
relive as many experiences as possible concerning 
the bereaved person (Ramsay, 1976; Gauthier 
and Marshall, 1977; Lieberman, 1978). The 
same applies to relief of war neuroses and of 
traumatic neuroses by the re-evocation of 
relevant experiences. In the present case dream 
imagery was facilitated simply by the therapist 
putting an arm round the patient’s shoulder and 
asking her to close her eyes and to talk. Eye 
closure is a simple facilitator of imagery and is 
commonly used in desensitization and other 
imaginal techniques. 

Was abreaction of the painful nightmare a 
therapeutic aspect of the exposure apart from 
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the content itself? The experience of anxiety is 
not a necessary feature of implosive treatment of 
phobias but might be so for the relief of night- 
mares. In this patient much emotion ‘was 
evinced during rehearsal of the dream, but its 
therapeutic role is unclear. 

A third possible therapeutic component is 
that of mastery. The patient was asked to give 
her dream a triumphant ending, and she was 
encouraged to be able to swear at her dead 
mother. Geer and Silverman’s patient only 
became able to continue the dream imagery in 
the face of anxiety by saying ‘It’s only a dream’. 
Similar mastery elements were present in the 
desensitization treatment of Cellucci and Law- 
rence (1978). Garfield (1976) cited evidence for 
the ability of people to learn to control their own 
dreams. 

One is reminded of anecdotes ‘about the 
coping style of dream interpretation of the 
Senoi, a tribe of jungle people living in moun- 
tains in Malaysia (Stewart, 1969). If a child 
related a falling nightmare, an adult would 
reply “You must relax and enjoy yourself when 
you are falling. Falling is the quickest way to get 
in contact with the powers of the spirit world, 
the power is laid open to you through your 
dreams. Soon, when you have a falling dream, 
you will remember what I am saying. As you do, 
you will feel that you are travelling to the 
source of the power which has caused you to 
fall. The falling spirits love you. They are 
attracting you to their land, and you have but 
to relax and remain asleep in order to come to 
grips with them. When you meet them you may 
be frightened of their terrific power, but go 
on... ?. Over a period of time, with this type of 
social interaction, praise or criticism, im- 
peratives and advice, the dream that started out 
with fear of falling is said to have changed into 
the joy of flying. 

Tnierrelationships of different problems: The 
content of this patient’s nightmares obviously 
reflected her difficult relationship with her 
mother, who died a year before the nightmares 
and depression began over the same period. The 
nightmares only improved after their rehearsal, 
and improvement in the depression was en- 
hanced after this. Onset and improvement thus 
occurred about the same time in the night- 
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mares and the depression. Improvement in both 
was accompanied by a greater ease in thinking 
and talking about her parents. The patient’s 
family history of depression probably contri- 
buted to her mood swings and depression, 
which was unreponsive to treatment by ECT. 


The nightmares seemed independent of the 
compulsive rituals, which did not improve after 
four weeks of placebo treatment in out-patients, 
but reduced rapidly with subsequent exposure 
in vivo as an in-patient. Was the guilt about her 
mother related to the rituals? 'This seems un- 
likely, as the rituals only began seven years 
after the mother's death, and the guilt remained 
after remission of tbe rituals. Guilt only de- 
creased after rehearsal treatment of the night- 
mare. The patient's problems with sexuality and 
with intimacy followed a course independent of 
her other difficulties and did not change over 
the entire period she was seen. 


It is not clear when this patient's mainly 
right-sided temporal lobe pathology began, or 
whether it facilitated development of her 
nightmares, depression and childhood sleep- 
walking. While night terrors can accompany 
epileptic activity, this patient had had no other 
clinical features of temporal lobe epilepsy for 
seven years. lrritability and aggression during 
her admissions from 1964 to 1970 might have 
reflected epileptic activity. Right temporal foci 
have been associated with manic-depressive 
psychosis (Flor-Henry, 1969) and with sadness 
(including depression), obsessive orderliness and 
inhibition of expressed anger (Bear and Fedio, 
1977), all of which features were present in this 
patient. In Bear and Fedio’s series, open 
expression of anger was more a feature of left- 
sided epilepsy. 


In brief, this case and a few others in the 
literature suggest that rehearsal relief is worth 
trying as a treatment for recurrent nightmares. 
The approach seems related to that of exposure 
and of forced mourning. 
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Forensic Psychiatry 


The term forensic psychiatry is used broadly here 
to describe the involvement of the psychiatrist at any 
stage—pre-trial, during the trial, or post-trial—of the 
legal process, whether this be criminal or civil. In its 
widest sense, it is also concerned with the procedures 
associated with the Mental Health Acts. The subject 
interdigitates closely with general and adolescent 
psychiatry, mental handicap, criminology, sociology, 
social work, psychology, legal studies, alcohol and 
drug dependence studies. Accordingly, reading in 
forensic psychiatry must necessarily carry the student 
into such related fields. 

No better general conspectus of modern forensic 
psychiatry can be found than in Gunn’s (1977) 
review arucle on the subject. Broad statistical 
perspective is provided and reference is made, among 
other things, to the role of alcohol and epilepsy in 
crime. An older reference which remains of great 
value is Sir David Henderson’s (1950) paper on 
criminal conduct and its treatment. In 1978 Hender- 
son’s clear thinking still seems advanced. He advo- 
cated the provision of good psychiatric units for pre- 
trial observation and post-trial treatment, and rightly 
counselled modesty on the part of the psychiatrist 
regarding his ability to cure mentally ill offenders. 
For a more encyclopaedic incursion into the general 
background and historical development of psychiatry 
in relation to the law, Professor Nigel Walker’s (1968) 
treatise on Crime and Insanity in England is recom- 
mended. Walker shows that the practice of forensic 
psychiatry can be traced back to the llth century 
when a man committing homicide, who was found 
to be insane, 'did not in turn become the victim of the 
spear’. He also contributes a valuable discussion of the 
liberal Scottish concept of diminished responsibility 
which originated in the views of Sir George Mackenzie, 
the King’s advocate, in the 17th century. 

There are a number of readable paperbacks in the 
journalistic field. Brenden Behan’s Borstal Boy (1958), 
gives the playwright’s account of his turbulent early 


T An occasional feature in the Book Section where 
contributors give their personal choice of important, 
memorable or informative literature. 


466 


by A. Balfour Sclare 


life and prison experiences. The Courage of His 
Convictions (Parker and Allerton, 1962) and The 
Twisting Lane (Parker, 1969) provide live accounts 
from convicted prisoners. The Frying Pan (Parker, 
1970) gives a realistic description of life in Britain’s 
only psychiatric prison at Grendon Underwood. 
The St. Albans Poisoner (Holden, 1976) provides a 
grim account of Graham Young who was twice 
admitted to Broadmoor Hospital for murder by 
thallium poisoning. A Sense of Freedom (Boyle, 1977) 
tells of the writer’s disturbed childhood, murderous 
career and rehabilitation in the special unit in 
Barlinnie Prison, Glasgow. 

Homicide, although infrequent in comparison with 
other crimes, continues to fascinate and even frighten 
psychiatrists. The review of 400 homicides by Gillies 
(1976) in the west of Scotland clarifies many medico- 
legal issues. Henderson (1956) and Sclare (1977) have 
offered guidance regarding the comportment of the 
psychiatrist in court. The Royal College of Psych- 
iatrists’ publication Daniel McNaughton (West and 
Walk, 1977) gives a comprehensive historical account 
of the most celebrated mentally ill murderer in British 
history. 

There is a massive literature on the psychiatric 
approach to delinquency and on the concept of 
psychopathy. A Glasgow Gang Observed (Patrick, 1973) 
provides good insight, based on the author’s personal 
experiences within an urban gang, into the structure 
and group dynamics of a teenage gang. The medico- 
psychiatric element of delinquency is well described 
by Scott (1966) and of psychopathy by Gunn (1971). 
An older work (Pearce, 1952) represented a new shift 
towards understanding the young offender in his social 
context and is still worth reading owing to its balanced 
approach emphasizing multifactorial aetiology. An 
interesting paper (Ogden, 1959) discusses the use of 
surgical treatment in the rehabilitation of certain 
delinquents. Jones (1954), in describing the use of 
therapeutic community methods in the treatment of 
psychopathy, made an important contribution. 

The specific problems of female offenders are 
ably summarized by Gibbens (1971). An interesting 
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study carried out in a women’s prison (Dalton, 1961) 
demonstrated that almost half of the prisoners 
committed their offence during menstruation or the 
premenstruum; premenstrual tension was more 
specifically associated with the crimes committed. 

Sir W. Norwood East’s Medical Aspects of Crime 
(1936) is of great historical interest in that his pioneer 
work in forensic psychiatry started within the prison 
setting. His chapter on attempted suicide notes the 
frequent association of such behaviour with alcohol 
intake and is rarely given credit in the present 
Stengel-Kessel-Kreitman climate of understanding 
suicidal behaviour. Another chapter on alcohol and 
crime speculates upon the possibility of alcohol- 
induced damage to the'unborn child, thus fore- 
shadowing current interest in the foetal alcohol 
syndrome (Jones et al, 1973). 

Turning again to more recent studies of the 
psychiatrist's role in the penal process, the writer 
commends the Edinburgh investigation (Woodside, 
1976) of psychiatric referrals from courts, noting the 
comparatively poor record of patient cooperation in 
treatment. The same author in collaboration with 
colleagues (Woodside et al, 1976) has described а 
successful experiment in the management of patients 
with sociopathic disorders within the secure unit of a 
psychiatric hospital. Binns et al (1969) have provided 
a good description of the valuable Scottish practice of 
pre-trial remand in hospital under the Mental 
Health (Scotland) Act 1960. The recently published 
Maudsley Monograph (Gibbens et al, 1977) on 
medical remands in the criminal court constitutes the 
first full-scale study of this procedure. This study 
concludes that consultants in general psychiatry must 
continue to play a conspicuous role in remand 
procedures and that the probation service should 
represent an ideal collaborator in this process. 

Forensic psychiatry, as Sir Norwood East well 
knew, is closely intertwined with criminology. 
Washbrook (1977) discusses the problem of psych- 
iatric illness in the convicted prisoner, and asserts that 
the concept of the open-door psychiatric hospital is 
pushing an undue number of psychiatrically ill 
persons into the prison system. At an historical level, 
the multi-author volume on Pioneers in Criminology 
(Mannheim, 1960) contains chapters of particular 
psychiatric interest on great names such as Lombroso, 
Aschaffenburg and Maudsley. A well written intro- 
duction to criminology (Fox, 1976), although 
inspired in the United States, is perfectly relevant to 
Britain, and is worth reading for its clear exposition. 
Crime, Criminology and Public Policy (Hood, 1974) has 
much to say about the Cambridge Institute of 
Criminology and the work of its first director, Sir 
Leon Radzinowicz. The four-volume history of 
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English criminal law and its administration from 1750 
(Radzinowivz, 1948-68) is an authoritative work in 
which due credit for legislative reform is given to the 
growth of public opinion. 

The study of deviant behaviour is approached 
from the standpoint of sociology in the well-known 
work of Clinard (1957) who finds the framework of 
‘urbanization’ particularly relevant to the under- 
standing of deviance. The paperback Crime in a 
Changing Society (Jones, 1965) likewise stresses. the 
societal factor in deviant conduct, while Fyvel (1963) 
gives a racy account of the problem of rebellious 
youth in the welfare state. While not particularly 
concerned with crime, Booker’s (1969) The Neophiliacs 
provides a colourful analysis of the post-war evolution 
of ‘youth culture’ which is of course relevant to the 
study of new behaviour patterns among young people. 

Finally, the postgraduate reader will catch useful 
glimpses of the future of forensic psychiatry through 
perusal of the Report of the Committee on Mentally 
Abnormal Offenders (Butler Report, 1975). The 
recommendation to establish regional secure units, 
originally foreshadowed in the Report on Forensic 
Psychiatry (Harper Report, 1969), is soundly based 
but will scarcely be implemented without political 
and philosophical controversy among many doctors 
and nurses. The blessed word ‘coordination’ is 
appropriately and frequently employed in the Report 
in advocating closer integration of forensic psychiatry 
with the prison, probation and social services for the 
future. 
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Depression in Childhood: Diagnosis, Treatment 
and Conceptual Models. Edited by Joy G. 
ScHULTERBRANDT and ALLEN Raskin. New 
York: Raven Press. 1977. Pp 192. $15.00, $10.20 
(paperback). 

This book is the result ofa conference on ‘Childhood 
Depression’ convened by the National Institutes of 
Mental Health in Washington, U.S.A. during 1975. 
The edited proceedings are presented and form an 
important contribution to this complex and still 
controversial topic. 

The contributors are all acknowledged experts in 
the field of depression, and they give a wide range of 
views, presented in a balanced way. Naturally the 
style tends to vary, which makes the book somewhat 
disjointed. As is often the case, conference reports 
tend to be repetitive, and this is made even more 
noticeable by the discussion papers which follow 
each chapter in the first half of the publication. 

In some ways the book might be considered 
somewhat disappointing because more questions are 
asked than answered. However, it does give guidelines 
for the definition of childhood depression and offers 
suggestions for further research. 

The conclusion of the conference was that child- 
hood depressive disorders ‘are real clinical pheno- 
mena’ which require further study. No recommen- 
dations were given on treatment, except to say that 
it was thought premature to fund any large pro- 
gramme at this stage of limited knowledge. 

For anyone actively working in the field of de- 
pression with children or adults, this collection of 
papers provides a wealth of information and some 
stimulating ideas. It is also useful in that it reviews 
past and present thinking for others generally 
interested in childhood depression and provides the 
best comprehensive overview available so far. 


J. В. Pearce, Consultant Child Psychiatrist, 
Guy’s Hospital, London 


Topics in Child Neurology. Edited by MICHAEL 
E. Вілу, IsaBELLE Rapin and МАВСЕІ, Ks- 
BOURNE. London: SP Medical and Scientific 
Books. 1978. Pp 356. £17.50. 


This book reprints some of the symposia and 
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workshops held at the Toronto International Congress 
of Child Neurology in 1975. There are major sections 
on neonatal neurology, temporal lobe seizures in 
childhood, behaviour disorders, and learning dis- 
abilities. Of particular interest are three careful 
reviews on minimal brain dysfunction and hyper- 
activity. Some reviews, however, such as that on 
anti-convulsant drug therapy in temporal lobe 
epilepsy in childhood are remarkably light-weight for 
a publication of this stature. All in all, a book to be 
selectively read, and not bought. 


ANTHONY Hopkins, Physician in Charge, Department of 
Neurological Sciences, St Bartholomew's Hospital, London 


Psychological Problems of the Child and his 
Family. Edited by Paur D. SrEmHAUER and 
Quentin Raz-Grant. Toronto: Macmillan. 
1977. Pp 459. £10.00. 

This textbook of child and adolescent psychiatry, 
reasonably priced by current standards, is written 
by twenty-three child psychiatrists, all but one at the 
University of Toronto. The editors present it as a 
basic text for ‘students and practitioners’ of medicine 
and the mental health professions’ and aim to inte- 
grate *biological, developmental, psychoanalytic, and 
systems perspectives’ in such a way that it is com- 
prehensive, authoritative, understandable and enjoy- 
able. Their success has been patchy. 

There are five sections: The child and his family; 
assessment of the child and his family; common 
syndromes in child psychiatry; psychological crises 
for child and family; and principles of intervention. 
The first contains all the book has to say about 
personality development in childhood and the last 
summarizes all treatment approaches. For the 
beginner both sections are too sketchy to be illumin- 
ating. 

The highlights of the book occur when clinical 
good sense is applied in the description of common 
problems and their management. The broad dis- 
tinction made by British child psychiatrists between 
conduct and emotional disorders, based as it is on 
the epidemiological differences between groups of 
disturbed children may mislead the clinician into 
false assumptions about the individual child. The 
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section on ‘neurotic behaviour disorders’ in which the 
anxieties and conflicts of antisocial children are made 
explicit is helpful. In the chapter on psychological 
aspects of chronic illness attention is drawn to the 
‘continued confrontation with the discomfort of 
others’ to which parents of congenitally deformed or 
severely scarred children are exposed. We are 
reminded that young children in hospital cry not 
only as their mothers leave but when they arrive, 
and that it is this that deters some mothers from 
frequent visiting. The chapter on family disruption 
links the inherent instability of foster homes to the 
fact that foster children are in the care of a social 
agency, and that this acts as an obstacle to total 
commitment between child and foster parents. 

The book abounds in homely hints for the prac- 
titioner. But the uninitiated reader will not be able to 
distinguish these from the frequent errors that 
escaped the editorial eyes. 

While it is reassuring to find much common ground 
in basic assumptions and clinical practice between 
child psychiatrists in an important Canadian centre 
and British clinicians, there are also astonishing 
differences. The diagnostic grouping of child psych- 
iatric conditions is not related to the international 
WHO study, nor to the important British contribution 
to this enterprise. 

More disturbing is the relationship between the 
text and the literature cited at the end of each 
chapter. The references are there and, with some 
glaring omissions, they are reasonably comprehensive 
and up to date. But they do not inform the text, much 
of which is didactic in the European tradition. 

In only a single chapter is there any attempt at a 
critical review of the literature to back up what the 
authors have to say. The reader in search of knowledge 
is on his own. He does not know what the books and 
articles referred to are likely to contain; whether 
they express opinions only or describe research 
investigations. He remains uninformed about the 
major research ventures in child psychiatry; he is 
taught nothing about research methodology; and he 
remains ignorant of the important controversial 
issues in the specialty and of the extent and bounda- 
ries of current knowledge. 


SuLA Worrr, Consultant Psychiatrist, 
Royal Hospital for Sick Children, Edinburgh 


Human Growth and Development. Wolfson 
College Lectures 1976. Edited by JEROME 
Bruner and Auison Garton. Oxford University 
Press. Рр 167. £4.25, £2.25 (paperback). 


Here are six distinguished contributors in good 
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form for the occasion, so that the lectures make 
deceptively easy reading. Hinde on the social 
development of monkeys is of interest in his own 
right despite the book's title, whilst Rutter on early 
sources of security and competence manages to write 
freshly about the child's extraordinary resilience. 
Bruner and Clark are concerned with the details of 
what takes place as the child struggles to master 
the rules of language, whilst Inhelder brings us up to 
date on genetic epistemology. The final lecture finds 
Jack Tizard totally down to earth in his critique of 
society’s part in the care of pre-school children, 
whose mothers need period respite if they are not to 
become overwhelmed by their responsibilities. 

So what does all this add up to? It is perhaps rather 
like bringing together a group of talented soloists to 
form a sextet, in that the quality of the ensemble may 
leave something to be desired—and it would have 
been a septet if Basil Bernstein had not wanted time 
to reflect on his material before publication. Would 
that others had been as strong-minded, for ,despite 
some attractively presented ideas and useful refer- 
ences it 1з a little hard to think who would want to 
invest in such a mixed bill of fare. 


МіснАЕІ, Humpurey, Reader in Psychology, 
St George’s Hospital Medical School, London 


Mechanics of the Mind. By Соч BLAKEMORE. 
Cambridge: Cambridge University Press. 1977. 
Pp 208. £10.50, £3.95 (paperback). 

In this book Colin Blakemore, one of Britain's 
ablest and most productive researchers into the 
mechanisms of the brain, gives a series of cameo 
Sketches of brain research from a historical per- 
spective. The text is from the 1976 Reith Lectures, 
but in addition there is a profusion of elegant illus- 
trations ranging from Renaissance painting to 
electron micrography. 

The search for understanding of the mechanisms of 
the brain, with its central disciplines of neuro- 
physiology and experimental psychology has been 
gaining impetus steadily during this century. Blake- 
more starts his account of this field with some of the 
anatomical speculations about the relationship of the 
brain as something we can see and touch, to the less 
tangible aspects such as personality and behaviour. 
Next he looks at the state of knowledge of the nature 
of sleep and the physiology of consciousness. Then 
there is a chapter on visual perception, the field in 
which Blakemore has himself become distinguished. 
Memory, language, and a discussion of how brain 
research directly affects people and society (via, for 
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instance, surgery and drugs) constitute the last three 
chapters of the book. 

A reader unacquainted with this field could 
scarcely fail to be interested and impressed by the 
work Blakemore introduces here. His style is easy, 
informative and urbane. If he gives glimpses here and 
there rather than unrolling a grand theory of the 
relationship between mind and brain, it is because 
that accurately reflects the state of affairs. 

One could ask whether this field of academic 
research has much to offer" psychiatrists confronted 
' daily with their fellow human beings in states of 
disablement or distress: people who are disturbing or 
disturbed. The answer is a tentative ‘yes’. Here in the 
language of natural science is a beginning of an 
account of the mechanics of the processes that 
underlie our behaviour and mental life. For the 
thoughtful there are many connections to be made 
between this research, methods of psychiatric inter- 
vention, and people's ordinary and extraordinary 
experience. 


Kerr Олтівү, Lecturer in Experimental Psychology, 
University of Sussex, Brighton 


Psychiatric Problems in Ophthalmology. Edited 
by Jerome T. PEARLMAN, GEORGE І. Apams and 
SHerwin Н. SroaN. Springfield: Charles С. 
Thomas. 1977. Pp 167. $12.50. 

As increasing interest is being taken іп: ће psych- 
iatric aspects of many clinical specialities, a book on 
this subject in relation to ophthalmology is most 
welcome. Sadly this multi-author volume fails to offer 
practical help. 

Several of the chapters are reprints of papers 
already published. Some authors express their opinion 
on the basis of a few case reports, the management of 
which is quite out of date; for example double padding 
is now rarely used. In the chapter on ‘Stress and 
Strabismus’ the author quotes extensively from a 
paper by Rappoport which he regards as ‘An 
excellent critical review'. An example from the review 
casts doubt on this opinion—‘. . . External strabismus, 
esotropia (sic) . . . represents a regression to a very 
primitive ego state comparable to the quadruped 
sniffing the ground and turning the eyes up and out 
by using an archaic type of doubling binocular vision, 
or to even earlier aquatic ancestors who did not yet 
practice accommodation’. 

In the one chapter in which the results of a series 
of patients are presented the authors admit that they 
could draw no conclusions from the data as there 
were too few patients for statistical analysis. 

The psychiatric problems which would be of most 
interest to the practicing ophthalmologist are dealt 
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with very superficially or totally omitted. Acute 
glaucoma is one of the few ophthalmological dis- 
orders for which there is good evidence that psycho- 
logical factors are sometimes of aetiological signi- 
ficance. Furthermore many drugs used іп 
psychiatric illness, e.g. tricyclic antidepressants may 
precipitate an attack of acute closed angle glaucoma 
in susceptible patients. There is no mention of the 
subject in this book. Hysterical visual loss is the most 
important psychological problem that the ophthal- 
mologist encounters; it is hardly dealt with at all. 

The only redeeming feature of the book is the 
amusing first chapter, The Eye and ‘P which 
illustrates the place of the eye in history and art; 
I would recommend potential readers to stop at the 
end of it. 


I. S. Levy, Consultant Ophthalmologist, 
Moorfields Eye Hospital, London 


Abnormal Behaviour: Perspectives in Conflict 
(2nd edition). By RicHarp Н. Price. New 
York: Holt-Saunders. 1978. Pp 278. £4.25 
(paperback). 

In this book the author aims to describe abnormal 
behaviour as it is formulated in four different models, 
or as he prefers to say, as seen from four different 
perspectives. They are psychoanalysis, which is given 
much the most extended coverage; the illness model; 
the social perspective; and the humanistic perspective. 
There is no pretence at originality—the book is a 
teaching text—and the points are made by quotations 
from well known authors and simple discussion with 
the reader, followed by exercises at the end of each 
chapter. 

The author evidently tries to present each view- 
point fairly, but he is selective and not always 
balanced. In discussing psychoanalysis and the 
iliness model bis chosen authors are not the obvious 
authorities and they are almost exclusively American. 
He is more at home and more convincing when 
discussing the sociologists’ theories of deviance and 
labelling, and he then illustrates humanistic psycho- 
logy, a strange mixture of Carl Rogers, Maslow, 
psychedelic states of consciousness, and Laing on 
schizophrenia as a growth experience. 

The author writes clearly and the book can 
therefore be useful in teaching at nursing or under- 
graduate level if expounded by a teacher who knows 
the wider background from which the material 
comes. 


Anprew C. Surru, Consultant Psychiatrist, 
Greenwich District Hospital, London 
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Dictionary of Medical Ethics. Edited by A. S. 
Duncan, G. R. Dunstan and R. B. WELBOURN. 
London: Darton Longman & Todd. 1977. Pp 
336. £4.90. 


A dictionary, of any type, is a book for reference 
rather than for steady reading. This poses a dilemma 
for the reviewer who balances the advantage of a 
speedily executed review against the slowness of 
sceing how the book helps in practice and reporting 
on its merits. The latter process has been adopted 
bere and the consumer report is highly favourable. 
This dictionary is informative on the very wide range 
of ethical and para-ethical questions that arise in 
conversation with medical colleagues, nurses, social 
workers and, of course, clergy. It also provides clear 
facts and opinions for the curious layman, be he 
patient or potential patient. 

The book cover cites 116 eminent contributors, and 
eminent is correct; their performance in print shows 
it. The items do not give answers in the slick sense. 
Part of each item describes the technicalities, from 
amniocentesis to ionizing radiation, from Buddhism 
to Islam. Part discusses what goes on in practice. The 
thread of ethics runs through every entry. The balance 
of ethical views is well kept by clear expression. There 
is sufficient argument advanced for the reader to 
make up his own mind. If he has already decided he 
will find that the contrary view is put with persuasion 
and a refreshing lack of dogmatism. 

The standard medical problems are all there, 
abortion and euthanasia dealt with adequately in 
space and well in content. As interesting are items on 
consent, necessity and competence. It is difficult to 
find a relevant item that is missing; it seems all there, 
marriage counselling, mass medication and medical 
records. 

Winston Churchill is said to have pronounced 
‘Swill claret but sip brandy’. This book is excellent 
brandy to be kept, cosseted, used and enjoyed. 


A. Stuart Mason, Consultant Endocrinologist, 
The London Норма! (Whitechapel) 


A Directory of Voluntary Counselling and 
Allied Services. Edited by Joann HUMPHREYS. 
London: British Association for Counselling. 
1978. Pp 117. £1.75. 

This remains a valuable reference book for 
professional counsellors. Inevitably with a work of 
this kind there are shortcomings. It is surely too 
arbitrary to have approximately half the entries in 
Section I refer to the two major Marriage Guidance 
Councils when Samaritans and Alcoholics Anony- 
mous are only included in Section II. Rather than 
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mentioning that a senior counsellor ‘consults with her 
colleagues’, the space could be better used to include 
addresses of these other major organizations. 

Cross-referencing between the two sections is 
eccentric. Details of organizations mentioned more 
than once could be located in Section II rather than 
in the variety of places as at present. 


K. L. Wvrp, Counsellor, Appointments and 
Counselling Service, University of Keele . 


Creative Mental Health Services for the Elderly. 
By Raymonp Grasscore, Jon E. GUuDEMAN 
and Donaup С. Mus. Washington D.C.: 
Joint Information Service of the American 
Psychiatric Association and the Mental Health 
Association. Pp 190. No price stated. 

The aim of this survey is ‘to be a guide and hope- 
fully a stimulus to more creative and innovative 
applications of well known concepts in the field of 
mental health for the elderly’. 

Part I is a brief and interesting overview of the 
American scene. People over 65 form a mere 10.5 per 
cent of the population (compared with 13 per cent 
here) but the problems resulting from the high 
morbidity for mental and physical illness are con- 
siderable. Since federal Medicaid has financed 
nursing homes for the elderly, State hospitals have 
been more and more loth to admit or to keep older 
patients and there has been a proliferation of nursing 
home care. This, as reported in a previous J.I.S. 
survey (rather regrettably titled Old Folks at 
Homes), is not as bad as had been expected, but has 
reduced the already scant involvement of psych- 
iatrists who, according to Robert Butler (who coined 
the word ‘ageism’) ‘avoid the elderly like the plague!’ 

The meat of the book is in Part II, which describes 
ten enterprising services, four in the U.S.A., two in 
Scandinavia, and four, gratifyingly, in England. The 
latter have in common a readiness to make bricks out 
of very little straw and a virtue of necessity by 
energetic home assessment, the fullest use of day 
hospitals and centres and community nursing and the 
conversion of generally rather seedy accommodation 
to short term assessment and treatment wards. The 
environment for long stay patients is the more de- 
pressing when compared with, say the splendid 
facilities at the Beckomberga Hospital in Stockholm, 
where, however, the community psychiatric services 
are relatively under-developed. 

On the whole the quality and range of activities 
available to the elderly in the American and Scan- 
dinavian services described, as well as the standard of 
their accommodation, far exceed those to be found in 
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this country. Among ideas which took my fancy are a 
‘Lucy Booth’ (see ‘Peanuts’) in Miami, the use of 
taxis for day patients in Copenhagen, the research 
into the relationship between senile behaviour and 
visual loss in Minneapolis and May Clarke’s obser- 
vations at Goodmayes. Tom Arie contributes some 
typically pithy bon mots and I was not a little 
intrigued by the Americanization of Alex Baker! 

‘However the book must be faulted for reporting so 
uncritically. Progress in operational research, vital to 
the psychiatry of old age, requires a far closer 
' comparison of like with like and of benefits to the 
consumer. Colin Godber at Southampton uses ECT, 
whereas the Douglas Gardens in Miami uses none, 
but favour psychotherapy: are they treating the same 
sort of patients, and if so who fare best? Is Baker right 
to putsuch an emphasis on day care for the demented ? 
Can Stockholm afford such lovely long-stay wards, 
and are the patients better off in them than at home? 

The failure to attempt answers to these questions 
renders merely useful (especially to geriatricians, 
psychogeriatricians and administrators) what might 
otherwise have been essential reading. 


Brice Prrr, Consultant Psychiatrist, 
The London Hospital (Whitechapel) 


Structured Groups for Facilitating Develop- 
ment: Acquiring Life Skills, Resolving Life 
Themes, and Making Life Transitions. By 
Davip J. Drum and J. Evcznz Knorr. New 
York: Human Sciences Press. Pp 284. $11.95. 


Group work has proliferated widely over the last 
two decades and there is hardly any kind of human 
activity which is not covered by structured groups. 
The book under review presents an extensive variety 
of such groups and in order to clarify the theoretical 
basis and differentiating the goals of structured groups 
the authors categorize them into three basic types: 

(1) Structured groups directed towards helping 
individuals to acquire important inter- 
personal life skills. 

(2) Groups directed towards enabling people to 
resolve and understand critical life themes, and 

(3) Those aimed to assist people in the making and 
completion of important life transitions. 

Each of these three categories is developed and 
explained in the book and it is relevant to say that, 
according to the authors, most of these groups rely 
largely upon behavioural concepts, and perhaps 
because of this the book is somewhat repetitive and 
naive and leaves the dangerous impression that 
almost anyone can conduct groups of this kind 
without proper training and experience. 
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Every psychotherapeutic situation has two basic 
components—the patient(s) and the therapist(s) and 
it seems likely that ‘cure’, ‘change’ or *help' is directly 
related to the development of such interpersonal 
relations. This book does not consider this important 
parameter and by omitting this the authors invalidate 
proper evaluation of these programmes, which is so 
important. 

In summary, a book with an exciting title, a 
disappointing content and very doubtful practical 
value. 


FERNANDO ARROYAVE, Consultant Psychiatrist, Oxford 
Regional Unit for the Treatment of Alcohol Dependence 


Psychopharmacology of Aggression. Edited by 
Lurie! VALzELLI. Basel: S. Karger. 1978. Pp 180. 
$34.75. 

Dr Valzelli who did the first complete survey on the 
effects of drugs on aggressive behaviour in 1967 has 
succeeded in convincing some of the most eminent 
men in psychopharmacology to review the literature 
in their particular field. The result is a book that 
should be on the shelf of every scientist working on the 
physiology of aggression. The reviews cover nearly 
eight hundred studies, many of them in relatively 
obscure journals which are difficult to locate. Even 
the most thorough investigator will find some 
research he/she has not encountered before. 

The book is organized into ten chapters, the first 
eight of which are devoted to the effects of a separate 
class of drugs on aggression in animals or man. The 
classes include sedatives and major tranquilizers, 
benzodiazepines, antidepressants, lithium, central 
stimulants, cannabinoid compounds, psycho- 
dysleptics, and narcotic analgesics. The ninth chapter 
is an excellent short paper on the pharmacological 
management of human violence. The final chapter 
which is devoted to theoretical considerations is 
completely unrelated to psychopharmacology. In 
fact, none of the authors provide much theoretical 
structure for the drug action. This general lack of 
theory reflects the state of the art in psychopharma- 
cology. 


K. E. Mover, Professor of Psychology, 
Carnegie- Mellon University, Pennsylvania 
The First Encounter: The Beginnings in 
Psychotherapy. By WiLLiAM A. CONSOLE, 
RicHARD С. Smions, and Mark RUBINSTEIN. 
New York: Jason Aronson. 1978. Pp 378. No 
price stated. 


The late Dr Console was a psychotherapist and 
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teacher who was prepared to expose his techniques to 
scrutiny. In this book his method of ‘microanalysis’ is 
vividly conveyed by verbatim transcripts of video- 
taped interviews and recordings of teaching sessions. 

In initial interviews, Console combined searching 
diagnostic questions with interventions designed to 
promote a therapeutic alliance. Most impressive was 
his attention to, and discussion of, subtle nuances of 
verbal and non-verbal behaviour in making predic- 
tions, promoting a dynamic interchange and demon- 
strating to students, aspects of ‘resistance’, ‘trans- 
ference’ and ‘counter-transference’, 

The reader may be sceptical about some of Dr 
Console's psychoanalytical formulations, shocked by 
his intrusive questions, and irritated by his didacti- 
cism; but he cannot fail to profit by this testament to 
the value of a videotape in psychotherapeutic 
teaching and practice. Any book is to be welcomed 
that gives to broad formulations a local habitation 
and a name in the minutiae of technique. 


К. Е. Hosson, Consultant Psychiatrist, 
University Hospital of South Manchester 


Not Quite Like Home: Small Hostels for 
Alcoholics and Others. By Sxirtey Отто and 
Jm Orrorp. Chichester: John Wiley. 1978. 
Pp 218. £7.95. 


The development of services for alcoholics in this 
country has followed a clear chronological pattern. 
First began the development of self-help groups such 
as Alcoholics Anonymous, this was then followed by 
specialized units in hospitals and only in the last 
decade has there been to a significant degree the 
development of community facilities such as in- 
formation centres and hostels. It is about the latter 
that this book is concerned. 

The book is divided into two sections, the first part 
is a critical review of hostels and the second a report 
of research carried out at two specific hostels. 

The authors emphasize how small communities 
have developed as a reaction against large institutions 
like mental hospitals and they examine the aims 
of small communities such as socialization, and 
providing access to skills and resources that clients 
can use. Hostels vary in their structure and different 
varieties of hostel organization are examined. They 
emphasize that their approach to researching 
alcoholism hostels has not been to examine outcome 
which at this stage of development does not seem 
useful but to identify problem areas in the operation 
of small hostels. The paucity of material that is 
available in this country to enable hostels to be 
evaluated ın treatment outcome terms is emphasized. 
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The second half of the book consists of research at 
two hostels with interviews of residents and staff at 
frequent intervals. The research describes the referral 
and admission mechanism and reports demographic 
data on hostels’ inmates. The manner in which the 
hostels were run, rates of turnover of clients and in 
which ways clients change during their stay are 
examined. 

This book is not light reading both in relation to the 
type used, and the lack of summaries in some chap- 
ters. One wonders whether the social workers running 
such hostels will in fact read this book. It should, ' 
however, be read particularly in view of its newness 
i.e. the first critical approach in the field relating to 
alcoholism hostels. Clearly this is the beginning of a 
series of studies which will be needed in a field which 
is rapidly developing, a development which seems at 
times more based on fashion than fact. The beginning 
of the facts are provided by these authors. 


Aspects of Alcoholism. Edited by D. L. Davrzs. 
London: Alcohol Education Centre, The 
Maudsley Hospital. £3.50 plus postage. 

The major educational development in alcoholism 
since 1969 has been the establishment of Summer 
Schools, initially under the aegis of the Camberwell 
Council on Alcoholism and more recently under the 
Alcohol Education Centre. Excellent multi- 
disciplinary teaching at these schools is well recog- 
nized and this volume was a response from students at 
the school who asked for a publication that would 
cover the same aspects of alcoholism as discussed at 
the school. It is a loose-leaf book really—notes which 
can be.removed and replaced by later chapters. 
Although it is designed primarily for Summer School 
students it is stated in the introduction to be of 
interest to a much wider audience who wish for 
basic. education in the subject. From this aspect 
therefore it has to be compared with other volumes 
which are catering for the same audience. The range 
of subjects is wide from basic physiology and 
concepts of alcoholism to psychological and social 
factors in aetiology, epidemiological studies and 
complications of drinking including criminality. 
There are chapters relating to services available to 
help the alcoholic and one on ‘Prevention’. Chapters 
on ‘Social Work Theory’ and ‘Social Work Services’ are 
of value as these subjects are rarely discussed in a 
coherent way as they are here. 

Perhaps the major difficulty with this book is the 
unevenness of the contributions. For students 
attending the school the book 1s obviously of con- 
siderable value. For others it would appear to be a 
useful collection of review articles, one of a range of 
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basic texts on the subject which have been produced 
in this country in the last decade. 


В. D. Hore, Consultant Psychiatrist, 
Wuhington Hospital, Manchester 


Experimental Psychology: Research Design and 
Analysis. 3rd Edition. By 
Martueson, Влснлрр І. Bruce and KENNETH 
L. Braucuamp. Eastbourne: Holt-Saunders. 
1978. Pp 390. £9.75. 

This book is a useful elementary introduction to 
the design of psychological research. The presentation 
is of a leisurely but clear type which does not flinch 
from informing the reader (p. 24) that ‘data is the 
plural form of the Latin noun, datum’. 

In the first half of the book the reader is taken 
through some simple philosophy of science followed 
by enumeration of the different basic types of 
experimental design. In the second half, a handful 
of the most commonly used statistical tests are 
described. In addition, the book contains two further 
sections of a useful and relatively unusual type. The 
first deals in some detail with the presentation of a 
written research report. The second reviews the 
design of single-subject experiments, a topic of 
obvious relevance to clinical research. 

The book in general has the advantages and 
disadvantages that one might expect to accrue from 
its unhurried pace. On the credit side, it should be 
easy reading for any undergraduate. On the debit 
side, its scope 18 not very wide. For example, the 
book nowhere mentions the use of Latin squares in 
experimental design, and ignores the existence of 
most non-parametric tests. Such omissions raise 
doubts about its suitability as anything other than a 
supplementary text. 


Greoory V. Jones, Research Fellow, Department of 
Experimental Psychology, University of Oxford 


Sri Lanka—Cases of the Reincarnation Type. 
Vol. П. By Ian Srevenson. Charlottesville: 
University Press of Virginia. 1977. Pp 367. 
$20.00. 

This extremely handsome book succeeds a com- 
panion volume describing ten similar cases studied by 
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the author in India, Like its predecessor, it opens with 
a brief, clearly stated account of the beliefs concerning 
reincarnation held by his informants. Here, it is 
interesting to note the slight but significant changes of 
emphasis in the concepts of the Buddhist collabo- 
rators in Sri Lanka ss contrasted with those of 
Indian Hindus. This short introduction is in fact 
crucial for one's approach to the rest of the work 
because it raises at once the key question: are Dr 
Stevenson's cases indeed recalling events of their past 
lives, or are they describing fantasies inspired by the 
prevailing beliefs of their surrounding culture? 
Fantasies which impart a compelling conviction not 
only to the subjects themselves, but also to the 
‘investigators’ or eager elaborators of these remark- 
able occurrences. 

One is inevitably reminded of the scarcely less 
dramatic narratives of some celebrated cases of 
multiple personality, in which it seems in retrospect 
that the very interest of well-intentioned therapists 
has helped the syndrome to expand, and even to 
luxuriate. There have been isolated cases in Europe 
and America, where similar claims were made for 
vivid memories of past lives—not many years ago, for 
the recall of an existence in early medieval York, for 
one. When these cases are given publicity on TV or 
in the press, they excite eager acceptance, but also 
lively scepticism. In India or Sri Lanka, on the other 
hand, they are usually welcomed as confirmation of 
already strongly held religious beliefs. A reviewer of 
Dr Stevenson’s earlier volume probably spoke for 
most Western readers when he wrote that the author 
‘may not convince sceptics but he has placed on 
record a large amount of data that cannot be ignored’. 
He has now done so again, in a neighbouring culture. 
The content of his case studies is fascinating, but once 
again it seems likely that his readers will fall into two 
camps, the eager believers, who find his evidence 
convincing, and the scientifically minded who will 
not. Meanwhile, for those who are prepared to 
suspend their disbelief, there remains a series of 
fascinating real-life (even if not necessarily past-life) 
stories. Not least interesting is the phenomenon of 
Dr Stevenson’s own apparently total immersion into 
this exotic area of exploration of human experience 
and belief. 


С. M. Carstairs, Visiting Professor, National Institute of 
Mental Health and Neurosciences, Bangalore, India 


Brit. J. Psychiat. (1978), 133,476-80 


Correspondence 





Leiters for publication in the Correspondence columns should not ordinarily be more than 500 words and should be addressed to: 
The Editor, British Journal of Psychiatry, 17 Belgrave Square, London SW1X 8PG 


NAXOLONE IN AMYLOBARBITONE- 
RESPONSIVE CATATONIA 


Dear Sir, 

Classical stuporose catatonia is a rare but dramatic 
form of schizophrenia characterized by extreme 
immobility, mutism, negativism and waxy flexibility. 
Several placebo-controlled studies (Elkes, 1957; 
Dysken, 1978) demonstrate that some catatonic 
patients experience a lucid interval following the 
intravenous administration of sodium amylobarbi- 
tone. In contrast, patients with non-catatonic forms 
of schizophrenia do not show such lucid intervals 
(Dysken, 1978) nor is there any evidence that oral 
barbiturates are effective in the treatment of these 
schizophrenic disorders (Casey et al, 1960). This 
difference in drug response suggests that there may 
be a partial but specific psychopharmacological 
difference between catatonic and non-catatonic 
schizophrenics. Animal studies have demonstrated 
that catatonic-like states can be induced by the 
administration of antipsychotic, narcotic, and cholin- 
ergic agents (Costall and Naylor, 1973). Recently 
it has been found that intra-cerebrospinal-fluid 
injection of &-endorphin in rats produces marked and 
prolonged muscular rigidity and immobility which is 
similar to catatonia and is reversed by the opiate 
antagonist naxolone (Bloom et al, 1976). If stuporose 
catatonia in humans does in fact result from increased 
functional activity of g-endorphin, then naxolone 
administration should reverse the catatonic state. 

We had the opportunity to conduct a single-blind 
study of naxolone administration in a 25-year-old 
man who had catatonia characterized by the above 
symptoms. He had a history of multiple admission to 
hospital for chronic schizophrenia, and had developed 
intermittent catatonic episodes during the past two 
years. The patient was told that intravenous medi- 
cation would be given in an effort to help him talk 
with his doctors. First saline was administered at a 
rate of 0.5 ml/min; the patient showed no response 
after 5.0 ml of saline. Next, 20 mg of naxolone was 
given intravenously over 10 minutes without eliciting 
any behavioural change. Approximately 10 minutes 
after naxolone administration ceased, intravenous 
sodium amylobarbitone was begun at a rate of 
25 mg/min. At 250 mg the patient responded 
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dramatically by initiating conversation with his 
doctors. He appeared animated, answered numerous. 
questions in detail, and stated that he had remained 
immobile for fear that he might fall and injure 
himself. Negativism and waxy flexibility were no 
longer present. This lucid interval lasted approxi- 
mately two hours, after which the patient lapsed 
back into the catatonic state. 

Our case study suggests that in barbiturate- 
response stuporose catatonia the catatonic state 
is not caused by increased amounts of central 
£-endorphin. If this were the case not only would 
sodium amylobarbitone reverse the catatonia but 
naxolone should as well. We recognize that these 
results are subject to the limitation of a single case; 
but since cases of catatonia are rare and may involve 
a specific neuropharmacological mechanism, our 
failure to reverse the catatonia with naxolone is 
theoretically significant. 


Funding from NIMH research grant MH 30938 is 
gratefully acknowledged. 
Maurice М. DvskEN 
Joun M. Davis 
Department of Psychiatry, 
University of Chicago, 
Chicago, Illinois 60637, U.S.A. 
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SUICIDE AND CANCER 
Dear Sm, 


Dr Barraclough (Journal, September 1978, 133, 
287), appears unduly concerned lest my paper 
(Journal, March 1978, 132, 269-74) be quoted in 
support of conclusions with which he disagrees. I can 
only hope that the following answers to his criticisms 
will help to allay his anxieties. 

I do not agree with him that road accident victims 
are unrepresentative of the general population. In 
‘Australia the number of motor vehicles per head 
of population is one and a half times that in Britain. 
Thus most of the adult population will own or have 
access to a vehicle. Bearing in mind that only about 
half the cases of malignancy had been diagnosed 
before death and that most of the cancer cases and 
suicide victims were ambulant up to the time of their 
deaths, the argument that they would have been in 
bed or in hospital at the time lacks supporting 
evidence. In any case, many of the accident victims 
were passengers or pedestrians and not drivers. 
Dr Barraclough’s criticism comes a little strangely, as 
. In his own paper on suicide and old age: (In Recent 

Developments іп Psychogeriatrics, Ed. Кау and Walk, 
1971) he used precisely the same control group with 
which to compare his suicide cases; a procedure 
which apparently did not incur his censure at the 
time. 

There is no reason for assuming that the victims 
of suicide were examined more meticulously than the 
road death cases by my colleagues, the Government 
pathologists. When these autopsies were carried out 
the question of the data heing used by me some years 
later simply had not arisen. I can assure Dr Barra- 
clough that these post-mortem records are of the 
highest quality, a standard which has been main- 
tained for many decades. Hence, if tumours of any 
kind had been present this would have been recorded, 
regardless of the cause of death. 

While I agree that malignant disease rates are third 
or fourth in the list of causes of death of persons aged 
less than 50, the actual rate is very low. It quadruples 
between the ages of 45 and 55 and continues to rise 
steeply thereafter. The sole reason for taking 50 as the 
lower limit of the age-range was to avoid scrutinizing 
a large number of autopsy records in which the 
likelihood of finding cancer would be very small. In 
any case, my setting an age limit does not, fer se, 
invalidate the conclusions reached for the age group 
І investigated. 

Dr Barraclough implies that the controls and cases 
were not matched for age. If he reads my paper 
again he will find that they were matched for age and 
sex. It hardly seemed necessary to spell this out-in 
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detail, as I had assumed that most readers would 
take the statement to mean what it said. In fact, 
for each case a control was matched exactly or within 
three years of the age of the case. The age-ranges and 
standard deviations of the two groups did not differ. 

Е. A. WaITLock 
Department of Psychiatry, 
University of Queensland, 
Brisbane, Australia 


SWEAT LITHIUM IN MANIC-DEPRESSION 
Dear Sm, 

There is surprisingly little recorded on sweat gland 
secretion of lithium in manic-depression (Amdisen, 
1977). If lithium is excreted in sweat, prolonged loss 
by this route could theoretically assume sizeable 
proportions under certain conditions, e.g. in the 
summer or in the tropics. We therefore measured the 
concentration of lithium in pilocarpine-stimulated 
sweat in thirteen consenting and compliant manic- 
depressive patients who had been on daily doses of 
750-1500 (mean 1000) mg of lithium carbonate for 
periods of from 10 to 63 (mean 33) months. There 
was no biochemical evidence of renal disturbance in 
these patients whose renal clearance of lithium 
(mean 20.6 ml/min/1.73M?*, SD 5.7) fell within 
reported values (Thomsen, 1978). 

The patients omitted the morning's dose of lithium 
and attended the clinic at 0830 hours, when blood 
was collected for a baseline serum lithium concen- 
tration. Lithium carbonate 500 mg (— 7.46 mmol) 
was given orally, and blood was collected for further 
serum lithium concentrations at 4, 2, 4, and 6 hours. 
Forearm sweating was promoted by prostigmine 
iontophoresis (Landauer, 1963) and sweat was 
collected for one hour between the 4th and 5th hours 
of the study. 'The sweat was collected on to a pre- 
weighed gauze swab held tightly to the forearm by a 
square of plastic and non-porous adhesive dressing. 
The damp swab was quickly transferred to a sealed 
plastic container and weighed; the increase in weight 
represented the amount of sweat. The lithium in the 
sweat was eluted from the swab in 10.0 ml of potas- 
sium diluent solution made up in de-ionized water. 
The lithium concentration was measured with an 
Instrumentation Laboratory (IL) Lexington, Mass., 
U.S.A., model No. 343 flame photometer and the 
sweat lithium concentration calculated. 

Lithium was found to be secreted in concentrations 
of 0.96—4.78 (mean 2.08, SD 0.93) mmol/l in the 
pilocarpine-stimulated forearm sweat of these 
thirteen controlled manic-depressives. These sweat 
lithium concentrations were 1.2-4.6 (mean 2.3) 
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times the corresponding average serum lithium 
concentrations (measured from the appropriate area 
under the blood concentration versus time curve). 
They were thus very similar to previously described 
concentrations of lithium in mixed saliva, which were 
1.6-4.5 umes those of plasma (Groth, Prellwitz, and 
Jabnchen, 1974). 

Allowing for the very marked effects of accli- 
matization and for the fact that the lithium con- 
centration of heat-stimulated sweat may differ from 
that of pilocarpine-stimulated sweat, we would still 
suggest that prolonged sweat losses of lithium should 
be taken into consideration, especially if a manic- 
depressive patient previously well controlled on 
lithium goes out of control in hot weather. Whether 
drugs which promote sweat secretion, e.g. pheno- 
thiazines, if given concomitantly with lithium therapy 
could lead to increased loss of lithium in sweat may 
be another point worth considering. 

E. B. MLLER 
К. W. Pain 
Р. J. SERIPAL 
Enfield Psychiatric Hospital, 
and Institute of Medical and Veterinary Science, 
Adelaide, South Australia 
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LITHIUM AND MEMORY LOSS 


Dear Sr, 

Memory loss as a complication of lithium therapy 
has not received extensive attention. Recently, 
Kusumo and Vaughan (Journal, November 1977, 
131, 453-7) discussed ‘Effects of lithium salts on 
memory’ and concluded that ‘there was some 
indication that patients on lithium may show an 
impairment of short-term memory at fifteen-second 
delay intervals . . .'. 

Recently С. F. Bajor and D. Preodor et al noted 
memory loss in lithtum maintenance therapy, ‘an 
inability to recall details that interfere with daily 
functioning’. 
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We have recently seen a patient with a severe 
affective disorder whose mood changes were well 
controlled with lithium but who developed a severe 
memory defect within a few days of starting lithium. 

A 22-year-old woman was admitted in a profound 
psychotic depression with paranoid features. Despite 
management with haloperidol 20 mgm daily and 
imipramine 200 mgm daily, she became so pro- 
foundly suicidal that ECT was instituted in com- 
bination with imipramine. After the sixth treatment 
she suddenly became hypomanic. Imipramine was 
stopped. Four days later she was again psychotically* 
depressed and suicidal. With one ECT she promptly 
became hypomanic. Lithium carbonate (900 mgm 
daily) was started, with consequent rapid remission 
of hypomania and stabilization of mood. She began 
to complain, however, of a severe memory distur- 
bance. She was correctly orientated, and showed no 
impairment of reasoning, thought process, calculating 
ability or long term memory. Although she had had a 
typical mild retrograde amnesia after ECT, she 
complained that this memory impairment was 
different, inhibiting normal routines of life. 

On close mental examination it was evident that, 
while both immediate and long-term recall were 
intact, she was unable to process new information. 
A delay of only a few minutes left her incapable of 
recalling digits, sentences, objects or daily routines. 

She was so distressed that the lithium was dis- 
continued, and there was immediate clearing of 
memory functions as shown by digit retention, the 
Babcock sentence, and recall of daily routine. 
Unfortunately she relapsed almost at once into 
psychotic depression. Because of the severity of her 
illness we concluded that the inconvenience of 
memory loss was less threatening than the suicidal- 
hypomanic alternations in her mood. Accordingly, 
lithium carbonate was cautiously re-introduced. 

As her blood levels approached a therapeutic 
level (0 6 mEq/l) she again became anxious as her 
memory deteriorated. Diazepam (8 mg daily) 
controled anxiety sufficiently so that despite mild 
memory dysfunction she was able to engage in 
normal social routines. 

In this case memory impairment with lithium 
therapy was sufficiently disabling to pose a hazard 
to the effective management of the disorder. 

J. Ernest RUNIONS ' 


D. Srv 
Е. LOoMER 
Health Scwnce Cenire Hospital, 
Department of Psychiatry, 
Faculty of Medicine, 
University of British Columbia, 


Vancouver, B.C., Canada 


CORRESPONDENCE 
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WARD ROUNDS 


Dear Sir, 

' Two recent accounts (1), (2), of the harrowing 
experience of being interviewed at a psychiatric 
ward round, together with Post’s claim ‘there is 
really no need nowadays to ask the patient’s per- 
mission to appear at a ward conference’ (3), have 
prompted me to respond to Dr Baxter’s request for 
descriptions of alternatives (4). 

Not having space for a general analysis of ward 
round functions, real and symbolic, I list only those 
activities which might appear to demand patients’ 
attendance: 

(a) Eliciting further details of life histories and 

current crises. 

(b) Observation of behaviour. 

(c) Listening to the patients’ descriptions of their 
experience of their situation. 

(d) The demonstration of interviewing skills (I 

will not consider this further, as these surely 

are more realistically taught to the student 

allowed to sit in on private interviews). 

(e) Learning patients’ opinions of their present 

treatment and wishes concerning future help. 

(f) Informing patients of the treatment team's 

opinions and decisions. 

Street is both an acute admission ward and an 
active member of the Association of Therapeutic 
Communities. A daily Community Meeting is 
attended by all residents and staff present, followed, 
of course, by a staff review. Such a regular gathering, 
unlike a weekly ward round, soon becomes a familiar 
and reasonably comfortable event for most partici- 
pants, so allowing feelings of trust to develop (cf. (1) 
and (2)). Like a case conference, it allows all the 
members of the treatment team to observe identical 
samples of behaviour, but in a richer context of inter- 
personal life. To an experienced observer a Com- 
munity Meeting is an extraordinarily rich source of 
relevant clinical information. 

Once a week there is the combined ward round 
attended by all staff, but not by patients. The latter, 
however, will be familiar to most of the team through 
individual, group and community encounters. 
Activities a, b and c, therefore, do not need to take 
place within the ward round. The round can be 


479 


devoted to consideration of psychiatric, social and 
other ‘histories’ against an existing knowledge of the 
patient, and to decision making. 

We try to cover items (c) and (f) with two addi- 
tional meetings. The first is attended by residents and 
some staff, one of the latter acting as ‘chairman’. This 
meeting is used to discuss such matters as patients’ 
opinions of treatment so far and readiness for 
discharge. The Chairman will record these views 
for the following day’s ward round, and relay the 
team’s advice back to the residents afterwards. 

I am aware that our attempts to restore people's 
right to have a say in their own fate without 
*... adding to the discomfiture of a person who is 
probably distressed already' (1) are far from perfect. 
However, like the nurses treating ‘An Ex-Patient’, I 
would not like to be cross-examined at a ward round, 
and Y can see no significant loss in our so sparing 
those who come to us for help. 

GEOFFREY PULLEN 


Street Community, 
Fulbourn Hospital, 
Cambridge CB1 SEF 
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ALCOHOL WITHDRAWAL 


Dear Sr, 

I would like to draw attention to some of the 
problems inherent in the recent hypothesis on 
‘Kindling as a model for alcohol withdrawal syn- 
dromes’ by J. C. Ballenger and R. M. Post (Journal, 
July 1978, 133, 1-14). 

A positive correlation was shown between severity 
of withdrawal symptoms and duration of alcohol 
abuse, and the authors went on to suggest an under- 
lying change in neuronal excitability to account for 
this. Their findings are only in partial agreement with 
evidence from other investigators, since, as they 
indicated, recent studies have found the severity of 
withdrawal symptoms to correlate with the ‘serious- 
ness’ of drinking and with pre-admission drinking 
patterns, rather than with duration of abuse (Mello, 
1972; Whitwell, 1975). 

Variables, such as pre-withdrawal drinking pattern, 
must be carefully controlled in any study aiming to 
detect changes in the severity of alcohol withdrawal 


480 


symptoms as a function of duration of abuse. An 
increase in alcohol consumption or a deterioration 
in health or both may account for the increasingly 
severe withdrawal symptoms found in the study by 
Ballenger and Post. 

The Kindling model makes the prediction that 
withdrawal symptoms in alcoholics should become 
progressively more severe with continuing abuse. 
However, many chronic alcoholics experience sur- 
prisingly few symptoms during alcohol withdrawal. 
Whitfield et al (1978) have recently reported a very 
low incidence of withdrawal symptoms, with only 
1 case of delirium tremens, in 1024 chronic alcoholics. 

Our experience with skid-row alcoholics is essen- 
tially similar, Most of our patients have been abusing 
alcohol for many years and give a history of previous 
episodes of delirium tremens often 10—20 years before 
admission, with continuing abuse since. During their 
non-drug detoxification we have yet to see a case of 
delirium tremens, and we have a similarly low 
incidence of other alcohol withdrawal symptoms. 

These findings in a population who, because of 
economic circumstances, have been repeatedly 
experiencing acute alcohol withdrawal over many 
years, are in direct contradiction to the predictions 
of the kindling hypothesis and cast doubt upon its 
validity in alcoholism. 

J. С. Rossarr 
Withington Hospital, 
West Didsbury, 
Manchester M20 8LR 


References 


MzLLo Na (1972) Behavioural studies on alcoholics. 
In The Biology of Alcoholism: Physiology and Behaviour, 
Vol. П (Eds. B. Kissin and Н. Begleiter). New York: 
Plenum Press. 

WurrwzrLL, Е. D. (1975) A study into the etiology of 
delirium tremens. British Journal of Addiction, 70, 
156-61. 

Wurrzizrp, C. L., Тпомрѕом, G., Laus, A., SPENCER, Y., 
Premer, M. & BRrowninc-Ferranpo, М. (1978) 
Detoxification of 1024 alcoholic patients without 
psychoactive drugs, Journal of the American Medical 
Association, Vol. 239, 14, 1409-10. 


CORRESPONDENCE 


CORRECTION: 
IMMUNOGLOBULINS AND RACE 


Dear Sm, ? 

In our article on immunoglobulins and viral 
antibodies in psychiatric patients (Journal; April 1978, 
132, 342-8), we reported four schizophrenic patients 
with apparently elevated CSF IgG/TP per cent. 
Three of the four patients were black, which we 
noted was curious in that only 16 per cent of the 
patient sample were black. At the time there was 


only one study of race and normal CSF IgG levels, - 


and it had reported no difference between races 
(Nerenberg and Prasad, 1975). 

We have recently completed analysis of data on a 
following-up study which included eleven normal 
black controls. The mean CSF IgG/TP per cent of the 
normal black controls was 9 9 per cent (range 6.7 to 
18 3), which is considerably higher than the 6.4 
(2 9 to 9.1) we reported for ten normal white 
controls or the 6 1 (2 8to 10 6) reported for 30 white 
controls in another study (Link and Muller, 1971). 
Consequently, it is likely that two black schizo- 
phrenics (one first admission, one multiple admission) 
whom we previously reported as having elevated 
CSF IgG/TP per cent were really within a norma] 
range for blacks, and that our corrected conclusion 
should now read: *. . . five of seventeen multiple 
admission schizophrenic patients had definite cle- 
vations of IgG or measles antibody . . .’. It is suggested 
that all future studies of CSF IgG in psychiatric 
patients should include ráce-matched controls. 

E. FULLER Torrey 
Saint Elizabeths Hospital, 
Washington D.C. 20032 
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The Retreat, York 


for Psychiatric IlInesses 








Founded in 1792 by the Quaker, William Tuke, who established the tradition of concern 


for patients as individuals. The Retreat is a 250 bedded private registered nursing home 
surrounded by extensive grounds on the outskirts of the historic City of York. It is easily 


reached by rail and motorways. 


Care and treatment is offered for most types of psychiatric illness on the short or long 
term in a sympathetic and friendly atmosphere. Patients suffering from neuroses, 
psychoses, alcoholism and dementia are treated in surroundings suitable for their indivi- 


dual needs. 


The Nursing Home is a registered charity and is able to offer inclusive care in shared 
accommodation from £13.85: per day or in single rooms at slightly increased charge. The 


Nursing Home is recognised by the main private patient schemes. 





(Telephone 0904-54551). 


BOWDEN HOUSE CLINIC 


Harrow-on-the- Hill, Middlesex 
Tel: 01-864 0221 
Only 20-25 Mins, from London 
vta Westway Extension 


Founded in 1911 by Dr. H. Crichton-Miller 


A non-profit making Charity outside the National 
Health Service 


A private clinic (all patients having single rooms) for 
the treatment of patients suffering. from neuroses, 
early psychoses, psychosomatic disorders, drug 
addiction and alcoholism. 
Treatment is supervised by experienced psychiatrists 
whose services are inclusive in the patients’ fees. 


A full physical examination and pathological investi- 
gations are made in the first week. 
Facilities are also available to Consultants wishing to 
treat their own patients independently. 


Apply for details: Administrative Secretary 
Applications for admission to the Matron 








|. Northampton. (Tel. No. 0604-21311). 


For further details apply to The Medical Director, The Retreat, York YO1 SBN 







ST. ANDREW'S HOSPITAL 
NORTHAMPTON 


GROUP PSYCHOTHERAPY 
UNIT 


The Group Psychotherapy Unit is amongst an 
increasing range of specialised facilities offered by St. 
Andrew's Hospital. It is run by two Consultant 
Psychiatrists, assisted by a. Nurse Therapist and an 
Occupatiónal Therapist, and has now been open for а 
year. 


We have found that with an intensive approach of 
daily interpretative groups, social skills training and 
art and drama therapy, encouraging results can be 
obtained in ten to twelve weeks' in-patient or out- 
patient treatment. This is helped by the friendly, non- 
institutionalised atmosphere of the hospital. 


Applications for admission should be made to the 
Medical. Director, — St. — Andrew's Hospital, 
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; mianserin hydrochloride 


the effective, safer 
antidepressant 
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action 
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sleep 

«Single night 
-time dose 


non) Organon Laboratories Ltd., Crown House, Morden. Surrey SM4 5 DZ 


Prescribing Information 
Dosage & Administration 


ant 


Sid 


Contra-indications, warnings etc. 
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Some antidepressants , 
enable your patients 


to take life 
more easily 





In depression the risk of suicide is increased. 
Many antidepressant drugs increase this risk considerably. 
Fluanxol is effective, non-sedating and quick-acting in the 
treatment of depression. In addition clinical reports 
show that in overdosage it lacks the acute toxicity of 
other antidepressants — up to 3 months’ 
supply of tablets have 


Fluanxol ы 
controls the depression and reduces the risk of fatality. 


Lundbeck Limited, Lundbeck House, Hastings Street, Luton LU1 SBE. Telephone Luton 411482 Telex 825325 Jed) 
princes 


ST. ANDREW'S HOSPITAL, NORTHAMPTON 
PRIVATE PSYCHIATRIC CARE—A COMPREHENSIVE FACILITY 


St. Andrew's aims to provide the best in psychiatric care in a comfortable and relaxed 
environment. Staffed by nine full-time Consultant Psychiatrists, three Clinical Psychologists and 
with a full complement of skilled nursing and rehabilitation staff, the hospital offers a broad range 
of psychiatric treatments. Care is provided on a short, medium and long term basis and the 
following specific units are available: 

SHORT TERM ACUTE TREATMENT 

ALCOHOL TREATMENT 

BEHAVIOUR MODIFICATION 

DAY HOSPITAL 

PSYCHOGERIATRIC 

PSYCHOTHERAPY 

BRAIN DAMAGE AND EPILEPSY INVESTIGATION 


Out-patient facilities are available at the hospital, at 148 and 152 Harley Street, London W.1., 
Oxford and Bedford. 


St. Andrew's is an Independent Hospital and subscribers to the main Private Contributory 
Schemes may claim benefits within the terms of these schemes. 


Further details and brochures may be obtained from the Medical Director, 
St. Andrew's Hospital, Northampton. 
(Telephone 0604-21311). 
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Acomprehensive range of biofeedback instruments 
an effective aid in the treatment of 
psychological and psychosomatic illness 








Biofeedback involves the use of sensitive electronic instru- *T100 temperature monitor for application in 
ments which detect and feed back information on physio- migraine, anxiety and circulatory disorders 
logical functions of which the patient is not normally M ВЕ 
aware. This information, available іп an auditory or visual sse нейи ы Н Medis ci pd application 
form, enables the patient to tearn conscious control of the A | j 
physiological functions associated with many disorders. *HR100 heart rate monitor for use in the treatment of 


Biofeedback Systems markets a range of instruments hypertension ang cardiac arrhythmias 

= covering the major feedback modalities, which are *D1120 digital integrator for use with the EMG120. 
functionally engineered to the highest specifications, They : А ; 
all conform to НТМ8 electrical safety standards, the only FOF further information about the pad ear mE for 
units to meet this requirement, and are backed by a comp- details of books and tape cassettes on biote back, 
rehensive five year guarantee. Supplied to more than 250 please contact: Biofeedback Systems Limited, 
hospitals and universities in the U.K., they are reliable and 6 Lower Ormond Street, Manchester М1 БОҒ. 


flexible in use. Tel: 061-236 1283 
The 80 SERIES are designed for ambulatory use outside 
the clinic, being small, easy to operate and battery- Name .............. нади аи 


powered. The 100 SERIES аге for routine clinical appl- 

ication with portability ensured by compact size and 

single battery operation. Each unit incorporates feedback ^ Address |... rnnt nnne nennen erreten: 
facilities appropriate to the modality, with auditory 
feedback through an internal speaker and visual feedback 
through a panel-mounted meter. The mains-operated 120 
SERIES with unsurpassed feedback, data collection and 
output facilities are suited for use in the most demanding 
research and clinical applications. 


*SCL80 SCL 100 skin conductance monitors for use in 
anxiety reduction, phobias and stress-related disorders. 


*EMG80 EMG100 EMG120 electromyographs for use 


ой therapy, tension headache and muscular Biofeedb ack Systems Ltd 
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UNIVERSITY OF CALIFORNIA, LOS ANGELES 


DELLA MARTIN CHAIR IN PSYCHIATRY 


UCLA School of Medicine seeks appropriate candidates for the Della Martin 
Chair in Psychiatry, newly endowed Professorship for distinguished academic 
psychiatrist (English-speaking, eligible California licensure) committed to 
research especially on major mental illnesses of adolescents and young adults. 
Equal opportunity affirmative action employer. Send curriculum vitae, letter 
discussing career goals, five references to: 


Arnold B. Scheibel, M. D. 
Chairman 

Della Martin Search Committee 
760 Westwood Plaza 

Los Angeles, California 90024 
USA 


DEPARTMENT OF HEALTH 


PSYCHIATRIST 


LAKE ALICE HOSPITAL, MARTON 
NEW ZEALAND 


Applications are invited for the above position. Applicant must hold D.P.M.: or equivalent Post- 
Graduate Specialist qualification recognised by the Medical Council of New Zealand. Duties: 
Clinical responsibility as a specialist for the care of psychiatric patients. In addition to general 
psychiatry and out-patient services the hospital carries an interesting 30 bed National Children's 
Unit and a 56 bed National Maximum Security Unit for forensic patients with violent or 
dangerous propensities. 

Rural situation: Near ideal climate. Extensive research programme and facilities with Massey 
University at Palmerston North. The hospital operates an extensive community psychiatric 
service. House provided. Salary automatic scale NZ$19,621 to NZ$25,364. The post carries all 
privileges of State Services employment, Financial assistance will be given for fares and towards 
removal expenses, 


Applications should be forwarded with copies only of testimonials to: 
The Chief Migration Officer 
New Zealand House, Haymarket, London, SW1Y 4TQ. 
You should quote reference Imm 2/327/17 in your enquiry. 


Closing date for applications December 22nd 1978 
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Psychogeriatric 
Service Chief 


$37,200 — $42,900 including fringe benefits or 


$38,300 — $47,200 contract basis 


The MINISTRY OF HEALTH, Queen Street Mental 
Health Centre in Toronto, is a progressive urban 
mental health centre of 400 beds, with extensive 
crisis intervention, partial hospitalization, after care 
and community programs, and part of the University 
of Toronto teaching network. As a senior psychiatrist, 
you will direct a psychogeriatric service comprising 
98 in-patient beds, day care and a community 
consultation service; participate in the teaching 
program and clinical research. You will be given an 
academic appointment with the department of 
psychiatry. University of Toronto, at an appropriate 
rank. 


Qualifications: eligibility for licensing by the Ontario 
College of Physicians and Surgeons; certification or 
fellowship in psychiatry. by the Royal College of 
Physicians and Surgeons (Canada), or equivalent (e.g. 
MRC Psychiatrists); significant experience in clinical 
program administration, teaching and preferably 
clinical research. 


Please submit application as soon as possible, to: 
Personnel Department, File HC-26-32/78, Queen 
Street Mental Health Centre, 999 Queen Street 
West, Toronto, Ontario, Canada M6J 1H4. 


This position is open equally to both men and women. 


Ontario 
Ontario Public Service 


Ireland 


Director of Child Psychiatry 


(St Stephen's Hospital, Sarsfieldcourt, Cork) 
Southern Health Board 
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The Effectiveness of a Service for Helping Destitute Men 


By JOHN LEACH and J. K. WING 


SUMMARY The effectiveness of a voluntary organization which 
aimed to help destitute men contacted by means of a ‘soup run’ was 
evaluated, The assessment was carried out in stages, At the end of each 
stage results were discussed with the organization and a set of recom- 
mendations for further action put forward. At the end of the first 
Stage, it was agreed that the organization's aim should be restricted to 
attempting to help men settle in one of its houses (staffed by young 
volunteer workers) for a period of at least three months. A number of 
recommendations intended to achieve this result were unsuccessful. 
Following the setting up of a night shelter, it was observed that many 
men attended regularly. An assessment procedure was instituted 
which resulted in the selection of men who did settle in the houses for 
long periods, so much so that no further admissions became possible. 





The St Mungo Community Trust is a 
London-based voluntary organization concerned 
with the welfare and resettlement of destitute 
men. In September, 1971, it received a grant 
from the Department of Health and Social 
Security, guaranteeing a degree of financial 
support for several years and providing for a 
small research team to evaluate the effectiveness 
of its services. In the present paper, the design 
and results of the action research programme 
will be presented and the effectiveness of St 
Mungo services considered. The implications 
of the research for concepts such as ‘rehabili- 
tation’ and ‘resettlement’ of destitute men, and 
for the provision of services, are discussed 
elsewhere (Leach and Wing, 1979). 

The present paper contains five sections, In 
the first, a brief account is given of the philo- 
sophy and activities of the St Mungo Community 
at the time the research project began. The 
second is concerned with the concept of ‘action 
research’ adopted by the research team. The 
stages of the action research programme are 
described in the third section. The fourth 
contains a summary of data bearing on the 
effectiveness of St Mungo services, and these 
results are discussed in the light of the earlier 
material in section five. A more extended 
description of the project, including compara- 
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tive data collected at Camberwell Reception 
Centre and two smaller centres, is in prepara- 
tion (Leach and Wing, 1979). 


1. The Philosophy and Aims of the 
St Mungo Community 

The St Mungo Community was founded in 
May 1969 to carry on a London soup run, 
established by the Simon. Community, which 
was about to be discontinued. The main aim of 
St Mungo’s was to-help destitute men contacted 
on the soup run to find and maintain acceptable 
independent accommodation. This aim was 
similar to that of statutory reception centres 
(Wood, 1976), but. the methods used by St 
Mungo's were different. The organization's 
soup run, which operated from midnight to 
4 a.m, at six locations in central London, not 
only provided. food to the needy, but was 
intended to facilitate contact with men who 
were thought by St Mungo staff to be ‘isolated’, 
‘reticent’ and ‘suspicious’. The young St Mungo 
volunteers were called ‘workers’; they worked on 
the soup run and in St-Mungo hostels for a year 
or so in return for a token payment. The workers 
believed that giving out ‘soup regularly and 
unconditionally would make it possible for some 
destitute men to respond to them as ‘ordinary’ 
people rather than as ‘social workers’, and that 
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in this way mutual relationships of trust and 
confidence would develop. It was intended that 
the relationships built up on the soup run would 
be deepened in the more intimate atmosphere 
of the St Mungo hostels. The long-term aim was 
to help men find their own accommodation. 

St Mungo’s provided hostel accommodation 
in short-lease terraced houses, capable of taking 
10 to 15 men (called ‘residents’) and two or 
three workers. Most men shared a bedroom 
with one or two other residents. The number of 
single bedrooms varied, but some bedrooms in 
each house were shared. All rooms had ward- 
robes or cupboards for residents' belongings, and 
men were free to decorate their own section of 
the room with posters, paint and personal 
belongings. Residents who were in work paid 
their own rent; in the case of the unemployed, 
rent was deducted from their Social Security 
benefit. The workers were paid ‘pocket money’, 
the equivalent of an unemployed resident's 
benefit after rent had been deducted. 

The workers enforced a ‘no drink’ rule to help 
men attempting to overcome alcoholism, but 
otherwise the houses had few restrictions. For 
example, residents were free to help with cook- 
ing and housework or not, as they wished. The 
relatively permissive atmosphere of the houses 
was intended to provide a bridge between the 
lifestyle of men who slept rough and the 
restrictions of everyday social life. It was hoped 
that in this way an informal but effective 
rehabilitation ladder would be set up and 
progress would be made at a pace determined by 
the resident. It was claimed that more effective 
help could thus be given, and to more men, than 
by the statutory services. 

Initially, the St Mungo Community con- 
sisted of only one house, let by Wandsworth 
Council at a nominal rent. The Director and his 
wife, two other workers and up to 10 residents, 
constituted the total group. From May 1970, 
however, the organization began to expand, 
acquiring several other houses from local 
authorities on short leases. 


2. The Action Research 
The aim of the research team was to facilitate 
the feedback of information between research 
and St Mungo staff. With this end in view the 
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project was designed to proceed in cycles of 
evaluation, policy change, re-evaluation and 
further policy change. It began with an eva- 
luation of the St Mungo services, resulting in 
tentative recommendations concerning ways to 
increase their effectiveness. These were com- 
municated to the St Mungo management, who 
then had the option of changing or modifying 
policy. The evaluation was therefore а 
continuing process, and it is in this sense that ме 
term it 'action research'. 

Our approach largely derived from the work 
of Marris and Rein (1967) who suggested that 
policy making ‘concentrates upon the next step, 
breaking the sequence of action into discrete, 
manageable decisions : . . The shorter the span 
of action under review, the less we do not know 
and the quicker we shall discover the wisdom of 
our decisions. Hence it is much easier to make 
rational choices if a plan of action is broken 
down to a series of proximate steps, and the plan 
is open to revision as each step is completed’. 
In accordance with this view the research team 
presented its recommendations in discrete 
‘packages’, each separated by a period of time 
during which the action suggested could be 
evaluated. The recommendations (eight in all) 
are described in section 3. It was not, of course, 
assumed that progress would necessarily be as 
rational as this model suggests. Since organi- 
zations experience unexpected problems which 
require decision without undue delay, the 
research team accepted that all changes could 
not be planned in advance and that we should 
have to evaluate unexpected developments as 
best we could. These were in fact rare, and the 
process of evaluation and policy change pro- 
ceeded much as we had hoped. 

Evaluative work must begin with the clari- 
fication of the aims of the agency under in- 
vestigation. Hyman et al (1962) for example, 
defined the purpose of evaluation as providing 
‘objective, systematic and comprehensive evi- 
dence on the degree to which the program 
achieves its intended objectives’. This may be 
difficult to achieve if an agency’s aims are 
ambiguous or vague. Agency staff may differ 
over what ‘the aims’ are, and the agency’s 
policies may appear inconsistent with its stated 
objectives. For these reasons it has been sug- 
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gested (Wing, 1972) that evaluative work 
should attempt to clarify and test not only the 
overt aims of the agency but also any ‘aims’ that 
seem' implicit in its organization and practice. 
This principle is particularly important in 
action. research, since one of its most useful 
consequences may be to help the agency re- 
define its objectives (Luchterhand, 1968; 
Cherns, 1972). In the investigation and evalu- 
ation of the St Mungo services, described in 
"sections 3 and 4, the re-definition of the agency's 
aims was of central importance. 

Action research projects involve a close 
association between the research team and the 
staff of the agency being evaluated (Lees, 
1973). Thus, during the St Mungo project, 
interview data were supplemented with in- 
formation from diaries, records of informal 
conversations with. agency staff and clients, the 
minutes of meetings and St Mungo reports. The 
account of the evolution of. the St Mungo 


. services in section 3 is derived from these 


sources. 


3. The Stages of Action Research 


The pilot phase of research (September, 197 1— 
June, 1972) 

The first enquiries of the research team 
(consisting at that time of Dawson, Leach, 
Schlicht and Waller) took the form of partici- 
pant observation on the soup run and in the 
houses. This work ‘suggested that the initial 
claim of St Mungo’s, that some 70 per cent of 
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__gmen passing through the houses were partially 


"or fully resettled in independent accommoda- 
tion, could not be substantiated. The first 
formal stage of research (a pilot study) was 
designed in order to throw more light on this 
question. The pilot study had two objectives: 


(a) to discover whether resettlement of 
destitute men in independent accom- 
modation was being achieved. This 
could be investigated by a follow-up 
study, to find out what happened after 
men left the houses, and by recording 
their length of stay there; 


(b) to describe the characteristics of resi- 
dents so as to assess their needs. 
The pilot study was carried out during the 
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first three months of 1972. The 35 men in 
residence in one group of St Mungo houses 
(comprising an ‘assessment centre’ and three 
associated houses) on 1 January 1972, and the 
70 men admitted during the following three 
months, formed the sample. A check on the 
whereabouts of men resident at the beginning 
of January, or admitted during February, was 
made during the first week of April, thus 
allowing a minimum of two months follow-up. 

Of the 64 men resident in the four houses on 
1 January 1972 (N35), or admitted during 
February (N29), only eight were untraced 
during the first week of May. Most of these 
eight had stayed only a day or two and were 
thought (on the basis of the outcome of previous 
admissions) to have returned to their former 
way of life. Ten men had returned to live with 
relatives or friends, or were living in digs or 
their own room, or in Part ПІ accommodation. 
However, only three of these (5 per cent of the 
discharges followed-up) could be said to have 
changed from a completely rootless way of life 
to something more settled as a result of spending: 
several months in St Mungo houses. Of the 
remaining 46 men whose whereabouts were 
known, 5 were in prison, 14 were living rough 
(all in touch’ with the soup run), and 27 were 
still in St Mungo houses. The main char- 
acteristic of the houses, therefore, was a rapid 
turnover, with two-thirds of the men admitted 
being back on the streets within a week. Only 
about 15 per cent stayed for three months or 
more following admission. 

The characteristics of these men were not 
greatly different from those observed by other 
workers and summarized elsewhere (Tidmarsh 
and Wood, 1972). Details are given elsewhere 
(Wing and Leach, to be published) and only a 
brief summary is presented here. The men had 
had a long history of social disadvantage, 
beginning in most cases during childhood, and 
some were also handicapped by physical or 
psychiatric disabilities and alcoholism. They 
were predominantly middle-aged, came from 
the north of England, Ireland or Scotland, were 
single or separated from their wives, had few 
contacts with family members, and had worked 
in unskilled occupations with prolonged periods 
of unemployment. Two-thirds had spent most 
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of the year before admission sleeping rough or in 
lodging houses or shelters for the destitute. 
Many had recently been in hospital or in 
prison. One third had had a serious physical 
illness during the year before admission, mostly 
respiratory. Varicose veins, ankle oedema and 
other ‘conditions of vagrancy’ were also 
common. However, the numbers diagnosed as 
having severe psychiatric disorders or alcoholism 
were smaller than might have been expected 
given the findings of other investigators (Lodge 
Patch, 1970; Priest, 1970). These findings, and 
the outcome of the follow-up enquiries, resulted 
in the first four research recommendations of 
the project. 


3.2 The first four recommendations 


It was apparent from the pilot study that the 
men who used St Mungo houses came from the 
same 'circuit as those who used reception 
centres and other types of accommodation 
available to destitute men. In fact, half of the 
St Mungo residents had used Camberwell 
Reception Centre during the two years before 
admission, Most men admitted to the houses 
stayed for a very short time and then returned 
to the sort of life they had been living before. 
About two-thirds remained in touch with St 
Mungo's, usually through the soup run. 

The findings of the pilot study therefore 
confirmed the initial impression of the research 
team that St Mungo's was not succeeding in 
resettling destitute men in independent accom- 
modation. The findings were discussed with the 
St Mungo management and a modification of 
aims was agreed. An aim of resettlement in 
St Mungo houses, suggested by the research 
team, was adopted. The four research recom- 
mendations that followed this decision were 
designed to implement the new policy. 

The first recommendation was for an increase 
in the number of ‘longer-stay’ houses provided 
by the Community. In accordance with this 
recommendation a further group of houses was 
added to the organization, and. a third group 
(originally created to house men made home- 
less when a Hammersmith common lodging 
house was closed) was integrated into the 
system. The expectation that men would 
rapidly move on was changed, and most were 
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encouraged to stay in the houses for longer 
periods, with the implication that more longer- 
term houses would need to be set up, and bed- 
sitter accommodation. provided for those "who 
could achieve a degree of self-support. The 
research team hoped that these services would 
enable some men to progress from the streets to 
a position of relative independence. 

One implication of the new policy, however, 
was that other arrangements would need to be 
made for the men who had previously been ' 
admitted to houses for a few nights only and 
who then returned to the streets. The research 
team therefore recommended that a night 
shelter should be established, in order to foster 
contact with this group. The recommendation 
was accepted by the St Mungo management, 
and at the end of March 1973 a night shelter 
catering for 50 men was open in a disused 
church, St Anne's, Westminster. Men were 
admitted to the shelter, by ticket but without 
charge, after 8 o'clock in the evening and had to 
leave by 7 the following morning. While staying 
there they were given soup, bread and tea, with 
a breakfast of porridge. In December 1973, this 
shelter was supplemented by a much larger 
building (the former Marmite factory at 
Vauxhall) capable of housing, at shelter level, 
as many as 200 people. In the spring of 1975, 
St Anne's was closed and night shelter was 
provided only in the ‘Marmite’ building. 

The third research recommendation was that 
the soup run and night shelter should be 
supplemented by efforts to contact men during 
the daytime. It was hoped that this would ^ 
enable more men to be contacted and given a 
chance of residence in the houses. To this end, a 
campaign known as 'Winter Survival' was 
started by St Mungo's in November 1972, which 
culminated in a three-day outdoor Christmas 
party at Covent Garden Market. During the 
campaign an ambulance was acquired and 
used to tour areas of likely day-time contact, in 
order to provide practical medical, personal 
and welfare help to men met on the streets. A 
further campaign was begun in October 1973, 
but the expense of these enterprises was con- 
siderable and they were ended when St Mungo's 
became unable to afford the. running costs of 
the ambulance. 
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In order to co-ordinate efficiently the 
increasing number of St Mungo ‘street’ activities 
(daytime contact, soup run, night shelter) and 
establish a liaison between them and the re- 
settlement work of the houses, it seemed 
desirable to recruit a core of senior staff who 
would possess appropriate skills (e.g. in social 
work) and stay for longer than the majority of 
volunteer workers. The fourth recommen- 
dation of the research team, therefore, was that 
skilled leaders should be appointed to each 
group of houses and a further skilled worker 
should direct the soup run. The skills in question 
should include extensive experience of working 
with the destitute and, if possible, professional 
training of a relevant kind. The St Mungo 
management accepted this suggestion. In a 
policy document issued at this time, they 
concluded that ‘whilst attempting to keep the 
principles of the Community with regard to 
equality firmly in mind, it has nevertheless been 
essential for the continuity and expansion of the 
project to provide adequate salaries to attract 
certain kinds of workers, especially senior 
workers, who would wish to spend some 
considerable period of time in the Community’. 
The document further stated that three Senior 
Social Workers and a Deputy Director were 
ready to commence work and that an Adminis- 
trator had been appointed. Group leaders were 
eventually appointed to take charge of all three 
groups of houses. They included people with 
relevant experience in social work, the probation 
service and the rehabilitation of prisoners. 
Workers with a long experience of the Com- 
munity also worked in this capacity. 

The research team hoped that the four 
recommendations arising from the pilot study 
would result in a system of services capable of 
achieving the two aims of settling men in St 
Mungo houses and of providing basic shelter 
for, and maintaining of contact with, men 
unwilling to stay in the houses. The research 
team had now to evaluate the effectiveness of 
the changes it had proposed and if necessary 
recommend further measures. The next section 
describes this work, which began with the 
completion of the pilot study in 1972 and ended 
in 1976. 
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3.3 Subsequent phases of action research (July 1972- 
August 1976) 


In the second phase of research (July 1972- 
December 1973), the effects of the recommended 
changes were evaluated. To this end, a statistical 
register recording the numbers of men admitted 
to houses and their length of stay was set up, 
starting with a census of residents on 1 October 
1972. The register provided data on the 
numbers of men who settled in St Mungo 
houses. The figures relating to this, and the 
criterion of settlement employed, are given in 
section 4. 


In spite of the expansion to three groups of 
houses (with more experienced group leaders), 
the provision of a.night shelter, and agreement 
on the part of management that men should be 
encouraged to stay longer, there was no 
indication in the data collected by the register 
that the aim of settling men in St Mungo houses 
was being achieved. A third phase of research 
was therefore started (January 1974-March 
1976). During the spring of 1974, the team made 
a fifth recommendation, suggesting that it might 
be fruitful to concentrate attention on the large 
group of men (two-thirds of those leaving the 
houses) with whom St Mungo workers kept in 
contact, usually by meeting them on the soup 
run, and that they should be readmitted as soon 
as possible after leaving. In this way contact 
with men who had already shown some willing- 
ness to settle in the houses could be intensified. 
This recommendation was accepted and was 
implemented in the sense that the register 
showed an increase in the admission of men 
who had previously been resident. Unfortu- 
nately, however, the policy did not result in the 
men staying longer than before. 


Because of the failure of these measures, the 
research team decided to undertake an enquiry 
into the reasons why men left the houses. 
Information was obtained about the 64 men 
who left houses during October and November 
1974, nearly half of whom were interviewed. 
Data on those not interviewed were obtained 
from case-notes and St Mungo staff. It was 
found that 11 men had left because of diffi- 
culties with other residents, 3 because of dislike 
of staff. About half the men had left because 
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they wanted to drink and could not do so while 
remaining in St Mungo accommodation, or 
because they had been discharged by staff when 
it was discovered that they had been drinking. 
Not all these men were problem drinkers in the 
sense that their drinking was uncontrolled; 
about a third seemed to be social drinkers who 
rarely drank to excess. 

On the basis of these findings the team made a 
sixth recommendation: that the ‘no drink’ rule 
should be relaxed for an experimental period. 
This was accepted and a new policy began on 
| April 1975, stating that residents would only 
be refused entry to a house if they were actually 
drunk, or if their behaviour at the time, whether 
they were drunk or not, seemed likely to upset 
other residents. Drinking in the houses was still 
forbidden. However, although the new policy 
was generally welcomed by workers and men, 
and seemed to operate well in practice (in that 
fears of its abuse were unfounded) it did not 
result in many men staying longer in the houses 
than had stayed before. 

The failure of this recommendation (despite 
its derivation from the expressed wishes of many 
ex-residents) resulted in a change of direction in 
the research team's work. Attention was now 
directed towards the men who stayed in the 
houses. It was hoped that the characteristics of 
these residents would provide insights con- 
cerning the kind of men most likely to find the 
houses acceptable, the eventual aim was to 
utilize this information in an admissions 
procedure. The team therefore made a further 
recommendation (the seventh) that the char- 
acteristics of residents staying in houses at least a 
month should be assessed. 

Three separate assessments of men who had 
stayed as long as a month in two groups of houses 
were made during 1975 by a member of the 
research team (J.L.) in consultation with group 
leaders and workers. The object was to assess the 
residents’. drinking and social behaviour and 
derive an appropriate plan of action for each 
one. Drinking behaviour during the period of 
the present house admission was classified as 
non-drinking, social or controlled drinking (an 
occasional episode of drunkenness was accepted), 
and uncontained drinking; the last category 
was reserved for frequent: bouts of drinking 
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usually leading to drunkenness. A few cases on 
the borderline between the second and third 
categories were placed into the second, but in 
general the distinctions were not difficult’ to 
make. Social behaviour was classified according 
to a hierarchy, with ‘aggression’ at the top. Only 
a man who was quite often physically violent or 
very abusive verbally was regarded as aggres- 
sive. A second category of behaviour, not used 
unless the man was non-aggressive according to 
the above definition, was ‘eccentricity’, applied 
only when a man’s behaviour was decidedly 
odd or inexplicable. For example, a man who 
frequently laughed and talked to himself, had 
very unusual mannerisms, or was extremely 
suspicious of everyone and everything without 
apparent reason, would be regarded as showing 
‘eccentric’ behaviour. There was no question of 
any diagnosis of illness; the observation was 
purely behavioural. A third category, only used 
if the other two were absent, was ‘withdrawal’, 
Again, only very marked and active withdrawal 
was accepted for a positive rating. 

The results were very similar on each of the 
three occasions of assessment and have therefore 
been combined for purposes of presentation. 
Table I shows the frequency of the various 
characteristics. On none of the three occasions 
of assessment was any man regarded as markedly 
aggressive. About one-third of the men were 
‘eccentric’, half of whom were known to have 
been in psychiatric hospitals. Serious ‘with- 
drawal’ unassociated with eccentric behaviour 
was not common (only 7 per cent of the men). 
By far the largest group (approximately two- 
thirds) consisted of men who did not show any 
of these characteristics in marked degree, While 
frequent uncontained drinking was not un- 
common (18 per cent, on average, at the three 
assessments}, many men (49 per cent) took an 
occasional drink without getting drunk. The rest 
did not drink at all. 

An estimate of the optimum type of accom- 
modation the men could hope to obtain was 
also made on these three occasions. Most men 
(57 per cent), in view of their handicaps and 
difficulties in self-care, were. regarded as 
needing to stay for a long period of time (one 
year plus) in a St Mungo house; 18 per cent 
were felt to require medium-term care (6 
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TABLET 


A classification of the drinking and social behaviour of men who had stayed more than а month in Group I and H houses, 
May-November 1975 
. (average of three surveys) 








Drinking behaviour 











Social No Contained Uncontained 

behaviour drinking drinking drinking Total 
76 % DE - 6 

Aggression 5 — — == — 

Eccentricity % 20.2 7.3 4.6 32.1 

Withdrawal % 0.9 5.5 0.9 7.3 

None ofthese % 11.9 35.8 12.8 60.6 

Total p^ 33.0 48.6 18,3 — 





(average no, = 36) 


months to one year in the houses) and 2 per cent 
short-term care (under six months). Sixteen per 
cent were thought to need a supervised bed- 
sittér, and 7 per cent unsupported accom- 
modation. There was little relationship between 
these accommodation plans and drinking. | 

In order to utilize the experience and 
information derived from the assessment exer- 
cises and apply them directly to the admission 
process, a routine admissions procedure was 
recommended by the research team (its eighth 
recommendation) and adopted in November 
1975. Men in the St Mungo night shelter who 
seemed possibly suitable for one of the houses 
were discussed at a weekly meeting at which 
representatives of management and workers and 
a member of the research team were present. 
The aim of the meeting was not only to discuss 
whether an individual was likely to settle in a 
house, but to consider which house seemed 
likely to provide the most congenial atmosphere 
and company for him, given his behaviour and 
disposition. Most admissions to houses sub- 
sequently came to be made after following this 
procedure, and it quickly became apparent that 
the new arrangements were proving successful 
in the sense that. most men admitted to the 
houses tended to stay there. Interviews of these 
men in April 1976 showed that they had long 
histories of destitution and that at least half 
were severely handicapped. Psychiatric impair- 


ments were particularly prominent (Wing ànd 
Leach, to be published). The main work of the 
project came to an end at this point. | 

7 Before discussing the outcome of the research, 
the account of the project will be completed 
with a summary of the results derived from the 
follow-up enquiries (see Section 3.1) and the 
statistical register. These formed the basis of 
our evaluation of the St Mungo services. 


4. The Effectiveness of St Mungo Services 

Two criteria were used by the research team 
for evaluating the effectiveness of St Mungo 
services. The first was relevant to the original 
aim of St Mungo’s (settlement of men in 
independent accommodation) and consisted of a 
series of follow-up studies to establish the 
whereabouts of men leaving the houses. The 
second was relevant to the aim recommended by 


othe team after the pilot phase of research 


(settlement in St Mungo houses) and consisted 
of the numbers of men settling in the houses for 
at least three months. 


4.1 The follow-up enquiries 

A regular check on the whereabouts of men 
who had been resident in St Mungo houses 
was made every two months by a former. St 
Mungo worker (S.P.). Information was gathered 
from St Mungo staff, from London reception 
centres and from other voluntary organizations 
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working with the destitute. The follow-up check 
on the whereabouts of men resident in the 
houses on 1 January 1972 (N35), and also on 
those admitted during February 1972 (N29), 
has been described in section 3.1. Only 5 per 
cent of the men followed up seemed to have 
changed from a completely rootless to a more 
settled way of life after spending several 
months in St Mungo houses, 

A two-month follow-up was regarded as 
sufficient for our purposes, since any improve- 
ment that had occurred as a result of residence 
in a house would be likely to have dissipated by 
that time if no further progress had been made 
(Wing, 1966). Such follow-up studies were 
undertaken many times during the course of the 
project. The results were always much the same, 
and only one example is given here. A regular 
check on the whereabouts of men who were 
resident in St Mungo houses on 1 October 1972 
was made every two months. There was very 
little change in these men's mode of life during 
the subsequent four years. In April 1976, 24 out 
of the 56 men could not be traced (18 of the 24 
had disappeared almost at once after a very 
brief stay). Of the rest, 25 were in accom- 
modation provided by St Mungo's, one was in 
contact with the soup run, one was in hospital, 
two were in Part III accommodation, and one 
had died. Only two men were living in their 
own accommodation. 


4.0 The length of stay of men in St Mungo houses 


'Table II shows the number of men resident in 
the St Mungo night shelters and houses on eight 
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six-monthly census dates from October 1972 to 
April 1976. The expansion of the organization is 
evident. The numbers in houses doubled by 
October 1973 and thereafter remained fafrly 
constant. The number of places in houses varied 
as they were opened and closed (they were all 
short-lease properties) ; the bed occupancy was 
usually 75-80 per cent. 

Table III shows the numbers of men admitted 
to houses during three consecutive one year 
periods, and a final six-month period, from the 
time when the statistical register was started in 
October 1972. Admissions are divided into 
‘first-ever’ (men who had never been in a St 
Mungo house before) and re-admissions during 
the period. Since each man might be admitted 
several times, the total number of admissions 
during the period is also given. Finally, the 
table gives the number and proportion of 
admissions that resulted in a stay of at least 
three months. 

During the year October 1972-September 
1973 there were 413 admissions, 64 of which 
resulted in a three month stay (15.5 per cent). 
Of the 257 men admitted, 154 (59.9 per cent) 
had not been in a house before. Thus there wasa 
considerable turnover of residents without very 
much success in the way of settlement following. 
The number of places available was increasing 
during this period, and the St Anne's night 
shelter catered for many of the short-stay men 
(see Table П). During the following year, out of 
483 admissions 80 (16.5 per cent) resulted in a 
three-month stay. During this period the 
‘Marmite’ shelter was opened for a few months, 











Taste П 
The number of men resident in St Mungo shelters and houses on eight six-monthly census dates 
Night Shelters Houses 
Marmite St Anne's Available Occupied % 
beds beds Occupancy 
7 October 1972 — — 66 42 64 
7 April 1973 — 20 98 72 73 
6 October 1973 — 54 116 84 72 
6 April 1974 207 56 120 99 83 
5 October 1974 Closed 30 126 95 75 
5 April 1975 76 19 115 91 79 
4 October 1975 132 Closed 101 83 82 
3 April 1976 103 Closed 104 84 81 
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the St Anne’s shelter continued to operate, and 
a few more house places became available. 
Since the numbers staying three months or more 
wert not increasing very much, the research 
team suggested that men discharged from the 
houses should be re-admitted as soon as possible 
if the opportunity arose (see Section 3.3). 
During the third year, October 1974-September 
1975, the policy began to have an effect, in that 
the numbers of first admitted men began to 
* decrease. Only 83 out of the 218 men admitted 
during this period (31.8 per cent) had not used 
St Mungo houses before. The total number of 
admissions also went down, although the 
number of places available in the houses 
remained much the same. There was, however, 
little evidence that more men were settling in 
the.houses. The proportion increased slightly 
to 18.0 per cent but the actual number went 
down compared with the previous year (from 
80 to 65). During the final six-month period 
October 1975-March 1976, the new admissions 
procedure described in Section 3.3 was put into 
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operation and this resulted in a sharp reduction 
in. the number of men admitted to houses. 
(The figures shown for this period in Table ПІ 
should be doubled in order to make them 
comparable with a full year). On the other 
hand, a much larger proportion of men (50.7 
per cent) stayed in the houses for more than 
three months. 

Table IV shows the length of stay of the men 
in houses оп successive census dates, beginning 
with 1 October 1973 when the number of places 
available had approximately reached a plateau. 
The figures show that the number and pro- 
portion of men who had been resident for more 
than three months. increased markedly after 
October 1975 (1 October 1973, 46.4 per cent; 
1 October 1974,.59.1 per cent; 1 October 1975, 
55.1 per cent; 1 April 1976, 76.2 per cent; 
13 August 1976, 94.6 per cent). During the final 
months few men were admitted, since the house 
places were already occupied. At the 13 August 
1976 census, 44 out of 74 men had been resident 
for a year or more. 




















Tase ПІ 
The number of admissions to St Mungo houses and the proportion lasting 3 months or more 
Number.of men 
Staying 
First ever Not first Number of 3 months 
admission admission ` admissions N % 
October 1972 —September 1973 154 103 413 64 15,5 
October 1973— September 1974 172 150 483 80 16.5 
October 1974— September 1975 83 135 362 65 18.0 
October 1975—March 1976 39 28 75 38 50,7 
Taste IV | 
The length of stay of men in St Mungo houses on five census days 
-3 4-6 7-9 10-12 Over 
months months months months опе year Total 
1 October 1973 45 6 13 5 15 84 
1 October 1974 38 9 12 6 28 93 
1 October 1975 ` 35 5 1 6 31 78 
l April 1976 20 18 11 5 30 84 
13 August 1976 4 П 1 4 44 74 
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5. Discussion 

The course and outcome of the St Mungo 
project. raises a number of questions. Three of 
the most important will be considered here. The 
first concerns the project as ‘action research’. 
Given the different orientations that have been 
ascribed to researchers and practitioners (Lees, 
1973), how was the research team able to 
sustain a good working relationship with the 
St Mungo management? The second question 
concerns the outcome of the project. Why, after 
several years of very limited success, did 
destitute men finally begin to settle in the St 
Mungo -houses? The third concerns the im- 
plications of this outcome for social policy. 

The success of action research must in part 
depend on the extent to which the research 
team is able to work with agency staff in order 
to provide the information on which potentially 
useful decisions can be made. The research team 
succeeded in this, in that its recommendations 
were considered seriously by the St Mungo 
management and on the whole accepted. This 
probably occurred for two reasons. First, the 
basic aim of research and management—that 
of attracting men met on the streets to settle for 
long or indefinite periods in St Mungo houses—- 
was, for much of the project, the same. Second, 
the knowledge that the grant aid given to St 
Mungo's by the DHSS was tied to continuing 
action research probably exerted an influence 
on management to co-operate with the research 
team. This did not result in a mechanical 
compliance; research proposals were discussed at 
length with management and often amended as 
a result. Many of the details of the modified 
drinking policy and the new admissions pro- 
cedure described in Section 3.3, for example, 
were suggested by management. The recom- 
mendation to re-admit residents as soon as 
possible after they left the houses, derived from a 
previous management policy. 

This working relationship between research 
team and management provided the basis for 
systematic evaluation and policy change. For a 
long period, however, the changes that were 
implemented did not achieve their aim. Three 
years after the beginning of the research 
project there was still no evidence that the 
houses, apart from the very slow accumulation 
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of a few longer-stay residents, were providing 
more than a very brief respite for men whose 
pattern of life was otherwise unaffected. 
Eventually, as described in Section 3.3, it' was 
decided, on the basis of previous work, to 
initiate a new admissions procedure—under- 
taking a regular review of men in the St Mungo 
night shelter in order to assess which men 
seemed to be suitable for houses. Nearly all 
house admissions came to be made in this way, 
and thereafter men did at last begin to settle. 

Two factors seemed to operate to produce the 
increased success of the St Mungo services: first, 
the new admissions procedure, second, the fact 
that the selection of men for houses was made 
from a night shelter rather than from the soup 
run. 

The assessment of men prior to house 
admission had. become much more thorough 
than in previous years. As a result of the 
experience gained in the assessments initiated 
by the research team, the St Mungo staff were 
better able to determine which men would find 
residence in the houses acceptable and which 
men the houses could most effectively help, 
e.g. through liaison with other services such as 
psychiatric hospitals or D.R.O.s. Particular care 
was taken to ensure that men were placed into 
an environment that seemed likely to be con- 
genial; to this end the likely reaction of men to 
the residents and staff in particular houses was 
always considered. 

The information necessary to make this 
procedure work was available because men were 
able to stay at the night shelter. Admission on 
the first night was free, entrants were not 
required to undergo a selection procedure, 
and the premises were so extensive that men 
probably felt confident of getting a place and 
so were motivated to visit the shelter regularly. 
Thus it was possible for night shelter staff to 
maintain contact with them over a long period. 
In this way the more withdrawn men were 
eventually contacted. The night shelter allowed 
more continuity than the soup run, since men 
were available for contact over a longer period 
and there were full-time night shelter staff who 
could regularly continue any contacts made. 
Men were now considered more systematically, 
whether they chose to ask for house admission or 
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not. In this way, the St Mungo selection process 
probably came to resemble that followed at a 
reception centre when men were selected for 
the residents’ section. 

The process of selection resulted in an 
accumulation of men who had experienced 
severe destitution; as many as a half were also 
severely handicapped, the majority because of 
psychiatric illness or disability. Men with a long 
experience of destitution were induced to 

' change their way of life. On the whole this was 
not due to any process of rehabilitation but to a 
process of selection and the provision of options 
(shelters, supportive houses, less supportive 
bed-sits). About a third of the men who settled 
could probably have moved to less supervised 
bed-sitter accommodation so that, given some 
further rungs on the ladder, more men could 
then have been accepted from the night shelter. 
This judgement could not be evaluated because, 
owing to lack of resources, there was no increase 
in house provision; however, if it is correct it 
shows how destitute men could make progress 
from the streets. 

Only by providing additional services (such 
as sheltered work schemes and group homes) 
could a movement through the St Mungo 
Community be maintained. The potential for 
such. movement is clearly there. What the 
organization was able to do, for a short period 
of time until the houses filled up, was to present 
men with a new range of options. Those who 
were able to accept the opportunity to go from 
the night shelter to a supportive house and from 
a house to a St Mungo bed-sitter were demon- 
/strating to themselves and others that they 
'could make use of the opportunities provided. 
This is one form of rehabilitation (Wing and 
Leach, to be published). 

The project illustrated that resettlement 
depends on two separate activities: first the 
provision of contact services such as shelters, 
and second the provision of accommodation to 
which those who have been contacted can be 
referred. The St Mungo services were successful 
in contacting severely handicapped, destitute 
men and inducing them to settle. However, 
since community facilities for such men are 
scarce, there were no referral outlets for the 
residents accumulating in the houses. The latter 
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rapidly filled, and the inflow of men from the 
night shelter ceased. Paradoxically, success at 
the level of contact meant stagnation. The 
statutory services for the destitute have faced a 
similar impasse (Wood, 1975). Resettlement is 
not achievable in the absence of back-up 
services in the community (Whiteley, 1958; 
Page, 1964; Edwards et al, 1968). The provision 
of appropriate services for the destitute is 
discussed in detail elsewhere (Leach and 
Wing, 1979). 
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The Prevalence of Problem Drinking and Alcoholism 
in the West of Scotland 


By W. M. SAUNDERS and P. W. KERSHAW 


SUMMARY A 10 per cent probability sample of the population of 
Clydebank was interviewed, using an indirect questionnaire, to assess 
the extent of alcohol-related disabilities. Eighty-two per cent of 4,397 
persons gave information and weighted symptom-scoring analysis 
showed 5.0 per cent of adult males and 1.1 per cent of adult females 
could be classified as problem drinkers and 5.2 per cent and 0.5 per cent 
respectively could be labelled alcoholics. These figures are compared to 
existing Scottish and English alcoholism prevalence statistics. 


Although indirect figures, such as, alcohol- 
related convictions, hospital admissions and 
deaths from cirrhosis, strongly suggest that the 
Scottish experience of alcoholism is worse than 
that of England and Wales, the available 
epidemiological data indicate otherwise. For 
example, Edwards et al (1973), Cartwright et al 
(1975) and Wilkins (1974) working in England 
have all reported higher rates of alcoholism, or 
problem drinking, than have such Scottish 
studies as Parr (1957), Primrose (1962),. the 
College of General Practitioners (1963) and 
Whittet (1970). 

The reason for this discrepancy may lie in 
the methodology used in these studies to 
detect alcoholics. For,-as Edwards (1973) has 
shown, the agency report study, when compared 
to community surveys, markedly under-reports 
the prevalence of alcoholism. All the Scottish 
studies to date have been of agericy report type, 
in which a count of the number of persons 
approaching alcoholism treatment services is 
made, and the English studies noted above all 
involved survey methodology. It was therefore 
considered that a Scottish community survey 
was an important research investigation to 
undertake, since it could clarify this confused 
situation, Therefore from May 1976 until April 
1977 the following community survey into 
alcoholism and problem drinking was conducted 
in Clydebank, a town of some 40,000 inhabitants 
situáted to the immediate west of Glasgow. 
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Method 

'The District of Clydebank was selected for 
study as it is representative, in terms of major 
demographic variables of the Central Clydeside 
conurbation, and in addition is wholly within 
the catchment area of the hospital from which 
the survey was conducted. The local Council on 
Alcoholism were keen: to have the study under- 
taken, and the local authority also cooperated: 

A 10 per cent random sample was taken from 
the electoral register which resulted in just 
under 4,000 names being selected for interview. 
An additional 1 per cent sample was used as а 
pilot sample to test out the acceptability and 
reliability of the questionnaire. As electoral roll 
samples always have the inherent flaw of 
excluding those very people that alcohol-orien- 
tated surveys are attempting to detect, i.e. the 
homeless, or socially unstable, the Blyth and 
Marchant (1972) self-weighting random samp- 
ling method was used to minimize the defect. 
This technique allows for persons living in an 
approached house, but not on the electoral 
register, to be considered for interviewing, and 
also allowed for a randomized sample of 15- to 
18-year-olds to be included in the sample. À 
total of 4,397 persons were approached . to 
complete the questionnaire. 

Each target person was approached at least 
four times to complete the questionnaire and if 
unsuccessful at this stage was classified as: a 
‘non-contact’. Target persons who had moved 
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away from home, or who had died, plus those 
whose homes had been demolished, were re- 
placed by new randomly drawn names. Persons 
who were deaf, too old or infirm, or unable to 
understand the questions were counted as 
refusals, as were those who blatantly rejected the 
interviewer's approach. 

The questionnaire used was based on the 
work of Wilkins (1974) and also included 
questions similar to those asked by Cartwright 
et al (1975) in Camberwell. It was decided that 
an indirect approach was the appropriate one to 
use, and the questionnaire included items 
requested by the local authority Planning 
Department as well as alcohol-related questions. 
The first half of the questionnaire included 
demographic details plus questions relating to 
such activities as television viewing, church 
attendance, and frequency of taking part in 
sporting activities or other leisure pursuits. 
Additional questions related to the satisfaction 
of residents with their homes, location, and local 
amenities. Interspersed amongst these were 
questions relating to frequency and location of 
alcohol consumption. The second half of the 
questionnaire was concerned with the amount of 
alcohol consumed in the past seven days plus 
questions pertaining to alcohol-related problems. 
Questions were also asked about the respon- 
dents! general health and smoking and eating 
habits. The investigation was publicized locally 
as a survey into the health and leisure activities 
of Clydebank residents, and, if asked, the 
interviewers stated that the survey was con- 
cerned with both the health and leisure pursuits 
of the respondent, of which alcohol con- 
sumption or smoking were aspects. 

The data concerning alcohol-related problems 
was analysed in a similar manner to that used by 
Wilkins (1974). Table I outlines the symptoms 
included in our analysis, and ме arbi- 
trarily weighted the symptoms as a measure 
of severity, with those indicative of physical 
alcohol addiction being considered more im- 
portant than those pertaining to alcohol- 
induced domestic troubles. Symptoms weighted 
with a value of one half were only added if a 
score of three or more was present. We also 
used Wilkins’ categories of ‘problem drinker’ and 
‘alcohol addict’, though our criteria for inclusion 


in these categories were stricter, and we pre- 
ferred the use of the term alcoholic instead of 
alcohol addict. For the purposes of this analysis 
a problem drinker was any respondent with a 
score of three or greater on the symptom list, 
and if a score of five or more was achieved the 
respondent was categorized as an alcoholic 
provided this included one symptom of physical 
addiction. All questions related to symptoms 
experienced in the past year. 


Taste I 
Symptoms of alcoholism 





Symptom 





Excessive drinking (560 grammes + in past 

week) 
Visited G.P. because of drink 
Arguments with family about drinking 
Drink too much now (own opinion) 
Drink too much now (family opinion) 
Blackouts 
Shakes 
Tried to stop drinking 
Felt unable to stop 
Drinking resulted in trouble 
Tried to conceal amount 
Early morning drinking 
Advised to stop 
Unable to work because of drinking 
Arguments with family after drinking 
Spending £10 + on alcohol per week 
Hangover in past week 
Stomach pains in past week 
‘Depression’ in past week 
‘Nerves’ in past week 





+ * + 


һары жле кез m эзш ҺО юш эш ҺО юш ҺӘ юз ке ке жш кы ш 


ne 
* 





* Only included if three other alcohol symptoms 
present. 


Classification 

0-2 Ignored 

3-- Problem drinker 

5+ Alcoholic (must include a 2 value symptom) 


Results 

The total sample comprized 4,397 target 
persons. This total was made up of the initial 
10 per cent random sample, plus 176 additional 
adults located by use of the Blyth Marchant 
technique, and the inclusion of 204 15- to 18- 
year-olds. New randomly drawn target persons 
replaced 516 failed contacts. Table II shows the 
outcome of the survey in terms of completion, 
non-contact and refusal rates, and also compares 
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the achieved completed sample in terms of age 
distribution to that of the 1971 Census for the 
Central Clydeside conurbation. 

The overall completion rate of 82 per cent 
was very ‘satisfactory, as was the low refusal 
rate. There was a slight bias in locating and 
successfully interviewing female respondents, 
and the male to female ratio, in terms of 
completion, was 1:1.18. The national figure for 

Scotland is 1:1.14, but this female imbalance is 
' not critical since the data have been analysed in 
terms of sex differences. In terms of age and sex 
the Clydebank sample under-represented per- 
sons of both sexes in the 15- to 24-year-old 
category. As electoral roll sampling always 
under-includes 17- to 21-year-olds and ex- 
cludes under 17s altogether, this was not 
surprising. The use of the Blyth Marchant 
sampling technique minimized this loss but still 
resulted in the male 15- to 24-year-old age 
category being 4 per cent under-represented 
when compared to the 1971 Census for the 
Central Clydeside conurbation, Although 
changes in age structure will have occurred 
since 1971, and our sample may be reflecting 
the developing trend, this lack of young adults 
inflated the percentage rates in the remaining 
age groups of the achieved sample. 


Drinking behaviour 
Several recent investigations have reported 


data on alcohol intake in terms of consumption 
in the past seven days, and this approach was 
used in this study. Interviewees were asked 
whether they had taken alcohol in the past week. 
If this was answered in the negative then the 
respondent was asked whether he or she had 
consumed alcohol in the past year. Another 
negative answer resulted in the respondent 
being categorized a ‘non drinker’. The category 
of ‘occasional drinker’ was used to describe 
persons who had drunk alcohol in the past year 
but not in the past week, and a regular drinker 
was someone who had taken alcohol in the past 
seven days. Table. III shows the analysis of 
adult drinking behaviour in the sample area. 


There are marked differences between the 
sexes in drinking behaviour. Males were twice 
as likely to be regular drinkers, whereas females 
reported an abstinence rate three times that of 
their male counterparts. As may be seen sex is an 
important influence in determining drinking 
status, as also is age. 


Although the rates of regular drinking in 
Table III are somewhat less than those reported 
by Dight (1976) the trends in both studies are 
identical. Regular drinking is primarily under- 
taken by young adult males and diminishes 
after the age of 35. All regular drinkers were 
asked to report on the amount they had 
copsumed in the previous week, and as is shown 


Taste П 
Sample outcome rates and representativeness of sample to 1971 census, by age and sex 




















Males Females Total 
N y^ N y^ N % 
Completed 1,650 81.1 1,958 82.9 3,608 82.1 
Non-contacts 224 11.0 192 8.1 416 9.5 
Refusals 161 7.9 212 9.0 373 8.4 
2,035 2,362 4,397 
Clydebank 1971 Clydebank 1971 

Age groups sample census sample census 

15-24 18.95; 22.7% 17.5% 19.7% 

25-34 17.2% 16.9% 18.1% 15.3% 

35-49 26.7% 25.5% 21.6% 23.9% 

50.64 24.8% 22.8% 24.9% 233.39 

65 + 12.4% 12.2% 17.9% 17.8% 
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ТАВІЕ ПІ 
Drinking disposition by age and sex ( figures are percentages) 
Males п = 1,560. Females п = 1,865 





€— 











Regular Occasional Non Drinker 

Male Female Male Female Male Female 
15-17, 16 20 23 22 60 58 
18-24 . 79 47 14 42 7 11 
25-34 78 4 18 45 4 11 
35-49 69 36 23 44 8 19 
50-64 |^ 89 24 28 48 13 28 
65 + 36 6 38 37 26 58 
Total all ages 67% 30 5; 24% 44% 9% 26% 





Males n = 1,560. Femalesn = 1,865 


Taste IV 














Average ‘consumption of regular drinkers by age and sex 
Granimes Week 

Age group Males T Females 
18-24 204 53 
25-34: 198 61 
35-49 153 47 
50-64 125 34 

65 + 69 22. 
Average all ages 159 д 





‚* 1 ounce spirit = 8 grammes of absolute alcohol; 
І pint beer = 16 grammes of absolute alcohol). 
(From Mellor, 1970). 


in Table IV age and sex differences are again 
important variables. 

As may be seen from Table IV, persons aged 
18-34 were the heaviest drinkers for their 
respective sexes, but throughout males reported 
that they consumed three to four times the 
amount of. their female peers. The overall 
average when compared to Dight’s (1976) 
survey (undertaken in 1972) shows our males 
were drinking a similar amount. The females’ 
total is higher in this study by 25 per cent, 
increasing from 39 to 49 grammes per week. 
Although the figures above suggest that for 
young males the average week’s intake is in the 


order of a bottle of whisky or 12-13 pints of 
beer, it should be noted that there were marked 
variations in the distribution of these figures. 
Table V compares the distribution of male and 
female drinking behaviour and also compares 
the figures obtained in this study with those 
obtained by Dight (1976). As may be seen, both 
studies show that whereas only about 12 per 
cent of women drink over 10 units per week 
(approximately 5 pints of beer or 10 ounces of 
spirits), the majority of male drinkers con- 
sume more than this. The overall impression 
of these figures is that female drinking in 
Clydeside is low especially when compared to 
the male behaviour. 

Problems of under-reporting or lying obviously 
need to be considered, but all the interviewers 
involved in this study were convinced that in the 
vast majority of interview, respondents were 
giving accurate and honest reports of their 
behaviour. 


The prevalence of ‘alcoholism’ and ‘problem drinking’ 
Each interview schedule was checked for 
alcohol symtomatology and a cumulative score 
obtained. We found that 78 adult males scored 
three or more points and that 82 males scored 
five or more, including an alcohol addiction 
symptom. Thus for all the adult males inter- 
viewed 5.0 per cent were labelled as ‘problem 
drinkers’ and 5.2 per cent achieved ‘alcoholic’ 
status. In terms of the adult male drinking 
population 11.2 per cent of males experienced 




















































































































SX eem content L m]. s 







C U D ate | 
© Grimacing | - 


- /— Compulsi ге! rituals 








- | Motore retardation | 


to control 
her symptoms and 
improve behaviour 




















SKSSF 


à SmithiKine company SMITH KLINE GFRENCH LABORATORIES LIMITED Welwyn Garden Ciy, Hertfordshire, AL? ТЕУ 








. 


W. M. SAUNDERS AND P. W. KERSHAW 


497 


Tasis V 
Adult male and female drinking disposition in units of alcohol, compared to Dight (1976) 
(1 unit = 4 pint of beer or 1 ounce of spirit) 
(1 unit = 4 pint of beer or 1 ounce of spirit) 











Males % Females % 
Dight Clydebank Dight Clydebank 

1- 2 units 11 7 l- 2 units 41 40 

3—— 5 units 13 14 3— 5 units 30 30 

6-10 units 20 27 6-10 units 20 18 
11-20 units 21 24 11 + units 9 12 
21-50 units 25 21 
50 -- units 9 8 





significant alcohol-related symptoms in the 
twelve months prior to their interview. For 
women the rates were lower. Twenty adult 
females reported sufficient symptoms to be 
labelled ‘problem drinkers’ and only nine 
qualified as ‘alcoholics’. This gives a rate for the 
total adult females of ‘problem drinking’ and 
*alcoholism' as 1.1 per cent and 0.5 per cent 
respectively. In terms of adult females who 
drink, two per cent experienced alcohol-related 
problems in the past year. Extending these 
figures to cover the Central Clydeside conur- 
bation it is possible to argue that approximately 
55,000 males and 9,000 females have significant 
alcohol problems, and that about 30,000 adults 
may be considered as alcoholics, These figures 
should be compared with the Clayson Committee 
(1973) estimate of 25,000 alcoholics for Scotland 
as a whole. It is also relevant to note that in 
Dight's study the Clydeside conurbation was 
not an area found to be excessive in terms of 
individual alcohol intake. In fact the mean per 
capita intake for residents of this area was very 
close to the national average. 


Discussion 

As Edwards et al (1977) have noted, there are 
many difficulties encountered in attempting to 
assess the prevalence of alcoholism by the use of 
questionnaires. One of the major problems is 
caused by the very nature of alcoholism itself. 
There is still no one universally accepted 
definition of alcoholism, and there is no agree- 
ment as to what may be considered as patho- 
gnomonic symptoms of the condition. Investi- 


gations of alcohol problems in the community 
have relied on operational definitions of 
alcoholism deduced from questionnaire items 
such as the Trouble Index, or Preoccupation 
with Alcohol Scale (Mulford and Miller, 1960), 
or the Spare Time Activities Questionnaire 
(Wilkins, 1974). These indices have always 
reflected their authors’ views of the nature of 
alcoholism, and not surprisingly show con- 
siderable variations. 

Since the questionnaire used in this study was 
based largely on that of Wilkins (1974), it was 
considered that a similar analysis in terms of 
‘problem drinkers’ and ‘alcoholics’ was justified, 
even though Edwards et al (1977) have strongly 
criticized the use of such terms as ‘problem 
drinker’ and consider that they give a spurious 
concreteness to the nature of alcoholism. 
However, since, in this case, the category 
‘problem drinker’ has been operationally de- 
fined, we defend its use, and consider that it 
represents a situation where an individual's 
habitual consumption of alcohol is associated 
with some inimical consequences. 

Difficulties of validation are also encountered 
in alcohol-related surveys and this is especially 
so because the symptoms of alcoholism are, in 
the main, socially unacceptable. In order to 
reduce this sensitivity there has been a generally 
accepted idea that the use of disguised question- 
naires, in which alcohol-related questions are 
asked along with other less sensitive material, 
may encourage respondents to be more truthful. 
Such an indirect approach was first suggested by 
the World Health Organization in the early 
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1950s. However, Edwards et al (1972) found no 
advantage in using a disguised questionnaire in 
Camberwell, and more recently Plant and 
Miller (1977) have reported a comparative 
investigation between a disguised and an un- 
disguised survey approach concerning alcohol 
consumption. They concluded that there was 
no advantage in terms of contact, completion or 
refusal rates resulting from the disguised 
nature of the questionnaire. They did find, 
however, that in working class areas the dis- 
guised approach resulted in higher consumption 
totals being reported, whereas in middle class 
areas the reverse was true. However, we were 
impressed by the arguments of the World Health 
Organization and also the study by Wilkins 
who used an indirect approach in his general 
practice study. The interviewers’ collective 
impression was that describing the interview as a 
leisure and health survey encouraged people to 
start the questionnaire, and develop at least 
minimal rapport, before the more sensitive 
material was encountered. We consider that this 
indirect technique resulted in our low refusal 
rate, and it was certainly welcomed by the 
interviewers, most of whom would have been 
extremely reluctant to approach people about 
their drinking and alcohol symptoms directly. 
Several aspects of our results warrant com- 
ment. As regards the frequency of drinking 
behaviour one of the surprising facts is that only 
20 per cent of adolescents, aged 15 to 18 
admitted to consuming alcohol in the previous 
week. Considered against the current media 
coverage of a supposed epidemic of teenage 
drinking, this finding was considered suspect, 
especially as the. majority of teenagers were 
interviewed in the presence of their parents, 
However, a recent survey investigation under- 
taken in schools by the Medical Council on 
Alcoholism (1978), determined an identical 
figure of regular drinking, and thus it is open to 
debate whether our figure is an accurate, or 
markedly under-reported, one. As with the 
Medical Council survey, we found no evidence of 
alcoholism in the 15 to 18 year old age range. 
Another aspect which may be a factor of 
under-reporting was the consumption totals 
admitted to by female respondents. As the 
drinking disposition figures (Table IHI) show, 


the regular consumption of alcohol is still very 
much a male behaviour in Scotland, and if 
women do admit to drinking their intake is of 
very modest dimensions. A recent survey’ by 
Plant and Pirie (1978) comparing the alcohol 
intake of persons resident in four Scottish 
towns found that 31 per cent of Glaswegian 
females reported themselves to be abstinent, and 
of those admitting to alcohol intake their 
weekly consumption was only 26 grammes per 
drinker. Thus the overall impression from 
surveys, remains that, in Scotland at least, 
females are apparently very modest users of 
alcohol. 

Although such comparisons must always be 
considered with great caution it is possible to 
compare our figures with those produced by 
Wilkins (1974). The categories of 'problem 
drinker’ and ‘alcoholic’ used in our study are not 
identical to those of Wilkins, since they are 
harder than his criteria, but this in fact makes a 
comparison of the data more acceptable. 
Wilkins found that, when using a past year 
prevalence measure, 0.7 per cent of Man- 
cunian males between 15-65 years of age and 
0.2 per cent of women of similar age were 
‘problem drinkers’. In the present study using 
the same age groups the rates are 5.4 per cent 
and 1.2 per cent for Clydeside males and females 
respectively. For the category ‘alcoholic’ the 
figures from Wilkins’ study are 1.0 per cent and 
0.3 per cent for males and females, whereas the 
comparable Clydebank figures are 5.5 per cent 
and 0.6 per cent respectively. Thus when 
comparing Clydebank with Manchester the 
figures suggest that problem drinking is approxi- 
mately seven times more frequent in Scotland, 
and that the frequency of alcoholism is twice as 
great in women and five times greater in 
men. Such crude comparisons can be supported 
from the indirect evidence of admission for 
alcoholism which show that in Scotland the 
rate is approximately five times greater than the 
figure for England and Wales. Therefore this 
current study does go some way to resolving the 
previously noted discrepancy between the 
English and Scottish indirect and research data, 
and supports the widespread belief that in the 
West of Scotland the rates of problem drinking 
and alcoholism are very high. 
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It is relevant to note that the prevalence rates 
determined in this investigation are con- 
siderably higher than those reported in earlier 
Scottish studies. It is of course not possible to 
say whether our figures show a real increase in 
the extent of alcohol problems, or reflect the 
defects of the previously utilized methodology, 
but the work of Edwards (1973) suggests that 
the latter explanation is the most likely. 
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Size of Cerebral Ventricles in 66 Psychiatric Patients 


By P. VAN BOXEL, P. K. BRIDGES, J. R. BARTLETT and T. TRAUER 


SUMMARY The routine air ventriculograms of 66 psychiatric 
patients, aged from 22 to 73 years, taken during the psychosurgical 
operation of stereotactic subcaudate tractotomy, were studied. Ventri- 
cular size was unrelated to progressive ageing, but a minority of patients 
over 60 years had abnormally large ventricles, not invariably associated 
with cognitive impairment on testing. Enlargement was associated 
with a clinical diagnosis of schizoaffective illness but not with past 


ECT. 


Introduction 


An unusual opportunity to study the air 
ventriculograms of a group of psychiatric 
patients in whom the presence of organic 
cerebral conditions is unlikely is presented by a 
psychosurgical unit. While the psychiatric 
illnesses are unrepresentative in that they show 
an inadequate or absent response to all other 
forms of treatment, the presentations are often 
typical, and absence of signs of an organic 
cerebral abnormality, including the absence of 
clinically significant dementia, is necessary for the 
case to be accepted for operation. Such a group 
of patients, therefore, will tend to be confined to 
those with functional psychiatric conditions who 
are unlikely to have a structural abnormality. It 
was possible to measure ventricular size in 66 
such patients with an age range from 22 to 73 
years. 

‘There are a number of questions which might 
be asked. For example, are any particular 
functional psychiatric diagnoses associated with 
ventricular enlargement? Does cortical atrophy 
(suggested by ventricular enlargement) occur as 
a result of large amounts of electroconvulsive 
therapy (ECT)? Do the ventricles progressively 
enlarge with age in patients showing no evi- 
dence of cerebral organic pathology ? 

Previous similar investigations on psychiatric 
patients have inevitably included a considerable 
proportion with atypical presentations or sus- 
pected organic pathology. Haugen and Hove 
(1948) studied 314 air encephalograms taken on 
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259 patients and there was evidence of cerebral 
organic abnormalities in 14 per cent. Haug 
(1962) carried out 313 air encephalograms on 
278 patients among whom there was a pre- 
dominance of diagnostic problems. 


Methods 


All the patients included. had a stereotactic 
subcaudate tractotomy for various intractable 
psychiatric conditions, mainly depression but 
also anxiety, tension, obsessional neurosis and 
schizo-affective illness. The procedure has been 
described by Knight (1965), and the clinical 
results have been reported by Góktepe, Young 
and Bridges (1975). During the operation, 
always carried out with full anaesthesia, the 
patient's head is held in a standard position, a 
burr hole is made immediately above the 
frontal nasal air sinuses on each side and air is 
injected into the anterior horn of the lateral 
ventricles through a brain cannula after removal 
of cerebrospinal fluid. In this way the anterior 
horns are visualized in order to facilitate 
calculations for the stereotactic placement of the 
array of small radioactive yttrium rods which 
produce the lesion in the ventromedial quadrant 
of the frontal lobe. Anteroposterior radiographs 
are taken in a standard way during the opera- 
tion in order to monitor the siting of the rods, 
the films of the ventricles being taken before 
placement of the lesion, which thus will not 
affect the size. 

The air ventriculograms of the patients 
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studied will all be directly comparable because 
the method is specific to the operation, but they 
can also be related to other studies where 
standard air encephalograms have been carried 
out, as destribed below. 

Although Robertson (1967) in his standard 
work, describes the width of the lateral ventricle 
along its roof as a measure of size, he expresses 
some uncertainty as to whether this is the best 
. assessment, Most workers (Engeset and Lonnum, 
1958; Haug, 1962; Mann, 1973) have measured 
the septum-caudate line. This is the maximum 
width of the lateral ventricle, when seen on the 
antero-posterior film from the superior medial 
angle to the nearest point of the convexity of the 
caudate nucleus (Fig 1), and for comparability 
vith other reports we have used this measure. 


Fic 1.—Diagram of the ventricles showing the septum- 
caudate line. 


The point at which the ventricles may be 
regarded as abnormally large varies somewhat 
between reports. Using the septum-caudate line 
Troland, Baxter and Schatzki (1946), Engeset 
and Lónnum (1958) and Knudsen (1958), all 
taking rather different approaches, were agreed 
that 16 mm and above is to be regarded as 
definite dilatation. Haug (1962) suggested that 
15-16 mm indicated probable dilatation, while 
it became definite at 17 mm or above. Bearing in 
mind the rather different radiographic tech- 
nique in the present study, we have taken 
abnormal dilatation as being likely to be 
present at 18 mm or above. This approximately 
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coincides with one standard deviation from the 
total mean. 

А sample of four patients from the group who 
showed ventricular enlargement, together with a 
control sample from those with normal ventri- 
cular size, were tested for evidence of dementia. 


Comparison with standard air encephalograms 


In the case of five patients, air ventriculo- 
grams were prepared by a standard technique 
and superimposition of these films on films 
obtained from the same patients during the 
tractotomy operation in no case showed a 
difference of more than 1 mm. For the standard 
radiograph a film-focus distance (ff.d.) of 30 in. 
(76.2 cm) was used, while this distance was 
50 in. (127 cm) in the case of the operation 
films. However, the cerebral plane radiographed 
is about 5.5 in. (14.0 cm) from the film in the 
former case and 9 in. (22.9 cm) in the latter, 
the proportions being similar, 0.1833 and 
0.1800. While it is not always clear in some 
reports what f.fid. was used, Sjaastad and 
Lónnum (1966) have shown that ventricular 
width varied by only 1-1.5 mm with f.f.d.s of 
70 and 90 cm. Haug (1962) used an f.f.d. of 
70 cm. 

Results 


Among the 66 patients there were 21 males 
and 45 females. The mean septum-caudate 
distance for all the patients was 14.83 mm (S.D. 
+3.41) on the left and 14.30 mm (S.D. +3.87) 
on the right, a difference that is not significant. 
In view of the slight asymmetry it was decided 
in the present study to take the mean of the 
two measures for each patient. 

Both Robertson (1967) and Last and Tomp- 
sett (1953) conclude that ventricular asym- 
metry is usual, with normal variation up to 
2 mm (Engeset and Lónnum, 1958). Among our 
cases there were 16 patients with lateral 
asymmetry of 3 mm or more; their age range 
was from 26 to 69 years and the mean ventri- 
cular widths were from 1 24,5 mm. There 
were twelve cases of depre , two of schizo- 
phrenia, one of anxiety and one of obsessional 
neurosis. In 12 cases (75 per cent) the left 
ventricle was larger than the right, which has 


been a consistent finding in the past (Knudsen 
1958; Bruijn, 1959; Haug, 1962). 
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The mean values for ventricular size by 
diagnostic groups are given in Table I. Using 
t-tests, there was no significant difference 
between the values for the schizo-affective 
group when compared to those for all other 
diagnostic groups combined. But the difference 
between the values for the schizo-affective 
group and for those of all other diagnoses 
except depression (i.e. anxiety, tension states 
and obsessional neurosis) was significant (t == 
2.569, р <0.02). There was no relationship 
between clinical outcome, assessed one year 
after operation, and ventricular size, 


TABLE 1 


Mean septum-caudate widths for diagnostic groups 





Mean width (mm) 
and 





Diagnosis n standard deviation 
Depression 2 15.2 + 3.4 
Anxiety and tension states 7 12.3 + 3.4 
Obsessional neurosis 9 12.5 + 2.0 
Schizo-affective illness 8 16.7 + 4.8 





The correlation coefficient between age and 
mean ventricular width for all the patients was 
significant (n = 66; r = 0.3149; p <0.02). 
But reference to Fig 2 shows that this seems to 
depend only on a minority of patients aged about 
60 years or over with enlarged ventricles, who 
differ from the majority of patients in this age 
group who have ventricles within normal limits. 
This is confirmed by the finding that the 
correlation coefficient between ventricular width 
and age for patients up to 59 years old is not 
significant (n = 41;r = 0.0483). 

Eleven patients (17 per cent of 66) had 
septum-caudate distances of 18 mm or more, 
and of these as many as 9 were aged 57 years or 
over (4 males and 5 females). Three of the 11 
patients, including one who showed, very 
anomalously, enlarged ventricles at the age of 
26 years, had schizo-affective illnesses. The case 
notes of these 11 patients were scrutinized, but 
no differentiating features could be discovered. 
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While dementia of any severity was not 
apparent in any of the patients as far as could 
be clinically detected, it was not always possible 
to be certain because of the severe illnesses some 
suffered from. However, it may be 'postulated 
that those with enlarged ventricles might show 
evidence of dementia on psychological testing. 
Of the patients living conveniently in the 
south-east of England, four agreed to be tested, 
and this was done 2 to 3 years after operation. 
Their results were compared to those obtained 
from four control patients of similar age whose 
ventricular size was within what we have 
considered normal limits for our sample. All 
eight patients had depressive illnesses and were 
aged over 56 years, Testing was carried out by 
one author, who did not at the time know 
which patients had enlarged ventricles. The 
tests included eight sub-tests of the Wechsler 
Adult Intelligence Scale, immediate and delayed 
recall of the logical memory subtest of the 
Wechsler Memory Scale, the visual learning 
sub-test of the Wechsler Memory Scale, a 
names learning test (Irving, Robinson and 
McAdam, 1970), orientation in time and place, 
an enquiry into knowledge of recent and current 
events, and assessment of the duration of the 
interview (McFie, 1975). 

The eight patients were assigned to Impaired, 
Not impaired and Doubtful groups on the basis 
of their test results, the Doubtful category being 
used when there was an inconsistent pattern of 
results, i.e. some tests showing impairment and 
others not. No differences whatever were found 
between the four with and the four without 
enlarged ventricles on this classification. In both 
groups, one showed definite impairment, one 
was doubtful and two not impaired. The 
respective full-scale IOs of these two groups was 
106 and 102, and their mean scores on all of the 
individual tests and subtests mentioned in the 
previous paragraph were similarly close. 

Prolonged courses of ECT are known to 
produce memory disturbance and confusion, 
and thus could be associated with cerebral 
atrophy, with the possibility of an increase in 
ventricular size. Fig 3 gives a comparison for 
the number of courses of ECT each patient had 
received during the total history of his or her 
illness. One patient had never received ECT and 
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one had 20 courses However, increasing 
amounts of ECT were not associated with 
cerebral atrophy in the present sample, as 
measured by ventricular size, the correlation 


coefficient between numbers of courses and 


septum-caudate width being: r — 0.1699. 


Discussion 


There are three main findings. We have found 
no evidence that increasing age is necessarily 
associated with cerebral atrophy, although this 
is often assumed. For example, Engeset and 
Lónnum (1958) reported that ‘with an increas- 
ing size of the third ventricle, the ages of the 


patients correspondingly increased’. Haug 
(1962) felt that ‘it seems reasonable to draw the 
inference that slightly enlarged ventricles above 
60 years of age may be due to age changes and 
nothing else’. However, Heinrich (1941) found 
that the size of the lateral ventricles was 
remarkably constant up to the age of 65 years. 
Knudsen (1958), using anatomical material, 
demonstrated that ventricular. volume increases 
from the age of fifty and more considerably from 
the age of sixty. Haug (1962) reported that 
values increased over sixty years, but this was 
definitely not a rule. The present data indicate 
that from about 60 years onwards a group of 
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Fic 3. 


patients appear with abnormally enlarged 
ventricles, while the majority of patients in this 
older age group have ventricular sizes within 
normal limits. The possibility is thus suggested 
that cerebral atrophy is a specific condition 
(Jankovic, Jarulié and Horvat, 1977) usually 
beginning, in those predisposed, from the late 
fifties. 

Secondly, of the eleven patients with appa- 
rently enlarged ventricles, three had schizo- 
affective illnesses. Furthermore, the mean 
value for the eight schizo-affective patients was 
larger than for the other diagnostic groups. 
While no significant difference was found 


between the values for the schizo-affective cases 
compared to those of all other diagnoses, there 
was a significant difference when the patients 
with depression were omitted. This omission can 
be seen as reasonable when it is noted that most 
of the elderly patients with enlarged ventricles 
suffered from depression, which thus tends to 
distort the mean in a way not found among the 
other, relatively younger, diagnostic groups. 
Schizophrenia as an uncomplicated diagnosis 
is no longer considered an indication for 
contemporary psychosurgery (Bridges and Bart- 
lett, 1977), and patients with this diagnosis are 
accepted for stereotactic tractotomy only when 
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prominent and intractable depression or anxiety 
is present as well. So while our schizo-affective 
cases cannot be regarded as directly comparable 
with a group of schizophrenic patients, their 
evidence of cortical atrophy accords with the 
first report of this, as demonstrated by air 
encephalography, by Jacobi and Winkler as 
long ago as 1927. The finding was confirmed by 
Froshaug and Retterstel (1956), who reported 


‚ that of their eight cases of schizophrenia, seven 


showed definite atrophy and one probable 
atrophy. More recently, Johnstone, Crow, Frith, 
Husband and Kreel (1976), using computerized 
axial tomography, found that the ventricles of a 
group of chronic schizophrenic patients were 
larger than those of a group of age-matched 
normal controls, and this was associated with 
cognitive impairment. 

Finally, from a very small sample, it appears 


.that abnormal ventricular enlargement is not 


necessarily associated with dementia, at least as 
detectable by standard psychological testing. 
Huckman, Fox and Topel (1975) assessed 
cortical atrophy by computerized axial tomo- 
graphy and reported some cases of atrophy 
without dementia and vice versa. Gosling 
(1955) noted cases without abnormality 
shown by air encephalography in the presence 
of signs of dementia, while Mann (1973) found 
that evidence of atropliy from an air encephalo- 
gram was not necessarily equated with dementia. 
So while our finding must be tentative because 
of the limited numbers, it confirms some 
previous work and suggests that ventricular 
enlargement is not necessarily associated with 
psychological impairment. 
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Stresses upon the Relatives of Head-Injured Patients 


By MICHAEL ODDY, MICHAEL HUMPHREY and DAV ID UTTLEY 


SUMMARY As part of a prospective study of closed head injury, 54 
relatives were interviewed within a month of the patient's accident and 


again six and twelve months later. 


The degree of stress on the relatives was measured by means of the 
Wakefield Depression Scale and by interview questions. 

The worst period of stress for the majority of relatives appeared to 
be during the first month after the accident. However, the degree of 
stress appeared to level off by the sixth month and no further diminu- 


tion was found at twelve months. 


Stress was apparently mediated by the relatives’ perception of 
personality changes and subjective defects. It was not affected by the 
severity of the head injury or associated disabilities, nor by whether 
the patient had resumed work and leisure activities, 

The nature of the stress is analysed and methods of alleviating it 


discussed. 


Head injury is a relatively common cause of 
hospitalization and prolonged disability. It 
occurs most often among the younger and more 
robust members of the community. Frequent 
references have been made (e.g. London, 1967; 
Jennett, 1975) to the stresses imposed on the 
relatives of these patients following such a 
traumatic event. Few studies, however, have 
explored the incidence, nature, time course and 
specific causes of such stress. 

Panting and Merry (1972) in a study of 31 
patients admitted to a rehabilitation centre 
found that almost two-thirds of the relatives had 
needed treatment with tranquillizers or sleeping 
tablets. More than half of them felt that the 
support provided had been inadequate, usually 
because they had been given insufficient 
information regarding prognosis and the diffi 
culties which might be encountered. Thomsen 
(1974) also found that complaints about lack of 
information were common, particularly among 
working-class relatives. 

Both Thomsen (1974) and Panting and 
Merry (1972) found that marital relationships 
tended to be less stable under stress than 
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parent-child relationships. Among ten married 
patients studied by Panting and Merry, three 
were divorced and one separated at the follow- 
up two to seven years after injury. A number of 
explanations have been advanced for this. 
Firstly, married patients tend to be older and 
therefore, because of the inverse relationship 
between age and speed of recovery, may be 
more severely handicapped. Secondly, the 
burden falls almost entirely on one spouse, 
whereas in the case of single patients the burden 
is likely to be shared by both parents. Thirdly, 
parents may be readier to accept a dependent 
role on the part of the patient since it echoes an 
earlier phase of their relationship. 

A number of studies have suggested that 
mental and personality changes carry more 
stress for the family than purely physical dis- ч 
abilities. In Thomsen’s study no relatives 
complained of problems arising from locomotor 
disorder, whereas behavioural changes were 
experienced as a much heavier burden. Patho- 
logical laughter was found to be a particularly 
embarrassing and troublesome complaint. Pant- 
ing and Merry found that emotional distur- 
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bances caused much more distress to the relatives, 
especially as they tended to persist longer than 
physical disabilities. Bond (1975), in a study of 
56 patients with severe head injury, found that 
mental rather than physical disability was 
associated with lack of family cohesion. The 
influence of psychosocial factors on recovery, 
especially in the presence of established mental 
and physical deficits, was stressed by Bond and 
Brooks (1976) in a comprehensive review of 
719 patients, Rosenbaum and Najenson (1976) 
compared the wives of 10 men with penetrating 
missile wounds of the brain with the wives of 
10 paraplegics and 10 normal controls. They 
found that the wives of the brain-injured group 
had a more restricted social life than the wives 
of the paraplegics. Furthermore, the wives of 
brain-injured men showed significantly more 
symptoms of depression on a mood scale than 
did those of paraplegics or controls, 

A rather different approach to the question of 
family stress was taken by Romano (1974) in her 
study of 13 cases of head injury. She found a 
marked tendency for relatives to deny disability 
and to imagine measurable improvement to 
have occurred when in fact it had not. Such 
denial may be seen as part of the adjustment 
process, since it will take time to produce a 
realistic change of attitude. Since dramatic 
progress does in fact occur as the patient comes 
out of a coma, it is not difficult to understand 
why relatives should be beguiled into false 
optimism unless they are repeatedly warned to 
expect slower progress thereafter. Unfortunately 
Romano did not give details of the duration of 
this tendency to denial, but it is worth noting 
that improvement may be more apparent to 
relatives, with their greater opportunity for 
observing the patient, than to professional 
personnel. 

The present report concerns a prospective 
study designed to investigate the nature and 
cause of stress on relatives at various stages in the 
patient's recovery. The study forms part of a 
wider investigation into the sequelae of closed 
head injury. 


Subjects and Method 


The study was restricted to patients aged 
16-39 who had suffered a closed head injury 
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leading to a post-traumatic amnesia (PTA) of 
24 hours or more, and who had been living with 
a relative continuously for at least six months. 
Fifty-four such patients were collected in a 
consecutive fashion from a number of accident 
units. Twenty-seven had suffered from severe 
concussion (PTA | to 7 days) and the other 27 
from very severe concussion (PTA > 7 days). 
Eighty per cent were less than 25 years of age. 
As seems to be characteristic of young people 
with head injuries the level of physical recovery 
achieved even within six months was often 
impressive, but at this stage two-thirds were still 
impaired in either work or leisure activities if 
not both. 

Relatives of all patients were seen. For the 14 
married or cohabiting patients the spouse was 
seen in each case. For the 40 single patients the 
mother was seen where possible, but in 10 cases 
for various reasons only the father was available. 
In the parent group 24 patients had siblings 
still living at home, whilst nine of the spouses 
had young children to care for. 

The numbers involved in different parts of 
the analysis vary due to drop-outs at different 
stages of the follow-up and incomplete data. 

Between one and four weeks following the 
accident (depending on the patient's condition) 
relatives were approached and invited to take 
part in the investigation. 'Two declined and 
four could not be contacted. An interview was 
then arranged within a week, normally at the 
relative's home. 

It was considered inappropriate to ask 
detailed questions regarding the stresses on the 
relative at this stage. However, a short de- 
pression inventory was completed by the parent 
(usually mother) or spouse. The Wakefield 
Scale (Snaith et al, 1971) was selected because of 
its obvious advantages for our purposes. These 
included brevity (only 12 items), self-adminis- 
tration and adequate psychometric properties. 
Relatives were also asked to complete the Katz 
Adjustment Scale (Katz and Lyerly, 1963), 
which was designed for the relatives of psych- 
iatric patients. The 127 items fall into 12 clusters 
to which the authors have given trait labels. 

Further interviews took place six months and 
12 months after the accident, again usually at 
home. The Wakefield Scale was re-administered 
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at each follow-up and in addition questions were 
asked regarding (1) the nature of any stresses or 
anxieties the relative was experiencing, (2) any 
physical or emotional illnesses the relative had 
suffered during the previous six months, and 
(3) whether the relative was satisfied with the 
supportive services provided. 


Results 

Wakefield Scale 

Not surprisingly, relatives reported con- 
siderable disturbance when assessed within a 
month of the accident. Using the recommended 
cut-off score of 14-15, 39 per cent had scores 
which would suggest that they were suffering 
from depression. 

Scores at the time of the accident were 
significantly greater than those obtained at 
either of the follow-ups (t = 2,88, P < .01, and 


_t = 4.13, Р < .001, for the first and second 


retests respectively). There was, however, no 
difference in the degree of overall stress reflected 
by the Wakefield scores between the six- and 
12-month follow-ups (Table I). 

We examined the possibility that relatives 
who omitted to complete the Wakefield Scale 
at follow-up were atypical. In terms of their 
initial reaction to the accident there was no 
evidence to this effect. Moreover, neither 
severity of the injury as assessed by duration of 
post-traumatic amnesia nor post-traumatic per- 
sonality changes discriminated between relatives 
who were retested and those who were not. 


Tasre I 
Distribution of Wakefield scores on three occasions 














Score Initial Six-month Twelve-month 
assessment follow-up follow-up 
0-14 28 28 26 
15-19 11 3 4 


20-36 7 4 4 





Wakefield scores and severity of the injury 


Wakefield scores were correlated with two 
indices of the severity of the injury: length of 
PTA (Russell, 1971) and the duration of stay 
in hospital (London, 1967). No significant 
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association was found between mood distur- 
bances in the relative and severity of the injury 
(as thus measured) at either the six- or 12- 
month follow-up. 


Wakefield scores and measures of social recovery 

In a previous paper (Oddy et al, 1978) we 
have reported that work and contact with 
friends were the two areas of life most disrupted 
by head injury. In order to determine whether 
the degree of social recovery achieved in these 
areas affected the degree of stress experienced 
by relatives, Wakefield scores were correlated 
with (1) the time elapsing before return to 
work, and (2) a composite measure of degree of 
social contact. 

No correlation was found between degree of 
stress reported by relatives and the time taken 
to return to work. However, this calculation 
excluded the seven patients who had not re- 
turned to work within 12 months. When the 
latter group were included a significant nega- 
tive correlation was found between the time to 
return to work and the relatives’ Wakefield 
score at 12 months (Spearman’s rho = — 0.40, 
Р < .02). 

No correlation was found between the degree 
of social contact achieved by the patient and the 
relative’s Wakefield score. 


Personality change 

Details of personality changes in the patients 
will be described elsewhere. In general, two 
types of change appeared to predominate. These 
were reflected in two factors of the Katz 
Adjustment Scale, labelled ‘confusion’ and 
‘verbal expansiveness’. Confusion refers to a 
tendency towards forgetfulness and disorien- 
tation, whilst verbal expansiveness means 
talking too long, too loud and with too little 
regard for logical continuity. When these 
measures were correlated with the Wakefield 
scores a significant association was observed 
(Table II). 


Subjective symptoms 

By means of a specially designed check list 
we ascertained whether patients were suffering 
from a number of symptoms at both six- and 
12-month follow-ups. These symptoms included 
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Taste П 
Relationship between patients’ personality change and 
relatives’ mood state 
(Correlations by Spearman's rank method) 





Wakefield score 





12-month 
follow-up 


6-month 
follow-up 





p P р Р 








Confusion +.41  «.01 4.27 ns 
Verbal 
expansiveness +58 «.001 +.53 «.001 





somatic, sensory, cognitive, personality and 
psychiatric problems (Oddy et al, 1978). 
Relatives were also asked to complete this 
check list by indicating which symptoms they 
believed the patient to be suffering from. 

The total number of complaints made by 
patients at the two follow-ups was found to be 
correlated with relatives Wakefield scores at 
each stage. Both coefficients were small, 
reaching significance at the 1 in 20 level 
only at the first follow-up. However, relatives’ 
assessment of the number of symptoms from 
which the patient suffered was significantly 
correlated with their Wakefield scores at both 
follow-up intervals and especially the later one 
(Table III). 


Wakefield scores and marital status 

When spouses Wakefield scores were com- 
pared with those of parents no significant 
differences were found initially or at either of 
the two follow-up assessments. In fact the 
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tendency was towards higher scores amongst 
parents, but this result should be viewed 
cautiously because of the small number of 
spouses involved. ` 


The nature of the stress experienced 


Slightly more than half the relatives at both 
the six- and 12-month follow-ups reported that 
they were experiencing stress as a result of the 
head injury. When relatives were asked to . 
describe the main source of stress they usually 
referred to some aspect of the patient’s current 
condition. This included poorly controlled 
behaviour, fear of epilepsy and the sheer 
physical stress of having to cope with a disabled 
member of the family. 


The second most common form of stress arose 
from concern for the patient's future, This was 
mentioned by about 12 per cent of our in- 
formants at both the six- and 12-month follow- - 
up interviews. Often relatives could describe 
this only in the most general terms, but in some 
cases they were clearly concerned about the 
degree of eventual recovery. Some of our 
informants spoke realistically about the prob- 
able limits, whilst others seemed to envisage full 
recovery but were anxious about the time scale. 
Two patients had suffered very severe injuries in 
addition to the head injury: one had lost an arm 
and the other was paraplegic. In a situation of 
this kind relatives could face up to the problems 
of adjusting to the disability, whereas the 
disabilities caused by brain damage without 
associated injury were presumably harder to 
recognize and accept. Fear of another accident 
was almost as Common as more general concern 


Tase Ш 


Relationship between patients’ symptoms and relatives’ mood state 








6-month follow-up 


Symptom check list 


12-month follow-up 





patient’s report 


relative’s report 


patient's report — relative's report 





6-month 
follow-up 


rhoO 29 ns. rho 0.32 P < .05 — — 








Wakefield scores — 
12-month 
follow-up — 





— rho 0.26 n.s. rho .64Р < .001 
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about the future, Such anxiety could hardly be 
dismissed as unreasonable unless the degree of 
residual disability precluded dangerous activi- 
ties: 


Effects on relatives! health 


Relatives were questioned at each follow-up 
interview about any physical or emotional 
illnesses they had suffered over the past six 


months. Clearly it was not possible to be certain 


of cause and effect, but those reporting an illness 
were asked whether they had suffered from it 
previously and also whether they attributed it to 
the stress resulting from the accident. 

Table IV shows the distribution of illnesses 
mentioned. They were crudely classified into 
emotional, psychosomatic and all other ill- 
nesses, When relatives reported that they were 
receiving minor tranquillizers or antidepres- 


sants from their local doctors they were classified 


as suffering from emotional illnesses. Psychoso- 
matic. illnesses included asthma, migraine and 
duodenal ulcer. All other illnesses were assumed 
to be physical. 

At both follow-up intervals approximately 
25 per cent of relatives reported an illness 
during the preceding six months. The majority 
of these disorders could be regarded as psycho- 
somatic or emotional. Patients with emotional 
problems had not received specialist treatment 
but had been prescribed sedatives. In two cases 
the relatives had insisted that their disturbance 
was unrelated, and in two further cases it was 
only partly attributed to the stress resulting from 
the accident. In two cases it was thought by the 


Tasie IV 
Шпез in relatives during 12 months following accident 





'Twelve-month 
follow-up 


Six-month 
follow-up 





n 76 n 76 





Nil 35 73 30 77 
Physical 4 8 2 5 
Emotional 4 8 6 8 
Psychosomatic 5 П 4 10 





informants that physical illness (a heart соп- 
dition and high blood pressure) had been 
exacerbated by the stress. 

There was no apparent difference in type or 
frequency of illness between the two follow-up 
assessments. 


Complaints made by relatives 


The results in this section rest on replies to 
two questions: (1) Do you feel that you and 
your (son/husband) have received adequate 
help and care from the various hospitals and 
other agencies since the accident? (2) Is there 
any other form of help you feel you or your 
son (or husband) needed, but did not receive? 

Forty per cent of relatives made some 
criticism in response to these questions. The 
most common dissatisfaction expressed was with 
the level of communication between medical 
staff and themselves. Seven relatives (14 per 
cent) gave this as their main complaint. 
Usually relatives were concerned to know more 
details regarding the extent and nature of brain 
damage. Five relatives viewed the social 
services as inadequate, Often they were unable 
to give a clear indication of their needs but 
would have liked more information on available 
services, 

Five relatives (10 per cent) were dissatisfied 
with hospital after-care facilities and in two 
cases (both with a medical background) the 
absence of routine neurological and psycho- 
logical assessments was mentioned. Two rela- 
tives referred to the lack of facilities for psycho- 
logical counselling after head injury, other than 
through the usual psychiatric channels which 
they regarded as inappropriate. Two relatives 
reported the use of fringe medical services 
(homeopathy and osteopathy) which had 
proved beneficial. 


Discussion 


The proportion of relatives under significant 
stress in the present study, as measured by both 
the Wakefield Scale and verbatim reports, was 
approximately 25 per cent. This is much lower 
than the figure of 61 per cent quoted by Panting 
and Merry (1972) on the basis of interview data 
alone. However, their sample was drawn from 
patients admitted to a rehabilitation centre and 
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is therefore likely to have been biased towards 
more serious cases. 

In our study the stress on the relatives as a 
group showed no sign of diminishing with time. 
A number of patients made what appeared to be 
a complete recovery from severe head injury, 
so that the stress on the relatives was reduced. 
In other cases, where recovery was slow and 
incomplete, problems for the relatives may have 
accumulated to give a similar mean level of 
Stress at the two follow-up assessments. The 
level of stress did not appear to depend on how 
long the patient was in hospital, the degree of 
physical disability or even the severity of the 
head injury. Personality change, and the 
relative's own perception of the symptoms 
arising from the head injury, emerged as more 
crucial factors. 

The importance of personality change as a 
source of stress for relatives confirms previous 
studies (Panting and Merry, 1972; Thomsen, 
1974; Bond, 1975). In our sample it was 
associated with another common finding, 
namely the complaint of insufficient information 
regarding the patient's condition and prognosis. 
Apparently relatives! greatest need is for an 
estimate of the future course of personality 
changes. Such information is not readily 
available since few systematic studies of per- 
sonality changes after closed head injury have 
been carried out. The early studies conducted in 
Boston (Adler, 1945; Kozol, 1945), concerned 
patients with rather minor injuries who were 
followed up for less than a year. There is a 
clear need for more definitive research, parti- 
cularly to determine whether such changes are 
reversible or in any way responsive to specific 
methods of management. 

The literature on recovery from head injury 
has been concerned at the social level primarily 
with return to work. This emphasis has been 
reflected in the rehabilitation services, which 
have focused on physical disabilities and have 
been heavily geared towards re-training patients 
for work. Our findings, based on a representative 
series of severe head injuries, underline the 
importance of helping patients to readjust to 
family and social life as well as work. The fact 
that, even 12 months after the accident, many 
relatives still gave evidence of significant stress 


STRESSES UPON THE RELATIVES OF HEAD-INJURED PATIENTS 


suggests that marital and parental counselling 
should form part of the routine after-care of 
brain-damaged patients. 
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A Controlled Comparison of Simulated and Real ECT 


By J. LAMBOURN and D. GILL 


SUMMARY Two groups of 16 patients with depressive psychosis 
took part in a controlled evaluation of electro-convulsive therapy (ECT). 
One group received six brief pulse unilateral shocks under conven- 
tional anaesthesia and muscle relaxation; the second group underwent 
the same procedure without receiving shocks. Outcome was assessed 
by a separate investigator using the Hamilton Rating Scale for De- 
pression under double-blind conditions. The results showed that this 
form of ECT was only superior to the control treatment for one item 
in the scale, a finding which could have occurred by chance. The results 
suggest that the ECT pre-treatment procedure has an important 
therapeutic effect. This casts some doubt on current views of the 
effectiveness of electro-convulsive therapy in general, and of brief 


pulse unilateral ECT in particular. 


Introduction 


Electroconvulsive therapy (ECT) was intro- 
duced to psychiatry before controlled trials of 
treatment were widely used. Although it has 
been in clinical use for over 40 years and is 
accepted as a highly effective therapy, parti- 
cularly for depressive psychosis, there is little 
proof that either the passage of electricity or the 
resultant convulsion are the important com- 
ponents of treatment. 

Four methods have been used to investigate 
the efficacy of ECT, Cronholm (1960) found the 
effectiveness of ECT with normal fit length 
superior to that of ECT where fit length had 
been shortened. Lancaster (1958), during his 
study of unilateral ECT, found that in 32 cases 
where ECT had failed to produce a convulsion 
the improvement in depression scores was 
significantly less, Others have compared ECT 
favourably with pharmacotherapy (Robin, 1962; 
Medical Research Council, 1965), and active 
ECT has been compared with a simulated 
procedure in which shocks have not been given 
(Wilson, 1963; McDonald, 1966; Brill, 1959). 

Only the last-mentioned method takes 
account of the non-specific therapeutic effect of 
the ECT procedure, which is independent of the 
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shock itself. Unfortunately, the results found 
were conflicting and open to criticism. 

Wilson compared ECT plus imipramine; 
ECT plus placebo imipramine; placebo ECT 
plus imipramine; placebo ECT plus placebo 
imipramine. The author himself admitted the 
inadequate size of the double placebo group, 
which contained only six patients, two of whom 
made a good recovery, and another did well. In 
the epicrisis, reference was made to ECT and 
imipramine proving equally effective in equi- 
valent dosage, but the author could not assess 
their superiority over placebo. 

McDonald performed a similar study but 
with only four in the simulated ECT group. In 
his paper, their outcome was concealed in 
the data of those who received placebo ami- 
triptyline, but as a combined group they did 
worse than those who received amitriptyline or 
real ECT (P « 0.05). 

Using a mixed diagnostic group, Brill found 
no statistically significant difference in outcome 
with straight ECT; ECT plus succinylcholine; 
ECT plus thiopentone; thiopentone alone; 
nitrous oxide anaesthesia alone. This was true 
for the depressed patients in the group also. 
Because of these doubts, another comparison of 
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active and simulated ECT was deemed neces- 
sary. . 
Method 

Patients 

Following Ethical Committee approval, and 
having obtained informed consent, all right- 
handed patients with a diagnosis of depressive 
psychosis referred for ECT at Knowle Hospital 
were screened. Both in-patients and out-patients 


‚ were included, but those with other psychiatric 


or organic disorder were excluded, as were those 
who had received ECT within the preceding 
three months. 


Procedure 


Psychotropic drugs (see Table I), except 
benzodiazepine hypnotics, were stopped the 
night before the first treatment. Allocation of 
each patient to a simulated or active ECT 
group was made by a constrained random 


' procedure based on age (over or under 45) and 


sex, so that the two groups were balanced for 
these variables. All patients received a stand- 
ardized anaesthetic regime (with dose modified 
for extremes of physique) of methohexitone 
sodium, 70 mgm; suxethonium cation, 50 mgm; 
and atropine 1.2 mgm intravenously. All 
patients then received four ventilations with 
oxygen before the electrodes were applied to 
the right temporo-parietal position described 
by Lancaster (1958). The only difference in 
treatment given to the placebo group was that 
they did not receive an electrical stimulus. 
Those in the active ECT group received a brief 
pulse stimulus of approximately 10 Joules from 
an Ectron Duopulse Mk. 4, which was checked 
electrically and mechanically before and at the 
conclusion of the project. This was noted to 
produce a bilateral modified convulsion on 
every occasion. Patients in both groups were 
then ventilated until spontaneous respiration 
had been established. 

The control group, therefore, received an 
elaborate procedure involving loss of conscious- 
ness, nursing’ care and attention, and the 
expectation of a beneficial outcome. The 
treatments were given three times weekly and 
referring doctors were at liberty to withdraw any 
patient from the study if adequate improvement 
had not been achieved. 


515 


Assessments 

These included :— 

(i) the Hamilton Rating Scale for Depres- 
sion (Hamilton, 1960), completed by 
D.G. (who was blind to which treatment 
was being given) prior to and one day 
after 6 treatments and again one month 
later. 

(ii) a global assessment of improvement by 
the referring doctor one day after 6 treat- 
ments, 

(iii) days in hospital and treatments received 

in the month of follow up. 

As a final check that the code had not been 
broken, referring doctors were asked to state 
which treatment they thought their patients had 
received. 


Results (Table IT) 

The scores on the Hamilton Scale were 
found to be skewed, so non-parametric statistics 
were used in the analysis. The Wilcoxon 
matched-pairs signed-rank test (Siegal, 1956) was 
used, and as the hypothesis did not predict the 
direction of the result a two-tailed test was 
appropriate. 

The overall outcome for the 32 patients in 
this study was quite good, only 5 failing to make 
any improvement after six ‘treatments’ given 
over a period of two weeks. These 5 patients all 
improved during the one-month follow-up 
period, and although 6 other patients were 
lost from the study one can conclude that the 
prognosis of depressed patients in an active 
treatment program is good. The contribution 
of spontaneous remission during this study 
remains an unknown factor because of the lack 
of a totally untreated control group. 


Discussion 

In this group of patients suffering depressive 
psychosis, six brief pulse unilateral ECT's did 
not produce a significantly superior therapeutic 
effect when compared with a simulated pro- 
cedure. There could be several reasons for 
these results other than a conclusion that the 
electrical stimulus/convulsion component of 
ECT is an unimportant part of the ECT 
procedure. The diagnosis of depressive psychosis 
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A CONTROLLED COMPARISON OF SIMULATED AND REAL ECT 


Demographic and pre-treatment assessment 


TABLE І 




















Carney Anti- 
Previous Previous prognostic Carney Carney depressant Pre-- 
admissions courses index ECT ECT medication treatment 
for of depressive indicator indicator prior to Hamilton 
Male Female Age depression ECT psychosis good bad study rating 
Real ECT group 
* 38 1 ] * 0 ; 64 
* 60 4 3 * 75 mg. 1/52 50 
Imipramine 
D: 55 5 3 100 mg. 12/52 54 
Amitriptyline 
* 44 4 ] б 52 
d 56 3 2 75 mg. 2/52 72 
Imipramine 
* 50 0 0 * 0. 32 
* 53 0 0 * * 0 36 
* 36 4 4 * 0 52 
* 59 10 10 * 0 42 
* 52 0 0 * * 0 46 
Ы 64 2 1 * 75 mg 4/52 58 
Maprotiline 
* 60 1 0 * 75 mg. 24/52 52 
Imipramine 
bg 69 2 2 45 mg 8/52 30 
Phenelzine 
* 44 6 0 * * 2 mg. 2/52 58 
Flupenthixol 
* 68 1 1 » * 0 76 
* 63 1 1 * * 100 mg. 4/52 . 22 
Imipramine 
eee 
Total 7 9 871 44 29 9 5 3 8 796 
Mean 544 275 18, 50 
‘Simulated ECT group 
* 42 I 1 * * 100 mg. 8/52 70 
Dothi 
* 60 5 2 * Ы 75 mg. 4/52 32 
А Clomipramine 
* 63 2 2 48 " 
Е 37 6 5 * 0 38 
* 54 7 5 * 150 mg. 12/52 54 
Amutriptyline 
* 54 3 1 е 0 72 
* 56 1 0 * * 0 46 
* 41 3 3 * * 0 60 
* 52 3 1 » 0 56 
* 59 2 2 * 0 58 
* 63 0 0 ш * 0 66 
* 60 1 1 Е 0 56 
* 52 0 0 s 150 mg. 12/52 74 
Amitriptyline 
bd 43 1 0 * 200 тад. 6/52 70 
Amitriptyline 
* 66 I 0 * * Ò 30 
* 54 0 0 ы 0 34 
Total 7 9 856 36 23 12 8 1 5 864 
Mean 53.5 2 25 14° 54 








: J- LAMBOURN AND D. GILL Í 517 
` Taste I—Continued І 





. Assessments afler six treatments. - 7 Assessment after а further month 
, Hamilton "Referring Referring i . 
Outcome Doctors’. Doctors О, s} ; Hamilton 
2 ` А improvement global attempt Extra Extra improvement 
. 1- 339554 assessment ‘to break ECT antidepressant I- 33%+ 
Hamilton 34- 6697---- ‘of . blind after Hamilton 34- 669+ + 
rating 67-100 a ++ outcome code study study rating 67-100 oa ++ 





Real ECT group 




















56 MES + Placebo 7 Amitriptyline 2 +++ 
. . 28 ++ ++ N.K. — Imipramine Lost Lost 
26 ++ ++ ^ Placebo — Amitriptyline 42 + 
18 ++ +++ NK. — 0 16 ++ 
2 +++ +++ Active = 0 14 +++ 
12 ++ +++ NK. — 0 . 0 +++ 
9 +++ а М.К. == : 0 Lost Lost 
E 10 +++ +++ N.K — Amitriptyline 10 FEF 
a 8 +++ +++ Active 3 Ainitriptyline 10 +++ 
8 +++ +++ NK e 14 +++ 
16 +++ ++ N.K — Amitriptyline Lost , . Lost . 
' 56 0 0 N.K. 5 0 4 hpg 
20 + ++ N.K 5 Clomipramine 20 + 
46 + + N.K. 5 Clomipramine 16 +++ 
56 + + | NK. 6 Amitryptiline . 30 ++ 
12, ++ + Placebo — Dothiapen 20 + 
Total ' 376 +++ 6 +++ 6 Correct2 31 ECTS 10 patients - 208 +++ 8 
ye ee : Incorrect 3 6 patients 
А Меап 24 . ` o А N.K. 11 ‘ 16 
! ^. . Simulated ECT group 
ee 38 . ++ + N.K. = 0 10 +++ 
B. +++ +++ Placebo —  Clomipramine 14 ++ 
43. + + N.K. 7 0 8 +++ 
38 . 0 + NK. 7 0 20M ++ 
68 0 0 N.K. 5 Amitriptyline 8 TE 
40 ++ +++ NK — Amitriptyline , Lost Lost 
18 ++ ++ N.K. 4 Amutriptyline 4 +++ 
12 +++ +++ Active — б 30 ++ 
» 6 Баар ++. Placebo == Imipramine 0 +++ 
62 0 . Placebo = 0 50 TRA 
i 18 +++ +++ Acuve 4 0 Lost Lost 
! 26 ++ +++ Active 4 MRC Trial Tab Тох Lost 
31 ++ ++ Active — Amitriptyline 12 +++ 
70° 0 0 Placebo 5 0 10° +++ 
10 +++ +++ ` Active — Mianserin © 0 ^ +++ 
10 +++. ++ N.K. — itriptyline 4 PEE 
т Total 498 4 REO . +++- 6 Correct4 36 ECT's 9 patients 164 +++ 9 
ү? m E ;, Incorrect5 7 patients 
ы Меап 31. ANI ; N.K. 7 А А 12.6 
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A CONTROLLED COMPARISON OF SIMULATED AND REAL ECT 


- Tanrs П 
Hamulton rating scale for depression—scores before and after six treatments: ECT versus placebo (absolute change in oe 





Manion Rating Scale for Depression. 


, Wilcoxon test 





Mean change : 





; p. 
ЕСТ. Control Z 1 Tal ` N/T 
Total Score 25.86 23.12 —0.31 0:38 16/62 
Items . 
l. Depressed mood 3.0 . 2.5 0.31 0.38 . 12/35 
2. Guilt 2.0 1.76 0.43 0.33 12/35.5 
3. Suicide 3.38 ` 3.32 0.59 0.28 15/21.5 
4. Insomnia (initial) 1.12 1.26 —0.22 0.41 11/30.5 
5. Insomnia (middle) 0.38 1.62 —1.957 - 0.025 13/17.5* 
6. Insomnia (delayed) 1.12 1.50 —0 40 0.34 11/28.5 
7. Work and interest 2.62, 2.12 0.08 0.47 12/38 
8. Retardation 0.76 1.40 —1.19 0.12 8/9.5 · 
9. Agitation : 1.26 0.62, 1.16 0.12 11/20 
10. Anxiety (psychic) 2.76 1.76. 0.91 0.18 + 13/32.5 
11. Anxiety (somatic) 2.5 ~ 0.62 1.61 0.0537 12/18.5 
12. Somatic symptoms gastro-intestinal 1.26 1.38 —0 31 0.38 6/9 
13. Somatic symptoms general 1.12 0 62 0 90. 018 . 12/27.5 
14. Genital symptoms 0.88 1.26 —0 56: 0 29 10/22 
15. Hypochondriasis 0.62 —0.50 1.86 0.031 7[3* 





* P. Two-tail significant at the 0. 10 level. 


might have been inaccurate, but we relied on 
the referring consultants! diagnosis, and as 
77 per cent reliability has been found between 


psychiatrists using this criterion (Kreitman, 


1961) this procedure was felt to be justified. The 
selection of out-patients might "reflect the 


referring consultants! opinion that these had a' 


better prognosis than patients admitted, and the 
randomization of two out- -patients to the 
placebo group but not the active treatment 
group might be argued to have introduced a 
bias. This is not borne out, as the two out- 
patients made only a mean 38 per cent improve- 
ment and therefore slightly disadvantaged the 
placebo group. It could also be argued that 
only mildly depressed patients were referred for 
the study. As all the patients receiving ECT, were 
screened, and only six patients fulfilling the 
research criteria did not enter the study, this is 
difficult to defend. The possibility was examined 
that a sub-group of patients did well but their 
responses were masked by our presentation of 
mean results; the distribution of good responses 
was similar between the groups, and no clinical 
features distinguished them. The Carney diag- 
nostic index for depressive illness (1965) was 





found to predict the outcome of treatment poorly 
in both groups. It has been argued that unilateral 
ECT is less effective than bilateral ECT (Royal 
College of Psychiatrists, 1977), and despite 
argument to the contrary (D'Elia, 1975), it is 
impossible to generalize the results of this study 


‘to include other techniques of administration. 


Valid criticism can be made that assessment 


„after only two weeks was too early to allow the 


full therapeutic effect of ECT to develop, and 
that the arbitrary application of six treatments 
was not ideal (Barton, 1973). The referring 
clinicians were, however, able to add‘extra ECT 
or medication afterwards, and there was no 
difference in outcome between the groups one 
month later. That part of the study was un- 
fortunately not blind, and it is difficult to 
interpret the findings meaningfully owing to the 
loss of six patients in that time. 

Overall improvement on the Hamilton Scale 


showed a small trend in favour of ECT, and it is , 


possible that if a larger sample of patients had 


..been treated this difference would have been 


significant. Nevertheless, only two of the 
individual items in the scale were significant, 


.- one in favour of ECT and one in favour of the 


м 
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control treatment, results which could have 
occurred by chance. 

The implication of these-findings is that the 
effectiveness of unilateral brief pulse ECT shown 
in previous investigations is due in large part to 
the attendant procedures associated ‘with,, the 
administration of an” anaesthetic and the 
mystique associated with an unusual form of 
treatment. Further studies with simulated ECT 


are therefore indicated to explore this apparent _ 


' placebo effect, particularly in patients. treated 


iV’ 


Y 


over a longer. period, using a range of stimulus. 


parameters.and electrode placements: `` ·, ', 


In a recently published study (Freeman, : 


1978) it was found that bilateral ECT using à 
sinusoidal stimulus waveform was significantly 
superior to a simulated ECT placebo. If the 
interpretations of both that study and the one 
presented here are correct, then the equipotency 
of unilateral and bilateral ECT, given with both 
sinusoidal and brief pulse stimuli must be 
seriously re-examined. оз 
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Actual Practice of ECT in a Health Region of Britain 


By J. LAMBOURN and A. J. MURRILLS 


SUMMARY A field study of 14 treatment centres found broad agree- 
ment between clinical practice and the Royal College of Psychiatrists’ 
Memorandum on the use of ECT. Differences in electrode placement 
and anaesthetic agents and a poor standard of safety and reliability in 


the electrical equipment was noted. 


In Britain, no survey has previously been 
undertaken of physical provision for the 
application of ECT, or of the operational 
policies pursued by different hospitals. To 
rectify this omission, the present research 
project was mounted as a pilot study in 1976. 
Since that time, the Royal College of Psych- 
iatrists’ Memorandum on the use of electrocon- 
vulsive therapy has been published and its 
second part is the first widely circulated docu- 
ment to make recommendations regarding 
standards of administration. It is, therefore, 
important to know if those recommendations 
are already being applied, or if they are indeed 
better than the present clinical practice. The 
results of our study have, therefore, been 
presented and discussed in the same order as the 
Royal College Memorandum. 


Method 


All of the 14 ECT treatment centres 
serving a region of 2.7 million inhabitants were 
visited and, using an itemized check-list, their 
treatment statistics, operational policies and 
physical provisions in terms of staff, structure 
and equipment were recorded. Private, armed 
forces and prison services were excluded, along 
with a psychogeriatric unit whose records were 
kept in the patients’ case notes and were 
therefore inaccessible. The reliability and safety 
of electrical stimulus equipment were tested on 
site, using the DHSS safety code for electro- 
medical apparatus as a guide (Hospital Tech- 
nical Memorandum or H.T.M. 8). 
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Findings | 

15,000 individual treatments were given 
during 1976; this represented a reduction of 
one-quarter over the past four years. Both , 
in-patient and out-patient treatment was avail- 
able. Treatment consent forms were signed in 
all centres before courses of ECT. There was 
universal insistence on every patient having 
undergone a recent physical examination. 
Though the anaesthetists checked the patients’ 
current medication, none of the units routinely 
prohibited any drugs, including monoamine 
oxidase inhibitors. No centre routinely logged 
untoward events in a centralized record, or 
followed patients for morbidity and mortality 
during a set period after treatment. 

Six centres had separate treatment and 
primary recovery rooms, plus a secondary 
recovery area with refreshment facilities. Two 
had combined waiting and secondary recovery 
areas but, as their throughput was small, those 
waiting did not mingle with those recovering. 
The remaining six centres used one or more 
borrowed wards; in three of these, patients 
receiving treatment occupied the same room as 
those recovering. 

Part-time SRN staff were often employed 
and at no time was a patient left unsupervised. 
The minimum standard was represented by one 
trained nurse in the treatment room with 
another in the primary recovery room, supple- 
mented as necessary with untrained staff. 

All centres provided an anaesthetist. 

In ten centres a junior psychiatrist always 
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administered the electrical stimulus, whilst two 
units had no psychiatrist present and employed 
an accredited nurse instead. 

Emergency resuscitation equipment, suction 
and positive pressure oxygen ventilation were 
always provided. 

Most centres had one ECT machine 
(stimulussource) and atleast onereserve machine. 
Any routine maintenance of these was carried 


out by hospital electricians, with no access to 


sophisticated equipment. In one centre, the 
equipment was checked daily (but this was 
exceptional) and in three centres it was never 
tested unless obviously broken. 


Anaesthetic induction 
All centres gave atropine. In eight, it was 


given in the same syringe as the methohexitone 
for its anti-arrhythmic effect. In the others, it 


„was given.on its own, 30 minutes before treat- 


ment for its anti-sialorrhoeic effect. In all 
centres, ECT was modified with intravenous 
methohexitone sodium (Brietal). The muscle 
relaxant used in 10 centres was suxamethonium 
chloride (Scoline), while the others used 
suxethonium bromide (Brevedil E). 

Patients were invariably ventilated with oxy- 
gen after the convulsion, usually ventilated 
before the stimulus was applied, and occasion- 
ally during the fit too. 

In only eight centres did the anaesthetist care 
personally for the patient until spontaneous 
respiration had been re-established; in others, 
the practice varied with the anaesthetist and in 
three it was always the task of the nursing staff. 


Туре of E.C. T. given 

One-quarter of the stimuli in the region as a 
whole were given unilaterally, although two 
units used this method almost exclusively, while 
four others used almost wholly the bilateral. 
One unit did not possess a unilateral electrode at 
all. 

The occurrence of a fit was indicated by 
bodily movements only and some registrars 
accepted. a tonic movement at the time of 
stimulus application without subsequent clonic 
movements. 

Only five centres had a printed treatment 
procedure and only four had diagrams of 
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electrode placement. These indicated a temporo- 
parietal position, which was reported by staff to 
be favoured in the other units too. 


Training of staff 

Only one unit ran a formal induction for 
junior staff before they were allowed to assume 
responsibility for carrying out treatment. 


Summary of equipment tests 

A fuller report is available from the authors in 
Xerox. The number of machines, out of 18 in 
actual use (and 16 reserves, given in brackets) 
which were faulty in terms of H.T.M. 8, is 
shown below. 








Satis- Border- Unsatis- 

Faults in: factory line factory 
Insulation 

resistance 17 (15 0 (0) 1 (0) 
Earthresistance 8 (5) 10 (8) 0 (1) 
Leakage current 17 (11) 0 (2) 1 (0) 
Mains plugs ll (7) - © 7 (7) 
Mains cables 5 (7 13 (7) 0 (0) 
Mains inlet 

connectors - (39 7 (2) 3 (3 
Protection of 

‘live’ parts 17 (13 1 (0 O (2 





Reliability in producing any stimulus 
Headset faults 5 (1) 
Headset connector faults 1 (1) 


Reliability in producing manufacturer’s stated output 

Timer faults (greater 
than 10 per cent error) 0 (1) 

Waveform faults 2 (0) 

Output energy faults 18 (8) by waveform 
(greater than 10 per 
cent error into a 500 ' 
ohm load) 10 (4) by machine 
Due to the variation in the design of equip- 

ment provided for treatment, not all the above- 

noted parameters applied to the same number of 
machines. For example, only 15 machines had 
mains inlet connectors; the number of headsets 
was not equal to the number of machines, only 
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13 machines had timers; the number of wave- 
forms was much greater than the total number 
of machines; manufacturers’ stated output 
energy was only available for some machines; 
some machines could not be calibrated in terms 
of energy. 


Discussion 


This survey confirmed that ECT was still a 
major therapy and extending the treatment 
figures from the region to Britain as a whole, one 
would deduce 350,000 treatments to have been 
administered during 1976. The 14 centres which 
were sampled complied with many of the 
standards set out in the College Memorandum. 
There was insistence on physical examinations 
and the signing of consent prior to a course of 
ECT. All centres had adequate staffing levels. 
Suction and positive pressure oxygen were 
invariably provided, along. with emergency 
resuscitation equipment other than .a de- 
fibrillator. 

All centres gave atropine, but its use varied. 
As no volatile anaesthetic or thiopentone was 
given, to administer 0.6 to 1.2 mg for its anti- 
arrhythmic effect in the same syringe as the 
‘Brietal’ was more logical than a similar dose 
given 30 minutes before for its antisialorrhoeic 
effect. A dry mouth was unpleasant for the 
patient and was an inducement to seek fluids— 
an even greater hazard. 

Contrary to the Memorandum's anaesthetic 

recommendations, all centres used methohexi- 
tone sodium. This was logical, as it produced less 
cardiac arrhythmia during ECT and had а 
shorter action than thiopentone, (Pitts, 1965; 
Woodruff, 1969). Suxamethonium chloride was 
the muscle relaxant used in ten centres, but the 
others used suxethonium bromide for its 
shorter action. 
. Despite the presence of an anaesthetist i in all 
centres, he did not always personally supervise 
recovery. The Memorandum gives no guidance 
on this subject, which is an important omission 
as most complications occur during the post- 
treatment period (Barker, 1959; Maclay, 1953). 
It is therefore prudent for the anaesthetist to 
care personally for the patient until spon- 
taneous respiration has been re-established. 

The indecision of the Memorandum regarding 
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the use of unilateral or bilateral electrode 

placements was clearly echoed in the wide 

variation of usage reported by the different 
centres. When unilateral ECT was given, the 
temporo-parietal electrode position (Lancaster, 

1958) was preferred and the temporo-mastoid 

position recommended in the Memorandum was 

rarely applied. This was a logical deviation from 
the recommendation (Gil and Lambourn, 
submitted for publication). 

The need for better training of personnel ' 
administering ECT was apparent in the 
considerable variation of technique and there 
was doubt as to whether some patients received 
the stimulus an optimum period of time after the 
muscle relaxant had been given, or actually had 
a therapeutic convulsion. Printed treatment 
guides or diagrams of electrode placement would 
have gone at least some way to improving 
standards, but were present in only one-third of | 
the centres. 

Little evidence of untoward reactions or 
deaths was found, but this could have been due 
to failure to record them. Such records are 
essential for a treatment centre to improve its 
standards, or for it to be able to face criticism. 

The Memorandum advocated the provision 
of a range of stimulus waveforms, so that the 
minimum electrical energy necessary to achieve 
treatment could be used. This survey found a 
wide range of stimuli to be available, but as this 
was not utilized, reductions in capital and. 
maintenance costs could have been made by 
providing only basic equipment. The equipment 
was tested under field conditions, but the results 
enable the following general statements to be 
made: 

1. There is a serious lack of skilled main- 

tenance. 

2. The standard of safety for operative and 

patient, along with reliability in producing 
a stimulus, is unsatisfactory; 50 faults 
were found in the 18 machines regularly 
used, with another 30 faults in the 16 
reserve machines. 

: 3. The design of equipment is generally 
adequate rather than good, with the 
exception of Ectron ‘Grey Boxes’, which 
were ‘obsolete and should have been 
withdrawn from service and the Ectron 
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bilateral headsets, which were prone to 
corrosion and mechanical failure. 


Conclusion 


The Royal College of Psychiatriasts’ Memo- 


randum on the use of ECT provides a useful | 


discussion document, but lacks the detail 
necessary for its application as an operational 
policy. The recommendations regarding anaes- 


. thetic agents and electrode placement are at 


variance with clinical practice, which has a 
better theoretical basis. The Memorandum 
rightly stresses the need for better training of the 


staff applying ECT but neglects to emphasize ' 


the need for maintenance of the electrical 
equipment, which was found to be inadequate. 
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Recovery from ECT in Elderly Patients 


By R. M. FRASER and I. B. GLASS 


SUMMARY Nine elderly depressed patients were given ECT in 
courses which alternated unilateral and bilateral electrode placement; 
recovery times were measured. When compared with similar times 
for younger patients, recovery took on average five times as long from 
unilateral treatment and nine times as long from bilateral. Within the 
group, bilateral treatment took significantly longer for recovery than 
unilateral treatment and was significantly more sensitive to cumu- ` 


lative effect and interval effect. 


Introduction . 

Studies of electroconvulsive therapy and its 
after-effects have rarely included elderly patients, 
yet depression is twice as often the reason for 
hospital admission over the age of 65 as under it 
(Department of Health and Social Security, 
1977), and older depressed patients are said to 
respond relatively well to ECT (Mayer-Gross 
et al, 1966; Sargant et al, 1972; Stromgren, 
1973). At the same time, the ageing brain might 
be expected to be more vulnerable to the 
treatment’s unwanted side-effects, principally 
those affecting memory. What these effects 
might be, or their likely duration, cannot at 
present be predicted with any accuracy; 
reported here is the first phase of a study which 
will examine both the benefits and hazards of 
ECT used on a depressed elderly population, 
and will seek out means to prevent adverse 
outcomes. 

The present investigation is concerned purely 
with post-ictal recovery. The use of unilateral 
ECT applied to the non-dominant hemisphere 
has been shown to shorten recovery time and 
reduce the number of side-effects in younger 
patients while at the same time having an 
equivalent therapeutic effect to a bilateral 
technique (Halliday et al, 1968; Valentine et al, 
1968; Zinkin and Birtchnell, 1968); our 
hypothesis is that these differences will be even 
greater in the over-65's. ; 

ECT is now often given to out-patients; 
whether the elderly can be safely treated on this 
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basis is uncertain, but a knowledge of expected 
recovery patterns is essential so that relatives or 
nursing staff can be advised. Even transient | 
confusion or headache can be distressing and can 
lead to refusal of further treatment. 


Method 


In the study were nine elderly patients (2 
male, 7 female; mean age 72.4; s.d. 5). The 
diagnosis of depressive illness required the 
presence of depression of mood of at least a 
month's duration associated with sleep and 
appetite disturbance and loss of energy, and 
without any pre-existing psychiatric condition 
such as a toxic confusional state or schizo- 
phrenia. A diagnosis of mild or moderate senile 
dementia did not by itself exclude a depressed 
patient from ECT treatment, but minimum 
requirements for inclusion in the study were 
that each patient should be able to state correctly 
his name, the day, the month, the year, and the 
name of the hospital. 

In order to isolate recovery time as a single 
variable, each patient was used as his own 
control. During a given course unilateral and 
bilateral treatment were alternated and after 
each treatment a ‘blind’ observer measured the 
rate of recovery of consciousness, respiration 
and orientation (name, hospital, day, year, 
month). Unilateral treatment was applied to 
the non-dominant hemisphere; dominance was 
determined before treatment by a standard 
questionnaire (Zamora and Knaebling, 1965); 
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electrode placement was“ as described by 
Strómgren (1973). 

Each patient received, throughout his course, 
a constant dose of anaesthetic and muscle 
relaxant. The apparatus was an Ectron Mark 4 
delivering approximately 10 Joules ‘in a bi- 
directional pulse waveform. This was found to 
be the minimum setting that would consistently 
evoke a fit. As each patient was being compared 


_ with himself at different times, variables that 


would otherwise have been important, such as 
anaesthetic done fbody weight ratio, were not 
considered. 


Results 


A sample set of results is shown in Table I. 
The measured intervals, based on Valentine et al 
(1968), are numbered as follows: (1) Time from 
shock to onset of spontaneous regular respira- 


_ tion, (2) Time from shock to opening of eyes on 


command, (3)—(7) Time from'shock to giving 
correct surname, name of hospital, year, tnonth 
and day respectively. ` 

The longest of each set of times was taken as 
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TABLE І 
Recovery times (їп minutes) for female aged 73 











Day 1 3 5 8 12 
Technique Bilat Uni Bilat Uni Bilat 
1 1.9 0.5 1.2.1.5 1.2 
2 92 1.5 8.2 3.5 9.0 
3 12.9 2.0 16.0 5.2 9.5 
4 15.5 2.2 18.9 8.7 10.0 
5 28.77 2.5 74.2 11.7 29.0 
6 21.2 2.5 20.2 36.0 29.0 
7 27.1 2.2 19.7 27.0 10.5 





the time for full recovery, e.g. for the second 
treatment it is 2.5 minutes. Thus for each 
patient we arrived at a mean time for full 
recovery from unilateral treatment (in the 
above example 19.2 minutes) and for full 
recovery from bilateral treatment (in the above 
example 44.0 minutes). 

The means for all patients are shown in 
Table II. The recovery times were much 
longer following bilateral treatment in all but 
one patient and in five patients they were more 
























































TABLE II 
Mean times (in minutes) for full recovery: all patients 
Sex Age Bilat Unilat , Daily medication 
F 82 17.7 5.6 Nil 
F (7A 8.3 4.3 Nil 
F . 68 150.9 21.9 Imipramine 175 mg 
Nitrazepam 10 mg 
F | 74 43.9 19.9 Amitryptylne 150 mg 
Nitrazepam 5mg 
F 77 | 57.9 14.8 Flupenthixol 1 mg 
Nitrazepam 10 mg 
M 75 310.5 14.7 Imipramine 175 mg 
Procyclidine 15 mg 
М 67 . 13.7 14.5 Thioridazine 50 mg 
Е Nitrazepam 5mg 
F 69 79.8 30.0 Prothiaden 75 mg 
Diazepam 6 mg 
Е 66 32.7 20.1 Lithium 600 mg 
Trimipramine 125 mg 
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than three times as long; the Wilcoxon Matched- 
Pairs Signed-Ranks Test was applied, and the 
difference emerged as highly significant (P 
« 0.01). 

There was an apparent tendency for all 
recovery times to lengthen as treatment pro- 
gressed, suggesting some degree of cumulative 
effect. To test for this, mean times for full 
recovery were set out as in Table III. When 
recovery times between the first and last 
bilateral treatment in each course were analysed, 
the difference was significant (Wilcoxon Test, 
P <0.05). There was no significant difference 
in the recovery time between the first and last 
unilateral treatment. 


TABLE III 








Cumulative effect (times in minutes) 

First Last First Last 
unilat unilat bilat bilat 
9.3 19.7 8.6 18 9 
24.6 34.2 67.5 91.9 
8.9 12.6 18.6 324.3 
16.6 13.1 63.7* 27.6 
10.2 4.2 296.0 324.3 
5.3 3.0 8.5 40.9 
2.5 36.0 12.1 6.6 
25.7 29 0 


* A second shock was required. This pair of results is 
excluded from the calculation of significance. 


The question of interval effect also arises. Ín 
most courses treatment was given on Monday, 
Wednesday and Friday; this means that some 
treatments were given after an interval of two 
or more days and some after an interval of one. 
When recovery times for bilateral treatments 
given after a one-day interval (N — 8) were 
tested against times for those given after an 
interval of two or more days (N — 8), the differ- 
ence was again significant (Wilcoxon Test, 
P «0.05). When the same test was applied to 
unilateral treatments (ll after a one-day 
interval, 7 after an interval of two or more days) 
the difference was not significant. 


Discussion 
Most clinicians believe that, although equally 
effective, unilateral ECT causes fewer side- 
effects than bilateral ECT, but there is still no 
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general consensus, especially where older 
patients are concerned. Valentine et al (1968), 
for example, showed that unilateral pulse ECT 
could be used with almost complete freedom 
from side-effects, and that relief of depression 
was at least equal to that following bilateral 
treatment. Other researchers have, however, 
reported an ‘impression’ that bilateral ECT 
worked rather more quickly and that fewer 
treatments were required in a course (Cannicot, 
1962; Abrams, 1967; Fleminger et al, 1970). In ' 
the largest and most thorough study published 
to date, Strómgren (1973) found that bilaterally 
treated older patients (45-65 years) fared 
significantly better. than those treated uni- 
laterally. 

The question of relative benefit is therefore 
still open, and the second part of our own study 
will be concerned with this area, when a full 
course of either unilateral or bilateral treatment 
will be given to each (elderly) patient. Most’ 
earlier studies have been criticized on the 
grounds of being too diffuse in their aims 


(d'Elia and Raotma, 1975); they were often 


uncontrolled, measurement was not blind, or 
groups were heterogeneous. This preliminary 
study should provide much more reliable 
comparisons of post-ictal recovery patterns than 
are at present available, especially for the 
older age-groups. 

How did the elderly recover in comparison 
with younger patients? The only studies that 
used similar measures to our own were those by 
Valentine et al (1968) and Halliday et al (1968). 
Our mean recovery time for all patients as 
compared with those in Valentine's study was 
five times as long for unilateral treatments and 
nine times as long for bilateral treatments. 
Compared with the Halliday study, recovery 
time from unilateral treatment in our study was 
about the same, but. following bilateral treat- 
ment recovery took twice as long. The second 
group did, however, use sinusoidal current, 
which was shown by Valentine to have a 
lengthening effect on recovery time. 

Within the elderly group recovery time was 
significantly longer after bilateral treatment than 
after unilateral treatment. In two patients the 
difference was very great, recovery from 
bilateral treatment taking on average six times 
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and twenty times as long as from unilateral 
treatments. In practical terms, this often meant 
the difference between a patient who was fully 
orientated and alert minutes after the treatment 
and one who was confused, and consequently 
anxious and frightened, for many hours. This 
difference is generally in accord with, although 
greater than, that found in other studies. There 
was, it should be noted, considerable individual 
_ variation within our group (Table II), but the 
number was too small to analyse for possible 
predictors; certainly the patients who took 
longest to recovery had no outstanding clinical 
features that differentiated them from the 
others. 


Bilateral ECT was also found to be more 
sensitive to interval effect and cumulative 
effect. The recovery time for bilateral treatment 
became significantly greater as each course 

* progressed; also, bilateral treatments given after 
a one-day interval took significantly longer for 
recovery than those given after an interval of 
two or more days. This resembles the findings of 
Squire and Miller (1974). It has recently been 
recommended that ECT should not be given 
more often than twice weekly (Royal College of 
Psychiatrists 1977); our findings support this 
view, especially when elderly patients are 
receiving bilateral treatment. 


Any further recommendations to emerge from 
this part of the study will depend to some extent 
on the question of whether bilateral treatment in 
the elderly is therapeutically more potent than 
unilateral treatment, and this has not yet been 
proven. The issue is partly clouded by a belief 
that transient memory disruption is in itself a 
positive component of therapy; older depressed 
patients, often suffering from pathological guilt, 
frequently believe.that the aim of treatment is 
partly to erase memories, and clinicians too 
sometimes query whether a degree of short-term 
memory impairment heralds a better eventual 
outcome. However, there are no grounds for 
this belief, since the therapeutic effect of ECT 
has been shown to depend on the occurrence of 
a convulsion (Robin and Harris, 1962; Freeman 
et al, 1978) and the side-effects appear to depend 
on the volume and site of brain tissue traversed 
by the electric current (Halliday et al, 1968; 


Zinkin and Birtchnell, 1968; d'Elia and Raotma, 
1975; Fromholt et al, 1973; d' Elia, 1976): 

None of the patients in the study did badly or 
needed an unusually long course, and at present 
it seems that the therapeutic benefits of the two 
forms of treatment do not differ greatly. Our 
results therefore indicate that in elderly patients 
unilateral pulse current to the' non-dominant 
hemisphere is the technique of choice. Where 
bilateral ECT is given, it should not be given 
more often than twice weekly. Bilateral ECT 
should not be given to elderly out-patients, as 
recovery patterns are unpredictable and there 
may be an undue degree of confusion in the 
post-ictal period. 
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Violence and Mental Illness in a Peasant Society : 
Characteristics of Violent Behaviours and ‘Folk’ Use 
of Restraints 


By JOSEPH WESTERMEYER and JEROME KROLL 


SUMMARY Thirty-five people labelled as baa (crazy or insane) were 
studied in Laos—a country without psychiatrists or psychiatric 
institutions. Informant information was obtained for violence prior to 
becoming baa, violence during the course of their baa condition, and 
violence during the seven days prior to interview. Observation for 
violence was made for a one day period at the time of the interview. 
Use of restraints was also assessed. 

Subjects were significantly more apt to have assaulted others, posed 
a risk to themselves, and been restrained (although not incarcerated) 
during their baa condition as compared to their previous state. Those in 
early stages of their condition (two years or less) manifested more 
violence than those later in their condition. ‘Folk’ use of restraints was 
applied only after dangerous or violent behaviour had occurred. 
Restraints were released as soon as practicable, but there was an 


‘ascending’ use of certain restraint measures if violence persisted. 


Introduction 


Violence among the mentally ill has been 
investigated by psychiatric researchers over the 
last half century (Ashley, 1922; Pollack, 1938; 
Cohen and Freeman, 1945; Lanzkron, 1961 and 
1963; Greenland, 1971; Virkkunen, 1974). 
Studies have shown that discharged psychiatric 
patients commit certain violent acts more 
frequently than the general population (Rappo- 
port and Lassen, 1965; Giovannoni and Gurel, 
1967; Zitrin et al, 1976; Lagos et al, 1977; 
Grunberg et al, 1977). Current psychiatric 
treatment modalities are sometimes blamed for 
such problems—a viewpoint supported by the 
observation that chloridazepoxide and diaze- 
pam may increase hostile affect, verbal hostility 
and hostile behaviour (Hall and Joffe, 1972; 
Salzman et al, 1975; Kochansky et al, 1977). 

One means of separating the effects of mental 
illness from the effects of psychiatric treatment is 
to study mental illness in a society without 
psychiatrists and/or psychiatric hospitals. Such 
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a study was undertaken during 1975 in Laos, a 
country without psychiatric resources (and 
further, a Buddhist country in which violence is 
eschewed). If violence is a universal concomitant 
of mental disorder it would be common among 
the mentally ill in such a society; if it is a 
complication of psychiatric treatment it would 
be uncommon. 


Method 


Subjects were obtained by identifying all 
people in 27 Lao villages who had been given 
the social label of baa, a term figuratively 
translated into English as ‘insane’, ‘crazy’ or 
‘psychotic’, Thirty-five subjects were identified 
during this field survey conducted by J.W. 
Family, neighbours and the subjects themselves 
were then questioned about verbal threats 
against others, expressions of suicidal thoughts, 
assault on others, behaviour dangerous to self, 
destruction of property, and methods and 
duration of restraint (average number of 
informants was 6.9 per subject). 
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VIOLENCE AND MENTAL ILLNESS IN A PEASANT SOCIETY 


TABLE I 


Demographical and clinical characteristics 





Characteristic 





Age 
under 20 years 
20-29 years 
30-39 years 
40—49 years 
50-59 years 
over 59 years 


Sex 
male 
female 


Marital status 
single 
married 
‘common law’ 


separated, divorced 


widowed 


Education 
suliterate 
grades 1 to 8 
grades 9 to 12 


Ethnicity 
Lao 


Tribal (all Laoteung) 


Chinese 


Psychiatric diagnosis 


Functional psychosis 
Organic psychosis 
Borderline conditions 


Age at onset of disorder 


under 20 years 
20-29 years 
30—39 years 
40-49 years 
50-59 years 
over 59 years 


Duration of disorder 


1 year or less ( 6) 
2 їо 5 years (14) 


б to 10 years 
1] to 15 years 
over 15 years 


Number of 
subjects 
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Demographic and clinical characteristics of 
this sample are shown in Table I. Psychiatric 
diagnoses were made by a panel of diag- 
nosticians based on summaries of the cases 
prepared by J.W.; the panel included a 
psychiatriast and psychologist who had never 
been to Asia, an Asian-American psychiatrist, 
and a Canadian psychiatrist who had lived in 
Laos for one year. The two ‘borderline’ cases 
were both 16-year-old females with onset of | 
their condition within the last year. Raters 
could not say in these two early cases whether 
the condition was the early manifestations of a 
chronic psychotic condition, a transient psy- 
chotic episode or a hysterical neurosis. The 
remaining 33 diagnoses consisted of 24 functional 
psychoses (ie. schizophrenia and manic- 
depressive psychosis) and 9 psychoses asso- 
ciated with organic brain syndromes (i.e. 
alcoholism, head trauma, post-encephalitis, , 
cannabis abuse). 

Information was requested for two time 
frames: first, occurrence of violence and 
restraints from the age of 15 up to onset of the 
baa condition; second, occurrence of violence 
and restraints from onset of disorder up to the 
present time. For the group of 35 subjects, the 
accumulated time from age 15 to onset of the baa 
condition was 497 years, or a mean of 14.2 
years per subject. Duration from onset of the 
baa condition to the collection of data was 
224 years for the 35 subjects, a mean of 6.4 
years. 

In order to assess current violence and 
restraint, information was also sought for the 
7 days prior to the interview. Finally, obser- 
vations were made over a several hour period of 
one day for the following: verbal threats, 
physical acts of violence, and use of restraints. 

Reliability and validity become important 
considerations in such studies which rely 
heavily on personal reports. Rahe and co- 
workers, long interested in the reporting of 
major life events, have shown that relatives in 
regular contact with a subject over time 
provide data highly consistent with subjects' 
self-report (1974). Errors in reporting were in 
the direction of underreporting rather than over- 
reporting. Test-retest studies on anamnestic data 
have shown good reliability for major life events 
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over long periods (Hawkins et al, 1975; Rahe, 
1974; Rahe et al, 1974), but poor validity for 
commonplace events even after short periods 
(Greger and Etnyre, 1978). 


Data (Table IT) 


I Violence and 
mental illness 


Assault 
Four subjects had assaulted others prior to 


restraints prior to 


assuming the baa social identity. All were 


young men at the time (i.e. late teens, early 
twenties). They fought with other young men, 
usually in a drinking context. The assaults 
were with fists or feet; no weapons were used. 
These same four people were also involved in 
assaults when they were psychotic. The follow- 
ing case is typical of this group: 


A 19-year-old single man was not as bright or as 
affectionate as his several siblings during child- 
hood. He tended to be impulsive in his decisions 
and behaviour. As a teenager he got into numerous 
fights with classmates, lost friends and later had to 
be removed from school. 

At age 16, soon after leaving school, he became 
drunk at a temple festival and was involved in a 
fight. During the melee he struck a policeman, was 
arrested and spent some days in jail (much to the 
consternation of his father, a police chief). Over 
tbe subsequent weeks he became progressively 
agitated, pacing the district and cursing people 
at random. He stated repeatedly that he was a 
‘very important person’ and demanded gifts and 
favours of everyone. He ceased all work, abandoned 
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previous pastimes and did not participate with the 
family. 

On numerous occasions he expressed suicidal 
ideas, and he threatened to kill others (especially his 
father), He was placed in restraints on several 
occasions for periods of hours or a few days. 


Risk to self 


Only one subject posed a risk to himself 
prior to becoming baa. He was a mentally 
retarded man given to impulsive behaviour (his 
baa condition followed a head injury that 
occurred when he stepped off a bus before it had 
come to a stop). There were no suicide attempts 
among any subjects during this period. 


Destruction of property 


No subjects were reported to have deliberately 
destroyed property prior to being identified as 


baa. 


Restraints 


Four people had been restrained prior to 
psychosis. All of these were young men in their 
late teens and early twenties. Restraint had been 
applied in these cases for fighting with other 
young men, usually in a drinking context. The 
restraints initially consisted of holding in all 
four cases. Three of the four men were also 
handcuffed, and they were put in jail for short 
periods (2 days to 2 weeks). All four men were 
later restrained for violence after they had 
become psychotic. 


Taste II 
Type and timing of violent events among 35 mentally ill subjects 








Number of subjects (and per cent of all 35 subjects) 




















Event Prior to Subsequent to During week ^ Observed on day 
baa label baa label prior to interview of interview 
Assault 4 (1194) 19 (5492) 5 (14%) 2 (6%) 
Risk to self I (3%) 16 (46%) 6 (1792) (0%) 
Property destruction 0 (0%) 9 (26%) 4 (1194) 0 (0%) 
Restraint by holding 4(11%) 27 (77%) 5 (14%) 1 (3%) 
Restraint by tying 0 (0%) 13 (37%) 0 (0%) 0 (0%) 
Other restraint* 3 (9%) 7 (20%) 2 (6%) 2 (6%) 
Incarceration 3 (9%) 4(11%) 1 (3%) I (3%) 








* This category included chains and handcuffs (wooden stocks were used for this purpose in Laos, but not in 


this sample). 
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П. Violence and restraints during mental 
illness 
Assault : 

During the period of psychosis 19 subjects 
assaulted other people. There was a pre- 
dominance of men—12 men versus 7 women— 
but this difference was not statistically sig- 
nificant (x? = 1.3320, Р = .75). Fourteen of 
these people used only fists or feet; 5 others also 
used a weapon of some sort (knives in 3 cases, 
stones in 1 case, a board in 1 case). 

Victims were mostly relatives, friends, neigh- 
bours, though strangers were involved in a few 
cases. Five people assaulted children, including 
two mothers who beat their own children and a 
grandfather who struck his grandchildren. 
Abrasions, ecchymoses and lacerations were 
common among the victims; there were no 
instances of fracture, maiming or homicide. 
(One young child of a psychotic mother did die, 
but this was due to negligence rather than 
assault). 

Persons assaultative during their psychosis 
were also apt to engage in other violent be- 
haviours (i.e. risk to self, property destruction, 
killing animals). For example, 11 of the 19 also 
posed a risk to themselves. 


Risk to self 


Sixteen subjects posed a risk to themselves. 
They did mot differ statistically from other 
subjects by sex, age, marital status, or psych- 
iatric diagnosis. ‘Risk to self’ was classified as 
follows: ` 


1. wandering off or running away into the forest, 
thereby placing self at risk to starvation, 
malaria, exposure to the elements, and/or 
destruction by animals (e.g. poisonous snakes, 
tiger, bear, etc.) —9 cases. 

2. direct risk to injuring self by drowning, jumping 
from a height, exposure to electricity, striking 
self, drinking mosquito poison, jumping in 
front of a car—8 cases. 

3. nutritional risk by refusing food and water, 
eating garbage, eating animal dung, drinking 
sewage—4 cases. 

These 21 'cases exceeded the 16 subjects 
because some subjects put themselves at risk in 
more than one category. 

Minor tissue damage was sustained in most 
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cases, usually consisting of abrasions, bruises 
and ecchymoses. There were a few lacerations 
and fractures in the group. Several subjects 
became ill with acute infections common to’ the 
area (such as malaria, gastro-intestinal in- 
fections, and lower respiratory infections as a 
result of poor judgement, such as eating garbage 
or sleeping out in the elements). One man was 
near death at the time of the research project 
from a ten-day old attempt to kill himself by 
starvation. Of these 16 subjects 11 also assaulted ` 
others. The following case is an example of ‘risk 
to self": 

А 68-year-old married man—an honoured 
person widely known for his civic responsibility— 
sustained a rather minor, but slightly disfiguring 
scar to his lip and nose as a result of an injury at 
work. Within a few days he began to sleep poorly 
and expressed many fears about his family, 
property and the future. Next he refused all food 
and most water. On several occasions he attempted - 
to run off into the forest, but his family and friends 
restrained him and brought him back. He struck 
anyone trying to give him succor. At the time of 
examination two weeks after onset of his con- 
dition, he was comatose with a gaunt dehydrated 
appearance, loss of all skin turgor and completely 
dry mucous membranes. 


Destruction of property 


Nine subjects were reported to have damaged 
property since becoming baa. There were no’ 
trends by age, sex, marital status or diagnosis. 
Three set fires, 2 to clothes and 1 to a kitchen. 
Two people destroyed entire walls within 
homes, in addition to ripping clothes and 
smashing furniture. Two women threw food 
out of the house into the dirt; one of these also 
gave the family’s money and favourite articles 
away to strangers. A young man killed a dog and 
a cat. An adolescent girl defaced household 
articles and walls with a knife, and she urinated 
on the clothing of household members. A man 
completely dismantled the family bicycle (a 
highly valuable article in Laos), clock, radio and 
other mechanical items so that they could not be 
repaired. Of these 9 subjects, 8 had also behaved 
violently against either themselves or others, The 
following case provides an example of this group: 

A housewife was known to have been a respon- 
sible mother, diligent worker and loyal neighbour. 


BRITISH JOURNAL OF PSYCHIATRY, DECEMBER 1978 хх1* 








у 
IA Л l | 
| h E 


Q 


JU 
dim NA 


A. 





S/O. 
ES 
\ 


= 


) ATE À 
i 
| 

ө ө ө ufi | 
a steadying influence 
ш Injection for emergency | 
use; Tablets for continuous 
я KEMADRIN 

m Relieves rigidity and TRADEMARK | 

improves tremor. . | 

Wellcome Medical Division, 








= Achieves rapid response, tino Rio = 


even in severe cases. Full prescribing information is available on request. есте | 
ane і 








* xxii BRITISH JOURNAL OF PSYCHIATRY, DECEMBER 1978 


Ativan 


(lorazepam) 


for relief from 
anxiety . 


predictable patient 
response and quick relief 
of symptoms 


. few unwanted effects 
and minimal sedation 


. Wide margin of safety a 


*trade marks At23 


Full prescribing information is available on request Wyeth Laboratories John Wyeth & Brother Ltd , Taplow, Maidenhead, Berks 





44 


JOSEPH WESTERMEYER AND JEROME KROLL 


At the age of 27 she began to complain of restless 
sleep, constipation, pains in her back and head, 
fatigue and weakness. For brief periods she 
appeared unable to see, hear, or walk. She ex- 
pressed the fear that people might harm her and 
believed there was no help for her misery. 

After some months there were episodes in which 
she would curse inanimate objects as well as 
people. During these times she threw things out of 
the house, destroying furniture and personal 
possessions of other family members. At such times 
she also ran away from the house into the forest, 
so that search parties had to be organized to find 
her. Fearing that she might become lost or die, the 
family bound her hands and feet with ropes, 
releasing her when she was no longer violent. Over 
the subsequent 6 years there was no further need 
to restrain her. 


Restraint by holding 


All 27 subjects who were restrained were first 
subject to surveillance, guiding them away from 
dangerous places (such as the Mekong River) 
or removing potential weapons (such as knives) 
from their presence. Restraint by holding was 
initially employed in these cases not just when 
danger or violence was imminent but after some 
violence had occurred. For example, a 41-year- 
old woman was restrained only after she had hit 
several people with her fist, beaten her three 
children severely, assaulted two adults with a 
knife, and climbed a metal pole supporting high 
voltage electric wires. A 22-year-old man was 
restrained only after he had destroyed much of 
the family clothing and furniture, demolished 
a wall of the home, hit several people with his 
fists and then a board, and later threatened them 
with a knife. Once restraint by holding had been 
initiated, it was subsequently reapplied when 
violence appeared imminent rather than after 
violence had occurred. 

Several relatives and friends (sometimes even 
a few dozen of them) ordinarily co-operated in 
this arduous, lengthy task of restraint by holding. 
Two or three (or more) strong people were 
constantly required for holding the baa person, 
with others available as substitutes so that those 
implementing this method might rest, eat, 
sleep and briefly attend to their household or 
work tasks. 

This case exemplified restraint by holding: 
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Up to the age of 32 a young housewife was known 
to be a responsible person who was considered 
‘normal’ ın her village. However, she gradually 
became more socially isolated, with episodes of 
lying immobile, mute and not eating for hours and 
days at a time. Following this period of withdrawal 
and quietude, she became more agitated and 
socially intrusive. She talked loudly and constantly, 
laughing and yelling, and repeatedly went in and 
out of the house. No one was able to conduct a 
lucid conversation with her. She cursed all those 
who came into her view. 

After several weeks of increasing agitation she 
began throwing furniture, bedding, clothes, cook- 
ing utensils and food out of the home. At various 
times she severely beat each of her five children for 
no apparent reason, something she had never done 
previously. On one occasion she took all of her 
mother’s clothes and personal belongings out of the 
house and set fire to them. 

Family and neighbours eventually restrained her 
by hand. Restraint continued intermittently over a 
period of several days. Whenever she was released 
from holding, her assaults on her children and her 
destruction of property recurred. The family 
decided to have her live in a lean-to shelter out 
near their rice fields, some three kilometers away. 
She made no attempts to return to her home and 
was markedly less violent living by herself than she 
had been when with the family. At the time of the 
interview 4 years later, she yelled at people 
angrily but made no attempts at assault. 


This method sufficed in 12 cases where the 
subject was violent for only a brief period of time 
(i.e. hours or a few days), or episodically violent 
for brief periods. In the remaining 15 cases, 
mechanical methods ofrestraints were employed. 


Restraint by tying 

If a person remained violent for more than 
several hours or a few days, some form of 
mechanical binding was applied. This was done 
mainly to relieve the fatigue of the holders and 
to reduce the massive time demands of holding 
by hand. Both the hands and feet were ordinarily * 
bound, retaining as much comfort for the baa 
person as possible. Binding was generally done 
with rope, though substitute or supplementary 
materials were used in a few cases (e.g. wood or 
bamboo pieces, wire, cloth). The decision to 
bind was made by several relatives and/or 
friends rather than by a single individual. 
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Of the 15 people for whom holding did not 
suffice, 13 were bound by rope or similar 
materials (2 were placed directly in handcuffs). 
Binding was adequate for 8 out of the 13; they 
could usually be released in some days without 
immediate recurrence of violent behaviour. In 
the remaining 5 cases this method proved 
deficient for a variety of reasons. Most often the 
ropes loosened or frayed over some days or 
weeks. One strong, agitated young man was 
repeatedly able to untie or wriggle out of his 
bonds. In a few cases the prolonged presence of 
the violent behaviour led to searches for more 
humane kinds of restraints which might not so 
severely restrict movement, self-feeding, de- 
faecation and urination. 


Restraints by chain, handcuffs, stocks 

Of the 7 persons so restrained, 5 were bound 
with chains, and 2 with handcuffs. Both of these 
methods permitted the subject more mobility, 
since there was not the danger of undoing these 
restraints as there was with ropes. 


The chains were obtained at Buddhist 
monasteries where they were kept for this 
purpose, Buddhist monks decided in each case 
(after learning the facts) whether they would 
lend the chains. Often they made suggestions 
about the duration of applying the chains and 
means for ‘weaning’ the person away from 
chains. In a few cases, a monk visited the baa 
person or required that the baa person should 
come to the temple grounds before lending the 
chains. Similarly, the police, who owned the 
only available handcuffs decided whether to 
lend them. 


Chains were placed round one ankle with a 
lock or welded wire. The other end was placed 
round a tree or the post of the person's home. 


(Lao homes are built on stilts, so the person . 


might then remain under the house where 
animals and various implements were kept). 
In one case the subject was chained to a tree at 
the periphery of the village, and a shelter was 
built next to the tree to protect her from sun and 
rain. Chains or handcuffs were usually applied 
for weeks, but could remain indefinitely. (The 
longest continuous application of chains en- 
countered by J.W. was 9 months). 
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The following is a case in which"chains were 
used: 

At the age of 17 a bright but socially isolated 
student began to have auditory hallucinations. 
He could not sleep, had to discontinue his studies, 
and would laugh for no apparent reason. Next he 
accused people of ‘putting electricity’ into his body, 
and yelled curses at people. He killed a dog and a 
cat in the village. 

His agitation increased, and he began threaten- 
mg people first with his fists, then with a knife. 
This included small children as well as adults, 
strangers as well as family members. Then he 
began to actually hit people with his fists and 
throw stones at them. He experienced frightening 
auditory hallucinations and tried running off to 
the forest to escape them. At that point the family 
obtained a chain from a Buddhist monastery and 
kept him restrained for several months until he no 
longer frightened people. At the tune of the 
research interview when he was 22-years-old, he 
was agitated, had almost constant hallucinations, * 
but was not violent. 


Wooden stocks were also used for this purpose. 
Although none of the present subjects had ever 
been so restrained, stocks were encountered (by 
J.W.) in the course of previous work in Laos. 
The method consisted of hewing out places for 
the ankles in two large logs, which were then 
set about the person’s legs. This approach was 
used in isolated regions of northern Laos where 
chains were not available. As with chains, stocks 
were usually applied for periods of weeks or 
months. = 

Following application of chains or handcuffs 
for some weeks or months, it was possible to 
release 3 out of these 7 persons without re- 
sumption of violent behaviour. In the remaining 
4 cases, the baa person continued to present 
additional problems such as continual yelling 
day and night (thus keeping the entire village 
awake), or destruction of the home to which 
they were chained or the shelter prepared for 
them (thereby exposing themselves or their 
family to the elements). Incarceration was used 
for these cases. 


Incarceration | 

The 4 people referred to above were locked 
in a secure room. Three of these 4 were young, 
strong men who were temporarily locked up by 
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‘the police in a jail cell, all at the request of the. 


family. Handcuffs: and/or. ropes were also 
applied. These subjects were released within a 
few days to a few weeks as their violent be- 
haviour waned..The following is an example of 
these 3 men: 


A 22-year-old Lao man had always gotten along 
well in his community. Following an honourable 
discharge from the Army, he began to smoke 
cannabis all day long. After 4 months he suddenly 
began to have rapidly changing mood, from 
happiness to sadness to anger. He laughed for no 
apparent reason, slept little and was almost 
constantly in motion. He: did not respond to 
directions or requests from others. (Two years 
previously he bad a similar episode which followed 
a period of héavy cannabis use; at that time he 
gradually recovered over several months.) 

Within a few days his destructiveness grew in 
intensity. He began striking furniture and walls, 
then throwing furniture around the house. Next he 
demolished part of the family home, ripping off 
doors and window shutters, and tearing down an 
entire wall of the wooden house. During this time 
he yelled and screamed at people, but he did not 
assault people until they tried to interfere with: his 
destruction of the house. Then he began to kick and 
hit people. 


Initially family and neighbours restrained him by : 


hand, then with ropes. After several hours he 
struggled loose and assaulted people with a piece 
of board. Confronted by a number of men seeking 
to restrain him, be grabbed a' knife and threatened 
to stab anyone who came near. -The police were 
called. They briefly kept the man in jail.and then 
provided handcuffs to the family in order that they 
might restrain him at home. 


The fourth case involved a woman whose 
family maintained a locked room for her, in 
their brick-and-stucco home. Originally she was 
kept locked up constantly for a period of months. 
Over the subsequent 9 years she was locked up 
every night to keep.her from wandering about 
- yelling and destroying property at night; the 


family also locked: her up during the ud if n no 


one was available to watch her. 
(In more remote areas of Laos, ‘Jails v were not 


- available. In these areas à dangerous person . 


might-be placed for a time in a deep pit in the 
ground, there to remain living in their excre- 
ment and exposed to the elements. Or they 
might simply be executed). 
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III. Violence and restraints during pre- 
vious seven days: - 


- Information was sought for violent be- 
haviours that had occurred during the seven 
days prior to the research interview. Subjects 
who had been баа for two years or less (n = 9) 
were compared with those baa for more than 
two yeàrs (n — 26). (Table III). This was 
undertaken to see whether people in earlier 


violent than people in later stages. 
\ 


Assault 


Five subjects had made assaults on others 
within the last week. Age of these subjects 
ranged from 16 to 68 years. Two were women 
and 3 were men. Diagnoses included 2 of 
organic psychosis and 3 of functional psychosis. 
Three of the 5 subjects were in the acute stages 
of psychosis, with agitation, constant hallu- 
cinations and expression of many. delusions. 

Four of these subjects had been baa for two 
years or less, while only one had been daa for 
longer than that. The difference is statistically 
significant at the .02 level (using the Fisher 
Heat test). i 


Risk to self 


“Six people had posed a risk to Шеше 
within the previous week. Five of the 6 were 
women. There were no trends by age or 
diagnosis. 

Four of the 6 subjects had been psychotic for 
less than six months; all were in acute stages of 
their disorder. T'he remaining 2 people were in a 
chronic phase. The ‘trend for greater self- 
risking behaviour in acute cases is statistically 
piacan at the .05 level. 


Б ый оў, roba 

Four subjects had destroyed property within 
the last week. All 4 had also assaulted others 
and/or been dangerous to themselves. There 
were no trends for age, sex or diagnosis. - 

Three of the 4 were in acute phases of their 
psychosis. The remaining person’ (a woman who 


‘stages of their condition were more apt to be | 


habitually.:destroyed food or threw’ it away ` 


because of its ‘bad odour’) had been psychotic 
for seven years. There was a trend for 
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ТаАВІЕ ПІ 
Recent * violence and restraints acute versus chronic cases of mental illness 





Number of subjects 








Characteristic Statistical 
Mentally ill Mentally ill significance 
<2 years > 2 years 
Assault 
absent 5 25 Fisher exact test 
present 4 1 Р <.02 
`9 26 
Risk to self 
absent 5 24 Fisher exact test 
present 4 2 Р <.05 
9 26 
Destruction of property 
absent 6 25 Fisher exact test 
present 3 1 P «.08 
9 26 
Restraints** 
absent 5 24 Fisher exact test 
present 4 2 P <.05 
9 26 





* ‘Recent’ refers to the seven days, preceding the research interview. 


** Includes all forms (i.c. holding, tying, et cetera). 


destructiveness to be less among the more 
chronic cases, with a borderline statistical 
significance of .08. i 


Restraints 


During the previous week 27 subjects had had 
no physical restraints placed on them.’ Of these 
27, however, 15 were under close surveillance by 
family members. This group of 15 included 
9 people who had been mentally ill for two 
years or less, but also 6 others who continued to 
show unpredictable or potentially dangerous 

* behaviour even beyond the two years. 


Five people had been restrained during the. 


last week by holding. Of these 5 subjects, 4 had 
been psychotic for two years or less. 

No subjects had been tied within the last 
week. This may seem unusual in view of the 
relatively large number of subjects who had 
been bound at some time. However, this 


supported informant reports that tying seldom 
lasted very long in comparison to chains or 
handcuffs. This restraining method had a high 
incidence of having once occurred, but a low 
prevalence of on-going occurrence. І 

Two subjects had been restrained by chains ог 
handcuffs. One was a 16-year-old woman 
restrained with a chain about her leg. The other 
was a 22-year-old man in handcuffs. Both had 
had first onset of psychosis within the last two 
years, from which they had gradually recovered 
over a period of several months. Currently, both 
were again in the acute phases of their second 
psychotic episode. 

One subject had been incarcerated within the 
last week. This was the woman referred to above 
kept in a locked room by her family. 

As noted in Table III, subjects identified as 
baa for two years or less had been restrained 
significantly more often (at the .05 level). 
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IV. Violence and restraints observed over 
one day 


Each subject was observed over a period of 
several hours. During this time interviews were 
conducted with the subject and informants, a 
mental status and physical examination per- 
formed, research forms completed, and clinical 
research scales rated (i.e. Hamilton scales for 
depression and anxiety, BPRS, IMPS, NOSIE, 
Global Assessment Scale, Health-Illness Rating 
Scale, Social Dysfunction Rating Scale, 
Rockland-Pollin Mental Status, and a social 
scale devised for Lao villagers by J.W.). 
Observations were made for verbal or non- 
verbal threats, assaults, self destructiveness and 
destruction of property. j 

Six subjects were seen to yell at, curse, or 
threaten others during this period. One of 
these a 35-year-old man, paced about striking 
- inanimate objects forcefully with a stout stick 
(everyone including his family gave him a wide 
berth). Only one of these 6 yelled at the 
investigator. Four of these 6 people had been baa 
for two years or less. 


Violence 


Two people made assaults on others during 
the observation period. One of these two 
attempted to strike the investigator (but was 
restrained by family members). Both subjects 
were acutely psychotic. 

There were no instances observed of either 
risk to self or destruction of property. 


Restraints | 

On the day of the research interview, 31 
subjects were not physically restrained in any 
way. However, the same 15 people closely 
observed during the last week were under 
surveillance by family members. 

Only one person was observed being held on 
the day of the research interviews. No one was 
observed to be tied. (These observations 
supported the historical information that tying 
with ropes was a ‘low prevalence’ method used 
for both episodes). 

Both subjects recently restrained by chains or 
handcuffs were still so restrained on the day of 
interview. (This again supported the statements 
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by informants that such restraints were not used 
for many subjects, but were applied for a long 
time—i.e. a ‘low incidence, high prevalence’ 
method). 

The subject who was incarcerated within the 
last week remained incarcerated in her locked 
room during most of the interview day. When 
she was out of her room, the family was unable 
to undertake tasks in her presence because of 
the continuous need for surveillance and for a 
defensive posture by the family against her 
potential violence. She readily complied with the 
family when they asked her to return to her 
room and appeared more relaxed in the isolation 
of her darkened room than out among people. 


V. Absence of violence or restraints 
Non-violent cases 


Seven people showed no violence toward 
others, themselves or property at any time 
during their baa condition. There were no 
trends by age, sex or diagnosis for this small 
group. 

Despite absence of violent behaviour, there 
had been or was currently considerable hostile 
verbal expression among 6 of these 7 subjects. 
They cursed people and yelled insults or threats 
at both strangers and acquaintances. These 
6 subjects often showed fear of being harmed or 
killed. For example, one man kept a lighted 
lantern and knife by his bed each night for 
years and maintained a watchful vigil to ward 
off a supposed imminent attack. Only one 
person, a young woman with post-encephalitic 
dementia and psychosis, showed signs neither of 
fear nor of hostility. Of the 35 subjects, she was 
the only person who had never caused any fear 
of harm among the informants. 

The following case is typical] of this group: 

Up to the age of 14 a young woman had been 
quiet and a ‘loner’, but achieved high grades. At 
that time, she began complaining of dizziness, ° 
weakness and fatigue. It was noted that she would 
laugh and smile for no apparent reason. Unable to 
continue her studies, she began to wander aim- 
lessly along the roads and pathways throughout the 
district. Over days or weeks she remained mute 
and would not respond to directions from her 
parents. 

Over the subsequent two years her condition 
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fluctuated. At her worst she was confused and 
would not eat. Her behaviour became more 
erratic and agitated, with an increase in her 
wandering (although she never went off into the 
forest and always returned to her own home, or a 
relative’s home). She began to yell at and curse 
people, strangers as well as familiar persons. 
Despite her threats, she never harmed anyone. 


Й 


Absence of restraints 


Eight of the 35 subjects had never been 
restrained while psychotic. Of the 8 people, 
7 had never been violent to others, themselves 
or property. The remaining person was a 
psychotic man who beat his ‘common law’ wife; 
since they were vagrants, no attempts were 
made by village members to restrain him. 

Absence of restraints did not imply absence of 
vigilance. In 6 of these 8 cases, family and 
friends expended considerable time and effort in 
guarding these subjects (from traffic, rape, 
animals) and guiding them away from danger 
(such as heights, rivers, electricity, fire). Over 
time the surveillance tended to be relaxed as 
the person’s behaviour became more consistent 
and thus more predictable. : 

The following case exemplifies absence of 
physical restraints: 

Up to the age of 29, this married man had been 
an industrious, well-regarded (although somewhat 
quiet and shy) villager. At that time he began to 
express the fear that someone was trying to kill 
him. His sleep at night became restless, and his 
productivity dropped so that his wife and children 
had to take over his work. 

Soon after the onset of his condition, he suddenly 
disappeared and was gone for several days. The 
family received word that he was found—hungry 
and dishevelled—about 50 kilometres away in 
another part of the province. Over the subsequent 
several months his family and fellow villagers 
watched him closely, repeatedly telling him to 

` remain close to home (he complied with verbal 
directions of this sort). Gradually his agitation and 
wandering abated, and he remained within the 
boundaries of his village. Over the 13 years of his 
disorder he was never physically restrained. 


Discussion | 
Association of violence and mental illness 


Statistical analysis of anamnestic data pre- 
sents certain problems. There is the risk that 
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statistics may lend an aura of misplaced 
‘scientism’ to data that may be influenced by 
retrospective falsification and forgetting. 


Comparison of violence and restraints prior 
to receiving the baa label versus violence and 
restraints during the baa period appears to be a 
reasonable strategy. Validity and reliability 
studies of anamnestic data and data from kin 
informants (referred to in the Method section 
above) indicate that major events are well and 
accurately recalled. Events such as assault, 
imminent risk to self and restraints are major 
events. Thus such a comparison of violence and ` 
restraints would seem licit and worthwhile 
(though we recognize that some reasonable 
judges might not agree). 

Table IV shows such a comparison of violence 
and restraints prior to the baa label and sub- 
sequent to the baa label. Assault, risk to self, 
restraint by holding and restraint by tying were . 
all markedly increased in association with 
mental illness (at the .001 level of probability), 
Destruction of property did not increase so 
greatly (significance level of .01). There was a 
trend for increased application of chains and 
handcuffs, but this was not statistically ‘sig- 
nificant. 

Other studies corroborate the association of 
mental illness and assault. Giovannoni and 
Gurel (1967), in a study of predominantly 
schizophrenic patients, noted that simple assault 
was the most common violent event. Homicide, 
aggravated assault and robbery were more 
common in their sample than in the general 
population, but the numbers were small. Lagos 
et al (1977) and Soskowsky (1978) have since 
published similar findings. These data from 
Laos further support the finding that most 
assault by mentally ill persons is ‘simple’ (i.e. fist 
or feet) rather than ‘aggravated’ (i.e. does not 
involve a deadly weapon). 


Chronological relationship of psychosis to violence 


In this group of subjects violent behaviour 
was most common in the early days, weeks and 
months of mental illness. As the disorder 
continued the tendency to violence waned. 
Edgerton (1971) has quoted an African healer 
as observing that psychotic persons were only: 
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ТАВІЕ IV 
A comparison of violent behaviours and straints pre-mental illness versus mental illness pertods 
Number of subjects Statistical 
Characteristic significance 
Prior to Subsequent 
baa label to baa label 
Assault 
absent 31 16 y! = 14.6919 
present 4 19 P: = ,001 
35 35 
Risk to self 
absent 34 19 у# = 15.2275 
present 1 16 Р! «.001 
35 35 
Destruction of property 
absent 35 26 z? = 8.1603* 
present 0 9 Р! <.01 
35 35 
Restraint by holding 
absent 31 8 х? = 28.0232 
present 4 27 P! < .001 
35 35 
Restraint by tying 
absent 0 22 x? = 29.1667 
present 35 13 P! «.001 
35 35 
Other restraints** 
absent 32 28 xt = 1.0500 
present 3 7 P! = not significant 
35 35 





* Fisher exact test gives same probability. 
** Includes chains and handcuffs. 


violent and confused early in their disorder, with 
a later period of benign ‘foolish docility’. 
Chronicity did not necessarily guarantee 
peacefulness. Some individuals in this study 
remained violent years after the onset of their 
psychosis. However, violent behaviour occurred 
with greatest frequency during the early, acute 
phases of psychosis. This decrease in violence 
may be a concomitant of the psychotic process as 
it changes from its turbulent acute stages to a 
more quiescent chronic stage. Initially the 





person has difficulty in ‘adjusting’ to the 
appearance of delusions апа hallucinations, 
whereas later hallucinations may diminish or 
the person may have become ‘adjusted’ to them. 
The process could also be due to learning, as the 
psychotic person finds that violence is met with 
resistance from the family and community. 


Mental illness and ‘folk’ use of restraints 


Restraints are not used by Laotians as a 
punishment for mentally ill people, but as a 
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means for containing violence. Decisions regard- 


ing restraints are made by a group rather than by - 


one individual’s fiat, often with input from those 
having greater experience in restraining the 
mentally ill, such as Buddhist monks or the 
police. The least restrictive and least un- 
comfortable modes of restraints were tried first, 
with later recourse to more restrictive measures 
only as needed (e.g. surveillance first, restraint 
by hand second, next ropes, then chains or 
handcuffs or wooden stocks, and finally iso- 
lation in a jail cell or secure room). Removal of 
restrains was effected as early as practicable, 
even if subsequent reapplication of restraints 
might be necessary. Initially villagers applied 
restraints to a given mentally ill person only 
after there had been actual assaults, imminent 
risk to self, or extensive property damage. Later 
they applied restraints to the same person when 
eruption of violent behaviour appeared likely, 
based on their accumulated experience with the 
mentally ill person. 

‘Folk’ use of restraints is not unique to Laos. 
In a survey of 505 East African tribespeople, the 
anthropologist Edgerton (1966) noted that 280 
informants (55 per cent of the total) reported the 
ordinary management of a psychotic person 
involved ‘tying the person up’. Elsewhere (1971) 
he remarked on the management of psychotic 
persons by a folk healer: ‘First, the patient must 
be made tractable. Only a few patients are quiet 
enough that Abedi [the folk healer] will begin 
his treatment without subjecting them to some 
degree of restraint. Most patients are agitated 
and difficult to manage, and they are either 


tied sitting to the centre post of Abedi’s office or, _ 


if treated at home, they are shackled to a bed. 

Prince and Wittkower (1964) made similar 
observations in Nigeria regarding the role of 
indigenous healers vis-a-vis restraints. ‘In the 
case of unmanageable psychiatric patients’, 
they said, ‘relatives may ask for emergency 
visits by healers who have considerable pro- 
ficiency in applying shackles and manacles’. 

Asuni (1969) also documented that mentally 
ill Nigerian tribespeople who commit homicide 
are incarcerated and sometimes executed. 


Violence as a criterion for ‘folk’ diagnosis of insanity 
Was violence common among these subjects 
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- merely because it comprised a sine qua non for 


the social label, baa? 

Previous investigations of amok in Laos 
revealed that only one amok killer out of 20 had 
the social abel of baa (Westermeyer, 1972 and 
1973a). Studies of 12 non-amok murderers and 
10 assassins in Laos (Westermeyer, 1971, 1972, 
1973b and 1973c) did not include any baa 
subjects. Moreover, in a study of the folk 
criteria for the baa label, violent behaviour 
itself was neither a necessary nor a sufficient 
criterion; numerous criteria, which might or 
might not include violence, had to be present as 
well (Westermeyer and Wintrob, 1978). 

In this study of 35 mentally ill subjects in 
Laos, none actually committed homicide (al- 
though one did allow her infant to die through 
neglect). Several subjects had never engaged in 
violent behaviours, a majority had not been 
violent in the last year, and most were not , 
currently violent. Thus, both previous studies of 
violence in Laos and the current study indicate 
that violence and mental illness, while some- 
times overlapping were two distinct entities in 
the ‘folk’ nomenclature. 
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Undetermined Deaths — Suicide or Accident? 


By T. A. HOLDING and B. M. BARRACLOUGH 


SUMMARY A consecutive series of 110 undetermined deaths (U.D.) 
was compared with matched samples of suicides and accidents 
recorded in the same metropolitan Coroner's District. The hypothesis 
tested was that U.D. are mostly concealed suicides and will resemble 
known suicides more closely than accidents. The samples were com- 
pared on social and demographic variables, psychiatric and physical 
illness, evidence of suicide intent, information available to the Coroner 
and the circumstances of death. The results did not confirm the hypo- 
thesis. The study widens the investigation of the mortality of mental 
disorder from unnatural causes beyond the category of suicide. 


Introduction 


Studies of the mortality of mental disorders 
from unnatural causes have focused largely on 
suicide (E950-9). In England and Wales a 
verdict of suicide rests on legal criteria of intent 
to die: "I'o support a verdict of suicide there 
should be some actual evidence pointing to the 
event: the verdict should not rest upon surmise' 
(Purchase and Wollaston, 1957). Doctors and 
social scientists hold that the legal definition and 
social pressure resulting from stigma leads to the 
under-recording of suicide and that suicidal 
deaths are concealed among other modes of 
death. 

The category of undetermined death (E980—9) 
defined as death resulting from. 'injury un- 
determined whether accidentally or purpose- 
fully inflicted', comprises ten causes of death 
identical with suicide. Undetermined deaths 
have been included in studies of suicide cases 
(McCarthy and Walsh, 1966; Jacobson and 
Jacobson, 1972; Ovenstone, 1973) and 
reports of suicide rates (Curphey, 1968, 
Barraclough, 1970, 1972, 1973; Brooke and 
Atkinson, 1974; Adelstein and Mardon, 1975). 
Penttila et al (1972) have investigated un- 
determined deaths from the viewpoint of a 
forensic pathologist, a more recent report has 
described their psychological morbidity (Hold- 
ing and Barraclough, 1975) and samples of 
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in. 


suicides, open verdicts and accidents have been ` 
studied in Brighton (Jacobson et al, 1976; 
Bagley and Jacobson, 1976; Bagley et al, 1976). 


This paper investigates the hypothesis that 
undetermined deaths are mostly concealed 
suicides by comparing a sample of these deaths 
with samples of recorded suicides and accidents. 
The hypothesis will be supported if undeter- 
mined deaths resemble suicides more closely 
than accidents. 


Method 


The deaths were recorded in the Inner West 
London Coroner’s District, a metropolitan 
district with a population of 907,557 in 1971. 
The undetermined deaths (U.D.) comprised all 
persons whose bodies were found in the Coroner's 
District from 1.1.1969 to 31.12.1970 and who 
would be classified ‘undetermined’ in the 
Registrar-General's Statistical Review. Sixty 
(55 per cent) were men, 50 were women. They 
died from the following causes: 77 (70 per cent) 
were poisonings with drugs, 20 (18 per cent) 
were solitary drownings and the remaining 13 
were from miscellaneous violent causes. 

Samples of suicides and accidents drawn from 
the Coroner's records over the same period of 
time were matched for sex, age and the cause 
of death (poisoning by solids and liquids, 
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solitary drowning and miscellaneous violent 
causes). The matched pairs were complete 
except for seven male accidental drownings. 
This deficiency was made up by male accidents 
matched on age group but drawn randomly 
from poisonings and violent causes. Ninety per 
cent of the suicide sample and 73 per cent of the 
accidents were drawn from 1969 and 1970 and 
the remainder from adjacent years. 

The source of data was the inquest records. 
The data collection and coding procedure are 
described in an earlier paper (Holding and 
Barraclough, 1975). The assessment of mental 
disorder at the time of death warrants separate 
description. In 60 per cent of cases the diagnosis 
was given in medical reports and for the 
remaining 40 per cent the authors made a 
diagnosis, according to specified guide lines, 
from the recorded evidence of social workers, 

. close relatives, work colleagues and friends. For 
some cases more than one diagnosis was made 
and these were classified into the primary or 
more important diagnosis and secondary or less 
important. Cases for whom the diagnosis was 
certain and those for whom the diagnosis was 
only tentative have been combined. 

The physical health of cases was assessed from 
medical reports, post-mortem findings and the 
evidence of lay witnesses. The severity of 
physical illness was rated on a five-point scale 
from 0 — fit to 4 — illness likely to be rapidly 
fatal. For example, uncomplicated mild hyper- 
tension was rated l and extremely active 
cavitating tuberculous bronchopneumonia with 
amyloidosis was rated 4. 

McNemar's test was used to test the signi- 
ficance of differences between the U.D., suicides 
and accidents. This test is appropriate because the 
samples were composed of matched pairs. 
Maxwell’s extension of McNemar’s test was 
used in contingency tables greater than 2x2 
(Maxwell, 1970). It is important to appreciate 
that McNemar's test refers to matched pairs and 
not whole proportions of the samples; it requires 
more information than is contained in the 
tables presented. 

The findings are described under six headings: 
the evidence available to the Coroner, social and 
demographic variables, psychiatric illness, 
physical illness, evidence of intent to commit 
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suicide, and the circumstances at the time of 
death. The findings are summarized in Table 
VI. 


Results 

1. Evidence available to the Coroner 

The samples were similar on the number of 
informants who made statements and who gave 
evidence at the inquest; there was no evidence 
that U.D. were so designated because of a lack 
of information in general. For both U.D. and 
accidents, however, the Coroner's enquiry was 
more protracted causing more inquest adjourn- 
ments. 


2. Social and demographic variables 

U.D. resembled both suicides and accidents 
on marital status (Table I). Of the married, 
one-third of U.D., one-third of suicides and 
one-quarter of accidents were living apart at the 
time of death because of marital breakdown. 
The group of unknown marital status were all 
men. 


` TABLE І 
Marital status of the matched samples of U.D., suicides and 
accidents 














U.D. Suicide Accident 
Single 4l 27 40 
Married 39 48 44 
Widowed 8 10 7 
Divorced 8 6 3 
Not known 14 19 16 

110 110 110 
x? (excluding М.К.) О.Р. v. suicide = 5.09 (d.f. 

= 3) N.S. 

U.D. v. accident = 1.80 (d.f. 


= 3) N.S. 
(x? values derived from Maxwell’s extension of 
McNemar’s test) 


On social class U.D. resembled accidents. 
Accidents had the most in social classes 1 and 2 
(39 per cent), suicides the fewest (19 per cent) 
and U.D. fell between; U.D. had the most in 
classes 4 and 5 (25 per cent). On economic 
position U.D. resembled suicides with accidents 
having the most who were economically active 
(67 per cent), and suicides the fewest (47 per 
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cent). On household composition U.D. re- 
sembled suicides. About a third of each group 
lived alone and marital breakdown was the 
most frequent cause of lone person households. 
Accidents had the most living in private 
households (85 per cent) and U.D. the fewest 
(71 per cent); conversely, U.D. had the most 
living in institutions and non-private households 
(20 per cent). 


3. Psychiatric illness А 

Inquest records are not exhaustive medical 
records, but a history of psychiatric disorder had 
been recorded in many of them. Suicides had 
the most evidence of psychiatric disorder, 
accidents the least and U.D. was inter- 
mediate in this respect (Table II) U.D. 
resembled both suicides and accidents on a 
record of psychiatric treatment and hospital 
admission for psychiatric disorder and resembled 
accidents more than suicides on a record of a 
suicide attempt. Two-thirds of the cases with a 
history of hospital admission (roughly equal 
proportions of the three samples) had been 
admitted during the twelve months before 
death. 





Tase II 
Past history of psychiatric morbidity recorded ал the inquest 
records 
U.D. Suicide Accident 





NAN AN X 





Psychiatric treatment 46 42 65 59 31 28 
Psychiatric hospital 

admission 36 33 51 46 22 20 
Suicide attempt 26 24 40 36 26 24 





U.D. differ significantly from both suicides 
and accidents in respect of psychiatric disorder 
at the time of death. Psychiatric illness at the 
time of death was most frequently noted in the 
suicidal group, least frequently in the accidental 
group, and U.D. were intermediate in this 
respect (Table III). Some of the undiagnosable 
cases had psychological symptoms recorded and 
were under medical treatment but even so the 
evidence was insufficient to make a diagnosis. 
Further enquiry from medical records would 
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most probably have enabled a proportion of 
these cases to be classified as mentally ill. 

Depression was the most frequent diagnosis in 
each sample; significantly more suicides than 
U.D. and significantly more U.D. than acci- 
dents were diagnosed as suffering from de- 
pressive illness. U.D. resembled suicides on a 
diagnosis of schizophrenia but resembled acci- 
dents on a diagnosis of alcoholism. Only one 
suicide was alcoholic which is unusual for 
suicide samples; other studies show up to 25 per 
cent to be alcoholic. However four suicides were 
given a secondary diagnosis of alcoholism (as 
also were two U.D. and two accidents), so the 
finding may be to some extent a diagnostic 
artefact. 

Similar proportions of the samples were 
under medical care for psychiatric disorder at 
the time of death but U.D. resembled suicides in 
the proportion under psychiatric out-patient ог . 


'ТАвгЕ III(A) 
Authors’ assessment of mental disorder at time of death 











U.D. Suicide Accident 
N ANAN 
Mentally ill 80 73 96 87 66 60 
Mentally fit 0 0 2 2 20 18 
Undiagnosable 30 27 12 11 24 22 
110 «110 110 





х? U.D. v. Suicide = 11 53 (d.f. = 2) P <.01 

x* U.D. v. Accident = 20 03 (d.f. = 2) Р «.001 

(x! values derived from Maxwells extension of 
McNemar's test) 


ТАВІЕ ПІ (в) 
Authors’ detailed diagnosis 














U.D. Suicide Accident 

N N N 
Depression + 043 73 27 
Schizophrenia 11 10 0 
Alcoholism 9 ' |] 17 
Drug dependence 5 3 11 
Abnormal personality 2 8 7 
Subnormal 2 0 0 
Miscellaneous 8 1 4 

80 96 66 
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in-patient care (Table IV). Four U.D. and one 
suicide were receiving electroconvulsive therapy 
at the time of death. The drug treatment 
prescribed was recorded for 59 of the U.D., 
57 of the suicides and 68 of the accidents; for 
all but one case this included a psychotropic 
drug. Hypnotics were the most frequently 
prescribed drug and barbiturates the com- 
monest hypnotic. 








Taste IV 
Treatment agency at time of death recorded in. the inquest 
records 
U.D. Suicide Accident 
N 
Family doctor 28 32 54 


Psychiatric in-patient 12 15 2 
29 30 8 
6 





Psychiatric out-patient 17 15 

Untreated 9 9 19 

Not known 44 39 29 
110 110 110 


x? (excluding ‘not known’) 
U.D. v. Suicide = 4 41 (d.f. = 2) N.S. 
U.D. v. Accident = 9.79 (d.f. = 2) P <.01 
(433 values derived from Maxwell’s extension of 
McNemar’s test) 


4. Physical illness 


U.D. resemble suicides on both the presence 
and the severity of physical illness: 37 per cent 
of U.D., 32 per cent of suicides and 56 per cent 
of accidents had physical disorders at the time 
of death. There was no case of malignant 
disease which is of interest considering the 
popular conception that this is a frequent 
cause of suicide. Àn unexpected finding was the 
high proportion of epileptics: 10 U.D., three 
suicides and two accidents, suffered from 
epilepsy, which far exceeds the general popu- 
lation prevalence of 0.4 per cent. 


5. Evidence of intent to commit suicide 

The evidence of suicidal intent comprised a 
recent suicide note, unequivocal suicide threats 
and suicidal thinking—for example, comments 
about the hopelessness of the future. Suicides 
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had communicated the most intent, accidents 
the least and U.D. were intermediate in this 
respect. A recent suicide note is strong evidence 
of intent and it was an expected finding that 
U.D. would differ significantly from suicide 
verdicts іп this respect (Р < .001); however, 
U.D. resembled both suicides and accidents on 
suicidal threats and suicidal thoughts (Table V). 





Taste V 

Communication of suicide intent recorded in the inquest 
records 

U.D. Suicide Accident 


N ANANA 











Suicide note 2 2 42 38 2 2 
Threat of suicide 9 8 17 15 3 3 
Suicidal thoughts 15 14 17 15 3 3 








In the absence of a suicide note in deaths by 
poisoning, evidence that a single large overdose 
was ingested may be regarded as indicating 
suicidal intent (Thurston, 1976). Of the 
suicide poisonings 45 per cent left a suicide note 
and 21 per cent took a single large overdose; 
in contrast, only four U.D. and one accidental, 
poisoning had taken a single large overdose. 

U.D. resembled suicides on post-mortem 
blood alcohol findings. Alcohol was detected 
post-mortem in 22 per cent of suicides, 36 per 
cent of U.D. and 56 per cent of accidents. 
Levels exceeded 200 mg of alcohol per 100 ml 
of blood in four suicides, 10 U.D. and 16 
accidents. i 


6. Circumstances at the tme of death 


U.D. resembled suicides more closely than 
accidents on the circumstances of death. Fewer 
U.D. and suicides had been seen alive in the 
24 hours before death. The act causing deathe 
was less frequently witnessed for U.D. and 
suicides. Fewer U.D. and suicides died at home 
but more died in hospital and although the 
samples were similar on the interval between 
death and discovery of the body, for more 
U.D. and suicides the day of death was esti- 
mated rather than known. 
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: ТАвгк VI 
Summary of the comparisons between the matched samples of U.D., Юа 


1. Social and demographic agate 
Marital status 
Social class : 
. Economic position 
Household composition 


2. Psychiatric morbidity ` 


History of psychiatric treatment 
ABIT 5 hospitalization 
» — » Suicide attempt 
Mentally ill at time of death 
Diagnosis of depression 
3 » Schizophrenia 
3 ,,; alcoholism 


Medical treatment for mental illness at time of death 


3. Physical morbidity 


4. Evidence of sntent to commit suicide 
Suicide note 
» threat 
5 DESEE; : : 


5. Information available to the coroner : S 


6. Circumstances of death 


Seen alive within 24 hours of death 

Witness to the act causing death 

Place of death 

Interval between death and discovery of body 
Day of death known v. unknown 
Post-mortem blood alcohol estimations ' 





N.S. = not significant at the 5 per cent level. 








U.D.v.Sucide U.D. у. eem 
, N.S. ~ NS. 
P < :01 NS. 
NS. P < .025 
N.S. P <.05 
N.S N.S. 
N.S. N.S. 
р <.05 N.S. 
P < .01 P “< .001 
Р < .001 Р <.01 
N.S. P <.001 
P < .025 NS. . 
NS. P <.01 
N.S P < .025 
P < .001 N.S 
N.S. N.S 
N.S. N.S 
N.S. N.S 
N.S. Р <.01 
N.S. Р «.01 
N.S. P «.001 
N.S. NS. 
N.S. P < .001 
N.S. P <.01 


7? values derived from McNemar’s test and Maxwell’s extension of this. 


Discussion 

The present study has investigated samples of 
unnatural deaths matched on sex, age dnd cause 
of death which were classified into different 
modes of death—suicide, undetermined or 
accident. Virtually all the verdicts (85 рег cent) 
were recorded by a single Coronet in ‘a metro- 
politan district, but we have argued both in 
respect of' the undetermined deaths and the 
accidents that the verdicts are typical of those in 
England and Wales and that the findings might 
therefore apply to a wider sample (Holding and 
Barraclough, 1975 and 1977). Furthermore, the 
suicide’ sample was typical. of all suicides 


recorded in the Coroner's district except for an: 


overrepresentation of men- drowned- and the 


‘accident sample was typical of ‘all accidental 


poisonings and drownings. The data were 
extracted from inquest records and these have 
been taken as valid although almost certainly 
an underestimate of psychological and social 
morbidity. Physical illness is probably’ not 
under-estimated because all cases had post- 
mortem examinations. 

-The hypothesis tested was that U.D. are 
mostly concealed suicides and will resemble 
known suicides more closely than accidents. 
The question as to which cases in the U.D. 
group actually «committed suicide cannot be 
‘answered by the statistical procedure used in 
this study. Do the findings support the une 
: thesis? L 
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Firstly, there was no evidence that a lack of 
information in general led the coroner to 
conclude a verdict of U.D. rather than a positive 
verdict of suicide or accident. 

Did U.D. resemble suicides on social variables? On 
marital status the three samples were similar 
and on social class U.D. resembled accidents. 
The finding that accidents were of higher social 
class than suicides is what sociologists would 
predict on the concealment of suicidal deaths. 
Social class affects both economic position and 
household composition but in these respects U.D. 
resembled suicides. No epidemiological con- 
clusions can be drawn from the study because 
one quarter of the deaths were resident outside 
the Coroner’s district and an unknown number 
of residents from within the district would have 
died elsewhere from the same modes of death. 
In summary, U.D. have not been found to 
. resemble suicides more closely than accidents on 
the social variables studied. 

Did U.D. resemble suwides on psychiatric illness? 
The most robust evidence of psychiatric mor- 
bidity was a history of psychiatric care and 
hospital admission, on which U.D. resembled 
both suicides and accidents. On medical care 
for psychiatric disorder at the time of death 
U.D. resembled suicides. On these aspects 
suicides had the greatest evidence of morbidity 
and accidents the least. Mental disorder at the 
time of death was diagnosed for significantly 
more suicides than U.D. (P «.01) and for 
significantly more U.D. than accidents (P 
« .001). These findings reflect, to some extent, 
the different proportions of the samples who 
suffered from depressive ilIness for a diagnosis of 
depression is an important difference between 
U.D. and suicides, and also between U.D. and 
accidents. 

Known alcohol abusers for whom a clinical 
or post-mortem report of alcoholism was absent 
were not considered to be alcoholic; nor did 
post-mortem blood alcohol findings contribute 
to a diagnosis of alcoholism. These strict 
criteria wil have underestimated the rate of 
alcohol dependence but the same criteria were 
used for each sample and it must be inferred 
that our sample was not typical of suicide in 
general. Suicide attempts are not made only by 
the mentally ill but significantly fewer U.D. 
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than suicides had a recorded history of de- 
liberate self-harm. In summary, U.D. re- 
sembled neither suicides nor accidents in respect 
of psychiatric morbidity. Of greater importance 
is the finding that all the samples had high 
rates of psychiatric disorder and especially of 
depressive illness. 

Did U.D. resemble suicides on physical illness? The 
records sampled are a valuable source of data on 
physical morbidity because each case had a 
post-mortem examination. Although the samples 
died from unnatural causes, high proportions 
had natural disease; accidents had the most 
evidence of physical disorder and suicides the 
least. In respect of both the presence and the 
severity of physical disorder U.D. resembled 
suicides. Although no case of malignancy was 
found, one U.D. had been told that he had 
carcinoma of the rectum but this was not 
confirmed at autopsy. 

Did U.D. resemble suicides on the evidence of intent 
to commit suicide? A recent suicide note is strong 
evidence of intent and it was an expected finding 
that U.D. would resemble accidents in this 
respect. Nevertheless suicide notes were found 
for two U.D. and two accidents. Suicides were 
recorded as having made most suicide threats 
and indirect statements of suicidal intent 
but in this respect U.D. resembled both suicides 
and accidents (who communicated the least 
intent). Alcohol may be presumed to impair 
judgement and the formulation of suicidal 
intent, both in fact and in law; in addition it 
may enhance the effects of central depressants. 
In both the proportion intoxicated and the level 
of intoxication suicides were the least and 
accidents the most intoxicated at death: U.D. 
resembled suicides in this respect. In summary, 
U.D. resembled neither suicides nor accidents 
on the evidence of intent to commit suicide; 
they fulfil neither the legal criteria of suicide nor 
of accidental death. 

Did U.D. resemble suicides on the circumstances ate 
the time of death? U.D. resembled suicides in all 
aspects of the circumstances of death except for 
the length of time between death and dis- 
covery of the body, in which the three samples 
were similar. The fact that accidents were of 
highest social class and were more likely there- 
fore to be living in private households accounts 
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for the finding that most who died at home were 
among the accident group and were in closest 
social contact in the 24 hours before death. 

What conclusions can be drawn? In general 
terms U.D. resembled suicides more closely than 
'accidents (T'able VI), but equal weight cannot 
be accorded to each variable and U.D.: have 
been found to differ significantly from suicides 
in certain important respects. 

There must be important differences Берре 
suicides and U:D., otherwise the Coroner would 
not discriminate between them. Clearly the 
finding of a recent suicide note is one important 
difference, and this study indicates that a past 
suicide attempt and a diagnosis of depression 
at the time of death are other important 
differences. These clinical findings require 
further investigation and, in particular, an 
attempt should’ be made to reduce the number 
of cases in whom there was doubt about the 
existence of psychiatric disorder. 

This study cannot be said-to have confirmed 
the hypothesis that where the cause’ is un- 
determined death is- by suicide, although this 
may be so’ in a proportion of the cases. 
The ‘study widens the investigation of the 
mortality of mental -disorder from unnatural 
causes beyond the legal mode of death by suicide 
to a study of deaths comparable ‘on cause’ of 
death whether designated suicide, U.D. or 
accident. An extension to U.D. and comparable 
accidents of the intensive method of inquiry 
hitherto applied to suicide cases (Barraclough 
еі al, 1974; Robins et al, 1959) would most 
readily provide clearer’ answers to the more 
important questions posed, especially in respect 
to psychological and social variables with which 
the Coroner’s inquiry is not primarily concerned. 
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Humans and Pets and Attachment 


By E. K. RYNEARSON 


SUMMARY The bond between human and pet depends on their 
commonality as animals and their mutual need for attachment. Under 
Abnormal circumstances of developmental frustration a human may 
displace an overdetermined need for attachment to the pet. The attach- 
ment relationship is pathological because of its defensive purpose, and 
its interruption can create enduring psychiatric reactions. The paper 
details the developmental determinants for this interaction. 


‘What is man without beasts? If all the beasts were gone, men would die from great loneliness of spirit, for 
whatever happens to the beast also happens to man. All things are connected. Whatever befalls the earth befalls 


the sons of earth,’ 


Chief Sealth of the Duwamish Tribe, State of Washington, 


While pets have always played a con- 
spicuous part in human life, they have been an 
inconspicuous focus of psychiatric study. Perhaps 
psychiatric inquiry is infrequent because the 
relationship between human and pet is so 
harmonious. Indeed, it would appear that the 
exchange of acceptance and affection between 
us and our pets із less complicated than human 
exchange of similar need and satisfaction. 

"The animal does not judge but offers a feeling of 

intense loyalty . . . It is not frightening or de- 

manding, nor does it expose its master to the ugly 
strain of constant criticism. It provides its owner 

with the chance to feel important.’ (1). 

The majority of psychiatric studies detail the 
symbolic significance of confheted relationship 
between human and pet. Case studies are 
followed by analyses postulating the trans- 

.formation of frustrated primary drives into 
eroticized—bestiality (2), voyeurism (3), in- 
cestuous (4) and/or aggressive (cruelty (5), 
sacrifice (6), phobic displacement (7), lycan- 
гору (8))—relationship with the pet. To lend 
experiential symmetry to this dyad of conflict 
there is at least one study (9) asserting that pets 
experience similar conflict including anorexia, 
pseudocyesis, depression and perversions; How- 
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ever, unburdened by human consciousness and 
guilt, the pet does not use the human as an 
object, but retains the natural grace of enduring 
his own pain. 

While there can be no argument concerning 
the validity of these clinical observations and 
explanations, it would seem that this conflicted 
interaction is rare. What is more common and 
valid is the observation that human and pet 
share complementary drive and response. This 
paper will suggest that the bond between 
human and pet pivots on their commonality as 
animals; therefore, this interaction must be 
viewed as biological as well as psychiatric. 

Ethologists have long noted that man is not 
so dissimilar from other animals in his reper- 
toire of need and behaviour (10). In addition to 
the drives of hunger, sex and aggression, man as 
animal displays need and behaviour related 
to territoriality, dominance, exploring and 
attachment. These derive from our common 
neurophysiological substrate and are reflected 
in shared, predictable behavioural patterns 
between species. Attachment is of crucial im- 
portance in social animal species. It is a multi- 
faceted drive allowing a variety of social bonds 
beginning with mother and infant, Igter 
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generalized to include fathers, siblings, extended 
family, peers and usually intense male-female 
relationship. During infancy the attachment 
relationship is one of nurturance—the infant as 
object of care. With maturity there is pro- 
gressive satisfaction in serving as a source of 
nurturance—the adult as a source of caring. 
There are persistent, predictable behavioural 
sequelae associated with frustration of primary 
mother-infant attachment. These sequelae have 
been experimentaly reproduced by Harlow 
et al (11-13) in species of primates. The infant 
deprived of attachment is unable to assume 
maturational expectations. It remains socially 
regressed and isolated. 

Bowlby has written extensively about the 
human need of attachment and its psychiatric 
relevance, which he views as primary and 
distinct (14-16). 

* .. attachment behaviour is conceived as a class 

of behaviour distinct from feeding behaviour and 

sexual behaviour and of at least an-equal sig- 
nificance in human hfe. There is nothing in- 

trinsically childish or pathologic about it’ (17). 
Under normal developmental circumstances 
attachment in humans follows the same process 
of diversification and role reversal with maturity 
as noted in other animals. 

Under altered circumstances attachment need 
and behaviour remains in a regressed state of 
nurturance. Persisting into adulthood, this 
insatiable need for nurturance complicates 
subsequent relationships (18-21). This craving 
for nurturance in relationship can be viewed as 
an early developmental fixation of attachment. 
Bowlby suggests that this fixation is associated 
with specific patterns of pathogenic parenting. 
Relative to behaviours of nurturance (caring 
for as subject and/or cared for as object) there 
seem to be two clinically distinct modes of 
expression for this fixation (22) : 

(1) Anxious Attachment. In which exists a 
constant, apprehensive anticipation of 
separation from the attachment figure. 
There is a low threshold for triggering 
attachment behaviour, resulting in a 
clinging, overdependent relationship. 
Bowlby suggests that this condition is 
associated with parenting which frus- 

trated the normal development of attach- 
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ment through actual or threatened 
abandonment or rejection. 

Compulsive Care Giving. In which exists a 
similar fear of separation, but the coping 
behaviour is reversed. A ‘behavioural 
reaction formation’ results. While attach- 
ment is craved and sought it is satisfied 
through acting as a source of nurturance 
rather than recipient. Though care- 
giving is a natural attachment behaviour, 
in this condition it conveys a forced, 
overdetermined quality and is often 
directed at others who neither seek nor 
welcome the ‘caring’. 


(2) 


*.. . The person who develops in this way has found 
that the only affectional bond available is one in 
which he must always be the care giver, and that 
the only care he can ever receive is the care he 

gives’. (23). 

In either presentation underlying the over- 
determined need for attachment is a develop- 
mentally induced disirust. This acquired distrust 
of attachment is overgeneralized, involving 
subsequent attachment. I would suggest that 
this basic distrust of human attachments 
contributes to the intense displacement of attach- 
ment to the pet who is consistently receptive and 
unconditional as a source and object of caring. 
Indeed, the animal which the human considers 
as ‘pet’ is usually chosen for its innate capacity to 
display and respond to attachment. A dynamic 
aggregate of behaviours flow between the two, 
and it is the ‘aliveness’ of the relationship that 
appears crucial—a vital, reciprocating balance 
of attachment. Because of this intense investment, 
separation from or loss of pet can create 
complicated and enduring psychiatric reactions. 

The developmental determinants contributing 
to this heightened attachment and reaction to 
loss will be detailed in the following case 
presentations. 


Case 1 i e. 


A 40-year-old woman presented with an unusually 
intense, prolonged grief reaction following the death of her 
pet dog. Though pets had always been important during 
her development, her forceful attachment to this particular 
pet began seven years before at a time of great stress. 

She had developed an exophthalmic goitre during that 
year, which had responded to medical management, 
though her exophthalmos remained. 

She was exquisitely self-conscious about her facial 
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appearance and became progressively more reclusive and 
restricted. Eventually, she relinquished ‘virtually all 
contacts outside her home. Her husband and 18-year-old 
son tried to support and reassure her regarding her vague 
self-doubts and dread of rejection, but their efforts were 
not helpful. Rather, she turned to the family dog, ‘and for 
some reason he was the only thing that seemed to matter 
tome’. 

She became obsessed with the dog’s care and proximity. 
Her anxiety with separation was so acute that the dog 
slept with her at mght. ‘We were never out of each other's 
sight until he died’, At that point she was forced to seek 
care for herself instead of compulsively caring for her dog. 

The genesis of this enforced caring became clearer with 
treatment. Her earliest memories were of caring for her 
ailing mother whose morbid fear of illness created an 
atmosphere of imminent separation. This complicated 
relationship continued to exist. The mother lived within 
blocks of the patient, and her reaction to the patient’s 
illness was a salient stress. ‘She didn’t want to see me when 
my eyes started to change—34t would hurt her too much to 
look at me’. The mother viewed the patient’s disfigurement 
as calamitous and unbearable. 


Comment 


The development of intense attachment to her 
pet dog was a reaction to recent stress. Her 


exophthalmic goitre, -her transformed appear- 


ance, her mother’s fearful reaction (past and 
present) to illness appeared to stir a subclinical 
ambivalence regarding human attachment. She 
was more trusting of unconditional caring and 
care-giving with her pet than the significant 
persons surrounding her. 


Case 2 

A 49-year-old woman presented with disabling 
symptoms of hyperventilation and dissociation. Six months 
before she had impulsively deserted her husband of 27 
years to marry a man she had known for a month. This 
was totally out of character,for her. She had been a 
painfully dependent, phobic individual, ‘but I had never 
been happy, and at almost 50 I decided I had to make a 
change’. 

Two weeks later her new husband suddenly died from 
an acute myocardial infarction. On the day of the funeral 
she telephoned in a panic. She had had a vision while 
viewing her husband’s body, ‘instead of Robert I saw a 
dead cat’. In subsequent therapy we learned that the cat 
*was her childhood pet and was an enormously important 
attachment figure from her past. 

During her childhood she felt a persistent dread of both 
parents and her siblings. She seemed more sensitive and 
fragile than other family members 'апа reacted by with- 
drawing into a secret, intensely private world of fantasy. 
Her major confidante and trusted playmate was her cat. 
She spent hours caring for and petting the cat while 
sharing her secret hurts and hopes. 

Her younger sister was scratched by the cat, and the 
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patient was forced to watch while her enraged mother 
killed the pet with a shovel, ‘and she told me never to 
forget that I was the one who really killed her, because I 
wasn't watching her closely—that it was all my fault’. * 

Though she was attentive to her husband and two 
children and seemingly adjusted to her role of wife and 
mother, her sustaining existence continued to -revolve 
around her elaborate fantasies. As in her childhood, her 
pet cat was the mute confidante of this most precious 
fantasy world. At times of stress she would turn to her 
pet for comfort. She could not bear to separate from the 
cat over long intervals of tıme or distance, so it always 
accompanied her. When a cat died, its loss was not fully 
mourned; rather it was quickly replaced by another. 

Her décision to leave her husband followed his in- 
sistence that an aged, dying cat should be sacrificed. This 
apparently stirred her unresolved rage towards her 
mother’s murderous, guilt-laden act in killing her child- 
hood pet. 


Comment . 

In her relationship with her cat, the patient 
displayed both anxious attachment and com- 
pulsive care-giving. These behaviours appeared 
to be a: persistent displacement of attachment 
from her rejecting family. Because of her.limited 
trust in human attachment and her limited ego 
strength, her pet assumed sustaining importance 
for her. In her world of fantasy and compromized 
object relations, the pet symbolized a part of 
herself which she.was unable to share with 
humans. Her mother's destruction of the cat 
made real what she had fantasied—that 
attachment was accompanied by traumatic 
loss and/or rejection, and that she was at fault. 

Her vision of the dead cat in place of her 
second husband’s body was a vivid, regressive 
distillate of her ambivalence about attachment 
and its consequences. 


Case 3 ' 


A 32-year-old recently divorced woman sought treat- 
ment after attempting suicide. 

During the course of treatment her older brother and 
parents were interviewed. Her father and brother had 
been strongly attached to one another in an excluding 
way. This unfortunate division left the patient dependent 
on her mother, whose chronic alcoholism and borderline 
psychosis created an atmosphere of gross inconsistency. 
Their relationship varied from tearful clinging to brutal 
beatings. The patient emerged as a frightened, be- 
wildered youngster. 

She and her mother were devoted to the family dog. 
Relative to caring, the dog served as a consistent source 
and object for the patient and her mother. It seemed that 
their mutual interaction with the dog as intermediary 
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served a vital purpose. Through the dog they could 
maintain an indirect attachment. 

The patent's attachment to dogs continued as she 
matured and married. As before, her pet was a major 
source and object of warmth and nurturing. Her marnage 
dissolved after her husband tired of her inability ‘to love 
him as much as I loved my dog’. At that point she began 
to drink heavily and decompensated. In her decom- 
pensated state she was frightened 'that I'm turning into 
someone like my mother’, as indeed she was. 

She moved into a small house near her now divorced 
mother, and they resumed their pathological relationship. 
This included their mutual involvement with the patient's 
pet dog which the mother tended when the patient was 
working during the day. 

Shortly after a bitter confrontation with her mother, the 
patient lalled herself and her dog. There was no suicide 
note. 

Her mother later told me that their final quarrel 
involved the dog. The mother demanded total custody of 
the dog ‘because she wasn't loving him enough’. The 
patient became so enraged that she forcefully ejected the 
mother from her home, and she then destroyed herself and 


. thedog. 


Comment 


The pet became the mutually shared, 
internalized figure of attachment through 
which mother and daughter remained in 
psychotic symbiosis. Its sacrifice represented a 
psychotic reaction to threatened separation. 


Discussion 


Attachment has been studied in a wide range 
of animal species. Though variable in detail, 
duration and intensity, the need to form close, 
individualized attachment serves the ubi- 
quitous function of nurturance, alliance and 
parenthood. 

Developmentally viewed, it is most intense 
and focused between mother and infant, and in 
all primate species furstration of mother-infant 
attachment creates persistent behavioural 
change. With maturity the need for attachment 
assumes equivalence with other developing 
needs and gradually diversifies to involve 
multiple attachment figures. The need for 
attachment, though modulated and increasingly 
varied with adulthood, continues to be of 
primary psychobiological value and is pro- 
minently perceived at times of external and/or 
internal stress. 

While attachment is biological and shared by 
all animals, it presents particularized value in 
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human development and existence. Bowlby and 
other investigators have established the enduring 
significance of attachment with normal and 
abnormal development. 

Under normal developmental circumstances, 
the need can be comfortably perceived and 
fulfilled with others. Under abnormal develop- 
mental circumstances associated with patho- 
genic parenting, the need is perceived with 
uncomfortable intensity, and fulfillment with 
others is distrusted and its transaction is 
complicated. 

This paper suggests that human and pet are 
significant attachment figures for one another. 
Under normal circumstances they share com- 
plementary attachment because of mutual 
need and response. At times of stress they may 
temporarily seek out the other for attachment. 
Under abnormal circumstances of conditioned 
distrust the human may displace an over- 
determined need for regressed attachment to the 
pet. It is the pet’s pre-verbal attachment attitude 
that satisfies the human’s regressed need for 
nurturance. The pet’s essential, non-verbal 
acceptance and response to attachment allows 
the distrustful human to trust. 

This displacement becomes pathological when 
it defensively focuses attachment on a figure that 
responds narrowly, thus diminishing mature 
human attachment and interaction. 

This pathological displacement transformed 
may serve the purpose of: 


(1) Sustaining projective identification In 
‘anxiously attaching’ oneself to and 'compul- 
sively caring’ for the pet, one can simultaneously 
and vicariously gratify a vulnerable part of self 
without risking interpersonal involvement. The 
pet is symbolically imbued with the warm, 
trusting, unconditional caring that magically 
nurtures the regressed, insatiable craving of the 
human for closeness. This degree of involvement 
occurs in patients with limited ego strengths and 
recapitulates the regressed mother-infant attach- 
ment dynamic. 


(2) Symbolic intermediary The pet may become 
the focus of complicated displacement between 
conflicted humans. In a family where various 
members mutually distrust attachment the pet 
may serve as an attachment figure through 
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which they can indirectly interact attachment. 
The pet becomes a trusting participant in a 
drama of distrust, sometimes ending i in sacrifice 


(Cases 2 and 3). 


Clinical implications 

The attachment need of some patients is so 
intense that the inclusion of a pet may be an 
important adjuvant in psychotherapy. The 
sustaining presence of a pet may be of cnicial 
support as the patient develops enough trust to 
divert attachment to therapist and other human 
figures. The pet has been a valid assistant in the 
treatment of disturbed children (23-26) and 
schizophrenics (27-28) who presumably share 
in intense need for pre-verbal attachment. 

An analogous ‘therapeutic intervention’ may 
exist in other primates. Immature primates 
have served as effective ‘therapists’ in re- 
socializing adult primates after early deprivation 
ofattachment (29). 

The significance of pets as attachment figures 
in less disturbed patients should not be under- 
estimated. Their substitutive function following 
separation from significant human attachment 
figures is so common that their emotional 
pre-eminence is ignored. It is natural for the 
child who has left home or the spouse who has 
died to be warmly surrogated by ареї. 

Under conditions of heightened attachment 
and/or substitution, the loss of the pet commonly 
leads to complicated grief (30). It is not unusual 
for the patient to avoid speaking of this loss—in 
part because of denial, but also because of 
accompanying shame in admitting such intense 
non-human attachment. Because of this denial 
compounded by shame, it is important that we 


as therapists should include pets in our inven- ` 


tory of attachment figures and ask directly about 
their emotional significance and loss. In treat- 
ment, the consideration of this loss can touch a 
crucial nidus of abreaction which in itself may 
be therapeutic, but more importantly serves as 
a salutary entrée into the crucial dynamic of 
attachment. 
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Lithium Treatment of Chronic Cluster Headaches 


By JULIAN LIEB and ARNOLD ZEFF 


SUMMARY On the basis of reports of reduced MAO activity in 
migraine and cluster headaches and on a report that lithium carbonate 
activates MAO, the authors administered lithium carbonate to two 
patients whose cluster headaches had brought them to the point of 
contemplating suicide. Both patients responded quite dramatically. 
Case 1 has now been virtually free of headaches for over two years and 
Case 2 has been in remission for over twelve months. 


Ekbom (1977) has defined chronic cluster 
headache as absence of remission periods, 
increased headache attack frequency, and 
diminished responsiveness to prophylactic drugs 
such as ergotamine, methysergide or steroids. 
The headaches occur with remarkable regularity 
and at night are related to REM sleep (Dexter, 
1970). 

Sandler (1974) reported that in migraine 
there is frequently a reduction in monoamine 
oxidase activity, and in his original series a 
patient in an acute phase of cluster headaches 
had the lowest MAO activity. Glover and 
associates (1977) have reported a highly 
significant decrease in platelet MAO activity 
during a migraine attack. Bockar and associates 
(1974) have reported that lithium increases 
platelet MAO activity. This finding, together 
with the awareness that lithium tends to 
ameliorate illnesses characterized by periodicity, 
led us to treat with lithium carbonate two 
patients whose cluster headaches had brought 
them to contemplate suicide. Case 1 has now 
been virtually free of headaches for over two 
years, and Case 2 has been in remission for over 
twelve months. À recent publication by Kudrow 
*(1977), reporting marked improvement in 27 of 
28 cluster patients treated with lithium, strongly 
suggests that lithium is indeed an effective drug 
in the treatment and prophylaxis of cluster 
headaches. 


Case 1 


C.H., a 37-year-old accountant, presented with a three 
year history of severe nght-sided cluster headaches. The 
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headaches started with a tingling sensation over the right 
carotid or the right temple and spread to the right orbit 
and sometimes to the right nostril. After ten minutes, the 
full-blown headache developed, which typically involved 
the right temple, the right eye with soreness and photo- 
sensitivity, and the right nostril with pain and discharge. 
Occasionally a stabbing pain developed in the area of the 
nght carotid. After about half an hour, the headache 
would reach a climax and would then diminish over the 
next thirty minutes, either slowly or rapidly. The head- 
aches typically lasted from 30 to 60 minutes and rarely 
extended beyond an hour. Occasionally, during the 
headache, Mr H. would breek out in a profuse sweat 
accompanied by intense thirst. At worst the headaches 
occurred three times a day, on an average of four times a 
week. At one time, for a period of four months, C.H. 
awoke at 1.30 a.m. with a severe headache, and this was 
usually followed by a second headache between 7 and 
8 a.m. When the headache occurred he could not lie still 
and would have to walk around. He obtained some 
analgesia from an icepack placed over the right carotid or 
the right temple. The longest headache-free interval over 
the three years was for a period of three months. 

C.H.'s treatment history included ergotamine tartrate, 
meperidine, methysergide, propranolol and biofeedback. 
Ergotamine provided relief so long as it was taken at the 
first sign of a headache, but he became frightened of this 
medication, particularly when having to take 20 or more 
tablets a week. He viewed ergotamine as a symptomatic 
measure and felt the problem would return the following 
day Methysergide provided only mild relief, and Mr H. 
discontinued it after a month Propranolol was taken for a 
month without significant effect, and biofeedback had no 
effect. 

Lithium carbonate was introduced at 300 mg twice a 
day (serum level 0 34 mEq/L) with no response. However, 
within two days of an increase to 1200 mg of lithium 
(serum level 0 76 mEq/L), C.H reported a dramatic 
improvement in which his, headaches disappeared save for 
an occasional feeling of ‘sensitivity’ along his right carotid. 
Up to the time of writing (27 months), he has experienced 
a solitary mild headache every two or three months. 
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Cas2. 


M.A., a 57-year-old auto parts manager, presented with 
a seven year history of cluster headaches. The headaches 
octurred daily, approximately once every three hours. 
They were described as sharp and throbbing and lasted 
from 20 to 30 minutes, with post-headache tenderness of 
the scalp. The headaches began deep in the mght orbit or 
in the mght temporal area, radiating to the vertex and the 
maxillary and mandibular areas. They were accompanied 
by unilateral tearing: and rhinorrhoea. There was no 
history of prodromal nausea, vomiting, or scotomata. 
The patient had a history of headaches for periods of three 
to ten months a year, and the symptom-free intervals had 
gradually decreased each year, lasting from one to two 
months a year over the previous three years. 

Several neurological and endocrine evaluations gave 
normal results. Unsuccessful therapeutic trials of medi- 
cation included methysergide, Cafergot, steroids, pro- 
pranolol, tricyclic antidepressants, phenothiazines, and a 
benzodiazepine. The patient had, in addition, proved 
refractory to histamine desensitization, tyramine-free diet, 
acupuncture, and psychoanalytic psychotherapy. 

At the time of his current presentation, M.A. was taking 
ten grains of aspirin every three hours. He had been using 
aspirin as a self-prescribed remedy for the past several 
years, Occasionally the aspirin reduced the intensity of 
the headaches, but did not affect their frequency. 
Lithium carbonate was introduced at 600 mg per day, and 
gradual improvement was noted after a dosage of 900 mg 
per day was reached. The headaches completely dis- 
appeared ten days after the lithium dosage was increased 
to 1500 mg per day (blood level 1.15 mEq/L). i 
` Because of mild neuromuscular side effects lithium was 
subsequently reduced to 900 mg per day (serum level 
0.9 mEq/L) and M.A. remained completely headache- 
free for the following five months, At this stage, a family 
crisis erupted and M.A. developed a depressive episode 
which cleared with imipramine 100 mg per day. Three 
weeks after the initiation of imipramine the headaches 
began to return and progressed in severity and frequency 
until reaching a state similar to that before the initiation of 
lithium. The imipramine was discontinued, but despite 
manipulations of the lithium dosage the headaches could 
not be brought back under control and the patient left 
treatment. 

After an interval of six months, M.A. returned and 
requested a second trial of lithium. His headache fre- 
quency was again one every three hours. Within six days 
of the reinstitution of lithium (900 mg, serum level 0.9 
mEq/L), there was a dramatic decline in headache 
frequency to one headache a day or every other day. This 
has continued up to the time of writing (15 months). 


Comments ; 
For the purposes of the following discussion 
we will assume that migraine and cluster 
headaches share a similar if not identical 


pathophysiology, although we recognize that 
there is abundant controversy attached to this. 


= 


Herberg (1975) has, speculated that the 
migraine syndrome is caused by a malfunction 
of the motivational, vegetative and autonomic 
mechanisms concentrated in the hypothalamus 
and adjacent areas of the brain stem. He 
proposes that migraine attacks originate as a 
disturbance of aminergic pathways, and drugs 
such as methysergide may owe their prophy- 
lactic properties to a facilitating effect on 
aminergic synapses rather ‘than to a direct 


“vasomotor action on the intracranial blood 


vessels. 

Lithium carbonate is believed to produce 
alterations in brain indole and catecholamine 
metabolism, but its exact mechanism of action 
in this regard remains unclear. Kupfer and 
associates (1970) and Mendels and Chernik 
(1973) have reported that lithium adminis- 
tration results in a significant decrease in mean 
REM percentage and an increased latency to 
the first REM period. This mechanism may 
also be linked to the efficacy of lithium in 
chronic cluster headaches. 

Since tricyclic antidepressants have been 
found to be effective in migraine prophylaxis 
(Couch, 1974, 1976), it is possible that M.A.'s 
relapse was due to the ширгайшпе Шр 
combination. 

Tricyclic antidepressants, monoamine oxidase 
inhibitors and lithium carbonate have all been 
shown to be effective for some patients with 
vascular headaches (Ekbom, 1977; Couch, 
1974, 1976; Anthony, 1969). There is evidence 
that these drugs alter MAO activity (Sandler, 
1974; Glover, 1977; Bockar, 1974; Sullivan, 
1977). As a transitory decrease in platelet MAO 
activity has been demonstrated during migraine 
attacks (Glover, 1977), tricyclic antidepressants, 
MAOIs and lithium carbonate could create 
their therapeutic effects in vascular headaches 
by stabilizing MAO. 

Damasio and Beck (1978) have reported on 
14 patients with migrainous attacks associated’ 
with thrombocytopenia and increased tendency 
to bruising. They hypothesize that migraine 
relates to abrupt changes in serotonin meta- 
bolism, which depends closely on the behaviour 
of platelets, the main serotonin reservoir in the 
blood. They further suggest that in idiopathic 
thrombocytopenic purpura, platelets sensitized 
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by an immunoglobulin release serotonin into 
the bloodstream before they are destroyed by the 
spleen. Since released free serotonin is rapidly 
metabolized and eliminated in the urine, 
further destruction of platelets would entail a 
reduction in total available serotonin. This 
would be compatible with evidence that blood 
serotonin rises before a migraine headache but 
is consistently low during the headache period. 
Taken in conjunction with the clinical evidence 
for the stabilization of manic-depressive illness 
and cluster headaches by lithium, this suggests 
that brain mitochondrial monoamine oxidase 
activity in manic-depressive illness, and platelet 
and/or brain monoamine oxidase activity in 
vascular headaches, are critical variables in 
these illnesses. 


References 

ANTHONY, M. & Lance, J. W. (1969) Monoamine oxidase 
inhibition in the treatment of migraine. Archwes of 
Neurology, 21, 263-8. 

Bocxan, J., Котн, К. & HzurNozn, С. (1974) Increased 
human platelet monoamine oxidase activity during 
lithium carbonate therapy. Life Sciences, 15, 2109—18. 

Coucu, J. R., ZrzoLeg, D. К. & HassANIEN, К. S. (1974) 
Evaluation of amitriptyline in migraine prophylaxis. 
Transactions of the American Neurological Association, 99, 
94-8. 





—— (1976) Amitriptyline in the prophylaxis of 
migraine. Neurology, 26, 121-7. 


LITHIUM TREATMENT OF CHRONIC CLUSTER HEADACHES 


Damasio, Н. & Beck, D. (1978) Migraine, thrombocyto- 
penia and serotonin metabolism. Lancet, 1, 240-1, 


Dexter, J. & Werrzman, E. D. (1970) The relationship of 
nocturnal headaches to sleep stage patterns. Neurology 
(Minneapolis), 20, 513-18, 


Еквом, К. (1977) Lithium in the treatment of chronic 
cluster headache. Headache, 17, 39-40. 


Gover, V., SANDLER, M. & Grant, E. et al (1977) 
Transitory decrease in platelet monoamine-oxidase 
activity during migraine attacks. Lancet, i, 391-3. 


Hersera, J. (1975) The hypothalamus and aminergic 
pathways in migraine. In Topics in Migraine (ed. J. 
Pearce), pp. 85-95. London: Heinemann. 


Kuprow, L. (1977) Lithium prophylaxis for chronic 
cluster headache. Headache, 17, 15—18. 


Kuprer, D. J., Wvarr, К. J. & Greenspan, К. et al 
(1970) Lithium carbonate and sleep in affective ^ 
illness. Archives of General Psychiatry, 23, 35—40. 


MrNDpzLs J. & Сневмік, D. A. (1973) The effect of . 
lithtum carbonate on the sleep of depressed patients. 
International Pharmacopsychiatry, 8, 184-92. 


Sanpter, M., Younow, M. B. & HaNrNGTON, Е. (1974) 
A phenylethylamine oxidising defect in migraine. 
Nature, 350, 335-7. 


Suuuvan, J. L., Dacks, C. & SrANrmLD, C. (1977) 
In wwe inhibition of platelet MAO activity by tri- 
cyclic antdepressants. American Journal of Psychiatry, 
134, 188-90. 


" Julian Lieb, M.D., (Correspondent), Assistant Clinical Professor of Psychiatry, Yale University School of 
Medicine, and Director, The Dana Psychiatric Clinic, Yale-New Haven Hospital, 789 Howard Avenue, 


New Haven, Connecticut, U.S.A. 06504, 


Arnold Zeff, мр, Assistant Clinical Professor of Psychiatry, Yale University School of Medicine 


(Received 10 July 1978) 


Bru. J. Рзусћіаі. (1978), 133, 559-63 


Book Reviews 





PSYCHIATRY OBSERVED 


Psychiatry Observed. Edited by Grorr BARUCH 
and ANDREW TREACHER. London: Routledge & 
Kegan Paul. 1978. Pp 254. £4.75. 


The boundaries of psychiatry have expanded in 
recent decades to include not only the psychotic and 
severely disordered neurotic but also a wide variety of 
unrelated human distress. However narrowly and 
modestly a particular psychiatrist may try and define 
his field of competence the despondent, the oppressed 
and those who for one reason or another are failing 
to cope with the demands of their current hfe 
situation will continue to be referred to him. The 
, models deriving largely from medicine which have 
been developed to conceptualize disorders such as 
manic depressive psychosis and schizophrenia often 
serve the practitioner poorly when he is confronted 
with the more general and far commoner problems of 
living. It is perhaps not surprising then that psych- 
iatry is more and more becoming the target for the 
types of attack and criticism to be found in this book. 

Psychiatrists emerge from the pages of this volume 
rather as medical imperialists spreading the hege- 
mony of the profession with its reductionist view of 
man into wider and wider fields of human conduct. 
The author’s historical analysis appears to be 
instructed by a conspiracy theory with doctors as the 
prime villains. This is unfortunate because there are 
some important criticisms contained in this book 
which strike at much of current psychiatric practice. 
The authors have perhaps tried to do too much in one 
brief volume. They attempt a wide ranging analysis 
of the development and current practice of psychiatry 
but succeed only in producing an often rather ill 
informed polemic. They rely far too heavily on a 
handful of secondary references for much of the 
book. The most interesting section by far 1s that 
dealing with the development of general hospital 
psychiatry where the authors have a much stronger 
grasp of their subject and at least, for me, provided 
some illuminating information. 

The authors proceed then to provide what they 
term an empirical study of a psychiatric unit in a 
general hospital. Perhaps the extended anecdotes 
presented here qualify for the appellation empirical 
but I fear they made clear for me only the prejudge- 
ments and prejudices of the authors. 
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There 1s undoubtedly a sad absurdity in the doctor 
who attempts with hus little bottle of pills to treat the 
housewife oppressed by poverty, poor housing 
conditions, an indifferent spouse and demanding 
children. The authors of this book are less ready to 
recognise the equally ridiculous prospect presented by 
the would be therapist who offers to the agitated and 
deluded depressive only the bland assurances of 
psychotherapy or even the benefits of enlightened 
social case work. 

The questions the authors of this book ask seem to 
me often to be the right ones. The critique they 
develop from their questions is unfortunately too 
often superficial and their apparent adherence to 
psychotherapy as the potential answer trivial. 


PAuL MULLEN, Senior Lecturer, 
Institute of Psychiatry, London 


New Trends of Psychiatry in the Community. 
Edited by GEORGE SERBAN. Chichester: John 
Wiley. 1978. Pp 274. £12.60. 


This book reports the proceedings of an inter- 
national symposium entitled ‘A Critical Appraisal of 
Community Psychiatry’, held ın New York on 
March 28/9 1976. Twenty-four of the twenty-five 
authors were from the United States. Of twenty-two 
participants, one each were from Belgium, France, 
Spain and Sweden. Perhaps because of this member- 
ship there is no overall description of community 
psychiatry services in the United States. ‘Community 
psychiatry is identified as the best possible clinical 
care delivered to individuals and to population 
groups in community settings’. 

As elsewhere over-enthusiasm has led to problems 
and a public reaction, especially in New York. 
Patients have been discharged without adequate 
preparation. In one State there seems to have been 
wholesale expulsion of patients from hospital for 
primarily political and economic reasons. Problems 
have been caused by the predominance of the social 
learning model in health centres and the medical 
model in the state hospitals. West of U.C.L.A. asks 
‘Would this enormous investment have been better if, 
for example, the funds had been employed in an 
effort to provide a sound psychiatric service in every 
community general hospital’. 
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'This publication will interest anyone concerned 
with the development of psychiatric services in the 
United States. It has limited relevance to Britain. 
Changes here are likely to be implemented much 
more slowly. There should be adequate opportunity 
for ongoing research and evaluation. In changing to 
“local provision stresses should not be of the same 
intensity as those reported between Federal health 
centres and State hospitals. 


JAMES GLANCY, Consultant Psychiatrist, 
Goodmayes Hospital, Ilford, Essex 


Critical Issues in Psychiatric Diagnosis. Edited 
by Rosert L. Sprrzer and Donar Е. KLEIN. 
American Psychopathological Association Series. 
New York: Raven Press, 1978. Pp 356. $30.00. 


The pendulum has swung. For a decade or more a 
motley band of antipsychiatrists, sociologists and pop 


therapists have had the stage to themselves in North : 


America (or at least so it has sometimes seemed from 
this side of the Atlantic). Mental illness was either a 
myth or the product of social deprivation, biology was 
bunk, and any therapist was acceptable provided he 
wasn’t a doctor. But quite suddenly the paper tigers 
have crumpled and old fashioned biological psych- 
iatry has reasserted itself. The ‘medical model’ is no 
longer a term of abuse and a proper concern for 


diagnostic criteria is almost fashionable. This book is’ 


a sign of this new found confidence and authority, 
and is welcome for that reason alone. It consists of a 
collection of twenty. essays which presumably 
started life as the proceedings of a conference, though 
curiously this is never explicitly acknowledged. There 
are four sections: the first concerned with. the 
definition of mental illness, the second with the role of 
projective and other psychological tests in. the 
diagnostic process, the third with recent twin and 


adoption studies of schizophrenia, alcoholism and .. 


antisocial personality, and the last with biochemical 
and EEG correlates of clinical syndromes. Most of 
the authors are from NIMH, the Biometrics Research 
Unit in New York, Iowa or St Lows. The first 


chapter, appropriately enough, is a confident asser-. 


tion by Jane Murphy that the major psychoses are 
• universal and independent of cultural variables. 
Next come a pair of brave attempts by the editors 
themselves to define mental illness, followed by an 
incisive discussion of the issues involved by a Harvard 
lawyer, Michael Moore. Most of the other chapters 
are restatements of previously published work but 
some, ‘like Goodwin’s review of the evidence that 
alcoholism is genetically transmitted and Crowe’s 
analogous review of genetic studies of antisocial 
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personality, are useful summaries of work that will 
not be familiar to everyone. The ‘discussion’ sections 
are mercifully short. 

The editors’ central conclusion is that the ittro- 
duction of structured interviewing techniques and 
operational definitions has solved the once crippling 
problem of the unreliability of psychiatric diagnoses, 
and that what has to be done now is to establish the 
validity of these diagnostic concepts and to identify 
their biological correlates. I think they are right, but 


I wish their contributors showed a little more А 


awareness of the role of past experience and current 
stress in the genesis of mental illness. It is not neces- 
sary to operate in a psychosocial vacuum in order to 
be scientifically respectable and unless: biological 
psychiatry learns to adopt a broader perspective 
than it has had in the past it will not be long before 
the pendulum swings once more. 


R. E. KENDELL, Professor of Psychiatry, 
University of Edinburgh 


1978 Year Book.of Psychiatry and Applied 
Mental Health. Edited by DANiEL X. FREED- 
MAN, ARNOLD J. FRIEDHOFF, Lawrence С. KOLB, 
RecmnaLtp S. Loure, Jouw C. Neman and 


Joun Romano. London: YB Medical Publishers. ` 


1978. Pp 412. £24.50. 


- These year books abstract and comment upon 
selected papers from clinical psychiatry, the’ basic 


‘medical sciences, and social, forensic, and com- 


munity applications. Some rationalization of head- 
ings 1s overdue: why ‘general clinical topics’ and 
‘clinical psychiatry’; or ‘drug abuse’ and ‘drug 
addiction’. Four pages for behaviour therapy and a 
single reference to sex therapy hardly represents their 
current importance and emphasizes the need for a 
-psychologist to be added to the distinguished editorial 
board. What, in 1978, seems to be most original? 
Possibly the interest in several new conceptual 
models both for depression and paranoid states. 
Where is the current accentuation in the U.S.A.? 
The elderly perhaps, the community, medico-legal 
issues and greater emphasis on objective studies of the 
psychotherapies. Any surprises? Several papers 
analyse questionnaire studies concerning sexual 
relations between doctors—all specialities, both sexes 
—and their patients. Individual psychiatric depart- 
ments must decide whether money is better spent 
here or, as I would think, on gradually buying more 
journals. 


Swney Crown, Consultant Psychiatrist, 
The London Hospital 
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In addition to its use in 
depression, where it has 
proved to be effective both 
by the oral route and by 
intravenous infusion (in the 
more seriously depressed 
patient), Anafranil is becoming 
established as a leading drug 
treatment for obsessional and 
phobic disorders. | 
. We will be pleased to 
` forward further information 
relating to the use of 
2 Anafranil in the treatment of 
depression and phobic and 
obsessional disorders on 
request. 
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A restless mind in an overtense To help such patients over these 
body, fretting the wakeful hours away. initial hurdles, a mild relaxant'may 
be all they really need. 


Cycles of mental and physical 
tension, setting up barriers to natural Before you consider recourse to a 
drowsiness. hypnotic, try two Trancopal tablets, 

taken at bedtime. Just to help them 


unwind into natural sleep. 
non- 


hypnotic 


Co | 
Trancop 
first step to restoring sleep 


Formula Each tablet contains 200 mg chlormezanone Indications For the treatment of minor tension and anxiety states, pre- 
menstrual tension and painful conditions involving skeletal muscle spasm Dosage Dosage shouid be adjusted to the patient's 
needs and response, up to a maximum of 800 mg daily -For patients suffenng from muscular tension or anxiety which prevents 
sleep, a usual dose of two tablets at night is recommended For daytime sedation, the usual dose 1s one tablet three times a 
day Safety Factors Trancopal may cause munor side effects such as drowsiness, dizziness and drying of the mouth Ambulant 
patients who experrence drowsiness should not dnve or operate machinery The sedative effect may be potientated by alcohol 
and other tranquillisers, particularly phenothiazine compounds Trancopal should not be used with monoamine oxidase inhibitors 
Presentation Bottles of 60 tablets Basic N.H.S. Cost One weeks treatment (2 tabs nocte} 59p Trancopal is a registered trade 
mark Full prescribing information is available on request from - Winthrop Laboratories, Surbrton-upon-Tharnes, Surrey, KT6 4PH 
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Current Perspectives in Cultural Psychiatry. 
Edited by Epwarp Е. Fourks, Комаір M. 
WinTROB, JOSEPH WESTERMEYER and ARMANDO 

"R. Favazza. Chichester: John Wiley. 1978. Pp 
264. £14.00. 

The majority of the 28 contributors to this book 
are American psychiatmsts actively involved in 
transcultural psychiatry and their papers, which were 
read at the Annual Meeting of the American Psych- 
iatric Association in 1976, provide a convincing 
statement of the interest in this subject in America. 

There are four sections to the book, each with a 
separate editor: Anthropological Theory ın Psych- 
iatry, Current Research in Cultural Psychiatry in the 
United States, Cross-cultural Research by American 
Psychiatrists outside of North America and the 
Future of Cultural Psychiatry. ` 

To an ethnocentric British researcher these themes 
may be regarded as unhkely to set the Thames оп 
fire. However, other societies are often viewed with 
greater interest than one’s own, and this book has 
. succeeded in communicating the interest of American 
psychiatnsts in their subject and so may encourage 
the British reader to look more closely at the ethnic 
diversity of British society. 

The success of the book depends on its cumulative 
abihty to convey to the reader several important 
contemporary themes of transcultural psychiatry. 
Firstly, that social system theory may be as relevant 
to transcultural psychiatry as social anthropology. 
Secondly, that the supernatural explanations for 
mental illness, such as rootwork or hexing, are 
commonly found in clinical practice in certain parts 
of America and that these beliefs, together with the 
occurrence of possession states, may confront a 
clinician with the task of understanding these belief 
systems. 

Thirdly, that the ethical issues raised by cross- 
cultural research are considerable and may include 
the need to establish the clinical relevance of the 
research findings for the society being studied, as well 
as avoiding the possibility that harm may be done. 
Traditional villagers in Senegal, for example, could 
not understand the ‘sampling’ requirements of a 
study carried out by Bieser; nor would they take 
satisfaction from an assurance that the benefits of the 
study were for the whole people and may not there- 
fore directly improve their own health. 

Though the chapters varied in quality and 
contrasted in written style, there was an adequate 
bibliography and a useful mdex to facilitate further 
reading. The cost of the book (£14) 1s unfortunately 
excessive and could have been reduced by omitting 
the majority of the twenty-seven non-colour figures 
drawn by such notable artists as ‘a severely dis- 
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integrated male, U.S.A.’, or a ‘moderately regressed 
schizophrenic, Nepal’. 

This is a book which should be read not just by 
psychiatrists especially interested іп transcultural 
psychiatry but by others who wish to sharpen their 
awareness of the relationship between culture and 
mental illness. It will be a useful reference book to 
have on the shelves in hospital libraries. 


Joun Cox, Senior Lecturer in Psychiatry, 
Edinburgh University 


Current Psychiatric Therapies Vol. 17. Edited 
by Jurss Н. Masserman. New York: Grune & 
Stratton. 1977. Pp 337. $32.50. 


This book contains 36 essays on a wide range of 
topics. It starts with some broad considerations: the 
rights and responsibilities of psychiatrists, their legal 
problems and the low esteem in which one author 
believes they are held. He urges the use of plain 
language as part of the remedy for this, because 
otherwise ‘such lack of semantic and transactional 
clarity may indeed contribute long and laborious 
modalities of therapy’. 

Some of the essays rely more on assertion than on 
argument. Claims for the success of a treatment or 
method of management are often based on nothing 
more than the author’s observations on a few patients. 
We are told that auto-acupressure is good for migraine 
and tension headaches, and that 35 ECTs given over 
two days improves catatonia, but there is'no scientific 
evaluation of either claim. Several essays use psycho- 
analytical ideas freely, although they are often 
presented ‘as facts, and sometimes as facts that 
providé the whole explanation. Thus, in an article 
on the elderly, incontinence and incoherence are 
seen, with the help of a few psychoanalytical ideas, 
as entirely the result of emotional conflict. ': 

The section on drugs is readable, informative and 
interesting, and there is a useful account of psycho- 
surgery; together they take up a third of the book 
and are the best reason for buying it. i 


D. H. Myers, Consultant Psychiatrist, 
Shelton Hospital, Shrewsbury 


Sémiologie Psychiatrique. By P. Bernard and, 
S. Trouve, Paris: Masson. 1977. Pp 259. No 
price stated. ' ' 

The term ‘semiology’, which is not used in this 
country to refer to ‘signs and symptoms’ in medicine, 
may have put off potential readers of this interesting 
book. This is a pity because our psychiatry seems to 
be increasingly succumbing to operational definitions 
of signs and symptoms which, although essential for 
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research purposes can be restrictive to creative 
thinking within psychopathology. ` : 

British psychiatry assumes that it is possible to 
produce neutral, theory-free, descriptions of symp- 
toms such as hallucinations, delusions, or obsessions 
etc. This assumption can however be questioned: 
either by claiming that ‘form’ and ‘content’ in any 
given symptom (say an hallucination) cannot be 
meaningfully separated or by claiming that ‘form’ 
and ‘cause’ (or aetiology or origin) cannot likewise be 
set asunder. In other words, 1s the description of a 
symptom inextricably connected with the individual 
biographical context (as the Freudians believed it 
was) or is it simply dependent upon an account of the 
impaired mechamsms that generate it (as conven- 
tional psychiatry has it?) These postulated con- 
nections, which to a British psychiatrist may seem the 
result of muddled thinking, should be accepted for 
what they are, namely the result of a rival epistemo- 
logical position. - 

The influence of Henry Ey can be recognized in 
‘Sémiologie psychiatrique’ in that the basic theoretical 
framework is no other than Ey’s notion of conscious- 
ness and its vicissitudes, Most psychiatric pathology 
is explained by Ey as the result of basic flaws in the 
structure (synchrony) or in the development (dia- 
chrony) of consciousness. 

The book under review puts psychopathological 
signs and symptoms into a context of selected aspects 
of human behaviour. These behaviours are: eating, 
excreting, communication, aggression, suicide, per- 
ception of self and body and perception of reality. 

By placing individual signs and symptoms mto their 
wider behavioural contexts Bernard and Trouvé are 
stating that neutral, fragmentary, descriptions of 
behaviour are not epistemologically valid. Whether 
or not we take issue with this holistic epistemology one 
thing ought to be clarified: do we do so on meta- 
physical grounds (i.e. we feel that the French have 
got it wrong right from the beginning) or on practical 
grounds (i.e. to consider hallucinations in context is 
impractical as no proper conception of the environ- 
ment has yet emerged ?) Every psychiatrist in training 
should have a copy of this book. 


G. E. Bznnios, Lecturer in Psychiatry, 
University of Cambridge 


COMMUNICATION 
Human Communication: A Revision of 
Approaching Speech/Communication. By 
MicHAgL Burcoon and MicHAEL RUFENER. 
_ Eastbourne: Holt-Saunders. 1978. Pp 532. 
. £7.75. 
The psychiatrist looking for the conceptual base of 
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his practice must refer to a bewildering array of 
disciplines, and has inevitably to be content with a 
secondary and incomplete knowledge of many of 
them. Introductory texts for students in those bàsic 
sciences less central to psychiatric. work therefore 
claim some space in psychiatric libraries, This 
volume might deserve consideration for such a space. 
It is a clearly written undergraduate text on speech 
and communication, discussing in .three main 
sections the variables, the contexts, and the functions 
of human communication, considering communi- 
cation in all sizes of group, from the dyad to the whole 
culture, and covering, as well as verbal and non- 
verbal communication, the impact of communication 
technology. The clarity of the text is reinforced by 
well-organized summaries to the chapters, and by 
various forms of quiz or test, whereby the reader can 
ensure that the author has communicated his 
message. However, ıt must be confessed that those 
sections dealing with areas close to psychiatric 
practice offered few new insights, and the main 
interest for this reviewer was to be found in the less ч 
familiar, but also less relevant, sections. 


ANTHONY RYLE, Director, 
Student Health Service, University of Sussex 


Language and Communication in the Mentally 
Handicapped. Edited by PauL Berry. London: 
Edward Arnold. 1976. Pp 214. £7.50, £3.50 
(paperback). 


-Since its inception, the staff of the Hester Adrian 
Centre at the University of Manchester, under the 
direction of Professor Peter Mittler, have been 
committed to bridging the gap between research and 
practice in the field of mental handicap. This is one 
of the first volumes to come out of the Centre in which 
a broad overview is taken of one relevant area—very 
appropriately, the area of language. 

Inevitably, there is some unevenness in the 
contributions. It is a risky business to ask researchers 
in the middle of a project to attempt to communicate 
the implications of their work. Wisely, the editor has 
included contributions which are speculative, along- 
side those which are more middle-of-the-road reviews. 
This device hopefully introduces teachers and speech 
therapists both to sound overviews (making it worth 
their while buying the book) and to new ideas, only 
some of which will bear fruit. 

Mittler's chapter on assessment both provides brief 
descriptions of current tests and makes the case for 
greater teacher participation in the assessment 
process. Wheldall challenges the widely held view that 
comprehension necessarily precedes speech produc- 
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tion, arguing instead that they are mutually depen- 
dent. His interesting study would have been more 
usefully described had the graph on page 46 been 
labelled correctly. Berry, the editor, contributes a 
short chapter on imitation, reminding us that more 
can be learned about a child's cognitive processes 
from a study of the errors made than the level 


reached on any composite test. Kellett reports оп а ` 


study in which teachers did use a newly developed 
assessment check list. Not only were they enthusiastic 
about the tool, they seemed to be made more sensitive 
to the children’s level of functioning after using it. 
Fenn presents a brief report of her much quoted 
doctoral thesis. She claims that short structured 
language programmes are more effective than non- 
specific verbal enrichment. Whilst many readers will 
agree with her conclusions, the study needs replication 
with independent assessments of the children's 
progress. Then follows three chapters by Conn; 
Taylor, Berry and Conn; and Conn and Richardson 


which present a variety of pilot studies containing 


_ many interesting 1deas. Beveridge argues that 
educationally subnormal children can learn from 
each other if matched for level. In turn, this requires 
more sensitive methods for observing the children in 
the classroom. Mitchell’s chapter on parent-child 
interaction sticks out like a sore thumb. It takes the 
form of a theoretical review, divorced from appli- 
cation, and so runs counter to the aim of the book. 
This lapse is to some extent, compensated for by the 
final chapter by Stevens on the implications of the 
previous chapters for teacher training. Lazy college 
lecturers can start here! 

Overall, this text is welcomed for focussing on the 
language problems of mentally handicapped children 
and for attempting to get over some new ideas to 
classroom teachers. It is doubtful if the gap is fully 
bridged, but since no one has yet found the secret for 
attaining this objective, the editor must be encouraged 
for trying. a 


WILLIAM YULE, Senior Lecturer in Psychology, 
Institute of Psychiatry, London 


SCHIZOPHRENIA 


Schizophrenia: A Philosophical Reflection on 
Lacan’s Structuralist Interpretation. By 
ALPHONSE DE WAELHENS. New Jersey: Humani- 
ties Press. 1978. Рр 261. $15.00. ` | 


` Philosophical anthropology has never been accepted 
on this side of the Channel. Groethuysen, Landmann 
or Cassirer are not widely read; nor de Waelhens, а 
reknowned Belgian philosopher. This is surprising as 
his writings are more relevant to psychopathology than 
those of his fellow philosophers. His book is an 
exercise in psychopathological analysis and explan- 
ation. There. are incisive critiques of the conceptual 
limitations of Kraepelinean and Bleulerian meta- 
psychology as well as the work of Minkowski, Berze, 


Binswanger and Szondi. 


In the early chapters the influence of Jacques 
Lacan, the enfant ternble of French psychoanalysis, can 
be detected. This shows in de Waelhens’ terminology 
(mirror-image, foreclosure, etc) and in his efforts to 
produce a consistent linguistic account of Freud’s 
hypothetical constructs. Structures (in the French 
sense) are thus read into. most psychopathological 
clusters. Even the Oedipus complex is found to 
'speak the typical form of the being-in the world of 
the child, of the style of his communication with 
others, with things, and with himself’. This. style 
of writing reflects the existentialist background of 
de Waelhens’ philosophy and explains why-this type 
of psychopathology has never appealed to British 
psychiatrists’ taste. Nonetheless I think de Waelhens’ 
approach constitutes a useful perspective. The 
mistake has been to believe that the ‘search for 
meaning’ which is the central concern of any philo- 
sophical anthropology must replace all other 
approaches. 


G. E. Berrios, Lecturer in Psychiatry, я 
University of Cambridge 2 И 
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EPILEPTIC HOMICIDE 
Dear Sir, 

We were most interested to read the case report and 
commentary by John Gunn (Journal, May 1978, 132, 
510-13), regarding Mr A. charged with murder, Our 
concern is with the comment ‘if... Mr A. killed 
during an epileptic automatism he should have been 
acquitted’. It is our understanding of the case that 
when first examined Mr A.’s EEG was considered to 
demonstrate ‘severe generalized abnormality of 
background activity, especially the right hemisphere. 
Arising from this are atypical spike-and-wave 
discharges of subcortical origin. These findings 
suggest early diffuse brain damage’. Professor Hill 
also reported that ‘given these records, it would be 
highly probable that at some time in his life he would 
have suffered cerebral damage to the right hemis- 
phere . . .’. Later his behaviour improved with the 
taking of anticonvulsants and when these were 
stopped he shortly after went into status epilepticus. The 
EEG was again found to be grossly abnormal. A 
neuro-psychiatrist witnessed an ‘unusually severe and 
prolonged post-ictal effect’ and stated ‘This, with the 
findings of a temporal lobe lesion capable of provok- 
ing a psychomotor seizure makes it possible that he 
might carry out some act during or soon after a fit, 
and afterwards have no'memory or only fragmentary 
memory of the act’. 

We ask, why should not insane automatism pro- 
perly succeed in such a case? First, we note the 
speech of Lord Denning in Bratty’s case. Then he 
said: “The major mental diseases, which the doctors 
call psychoses, such as schizophrenia, are clearly 
diseases of the mind. But in Charlson’s case Barry J. 
seems to have assumed that other diseases such as 
epilepsy or cerebral tumours are not diseases of the 
mind, even when they are such as to manifest 

e themselves in violence. We do not agree with this. It 
scems to us that any mental disorder which has 
manifested itself in violence and is prone to recur 
is a disease of the mind’. Second, surely the case of 
Mr A. is not significantly different from the cases of 
Charlson and Kemp. To say that Mr A. should be 
acquitted on the basis of epileptic automatism is to 
take the view of Barry J. in Charlson; an accused man 
who possibly suffered from a cerebral tumour. The 
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view taken by Barry J. was not endorsed by Devlin J. 
(as he then was) in Kemp when the diagnosis was of 
cerebral arteriosclerosis inducing’ melancholia or, 
alternatively, a loss of consciousness due to ‘congestion 
of blood in the brain’ (See Lord Denning in Braity, 
p. 19). 

This whole area of the criminal law is, in the wotds 
of Lawton L. J. a ‘quagmire of law, seldom entered 
nowadays save by those in desperate need of some 
kind of defence’ (See R v Quick and Paddison). Burger 
C. J, (then Burger J.) has stated: ‘Not being judicially 
defined, these terms (mental disease or defect) mean 
in any given case whatever the expert witnesses say + 
they mean. We know also that psychiatrists are in 
disagreement on what is a “mental disease", and even 
whether there exists such a definable and classifiable 
condition . . . No rule of law can possibly be sound 
or workable which is dependent upon the terms of 
another discipline whose members are in profound 
disagreement about what those terms mean’ (See 
Blocker v United States). 

We add to this that we doubt very much whether, 
in the long run, the defence of diminished respon- 
sibility, possibly used in the case of Mr A. as a 
‘compromise’, will in any way drain the legal quagmire. 
We prefer the approach set out by Hart (1968) and 
adumbrated Бу Wootton (1959). This approach, in 
effect, does away with defences based upon mental 
abnormality and we have set out our views on this 
matter elsewhere (Milte ei al, 1975). 

ALLEN A. BARTHOLOMEW 
Kerry L. Мите 
FRANK GALBALLY 
University of Melbourne, 
Criminology Department, 
Parkuille, Victoria 3052, 
Australia 
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Dear SR, 

I would like to thank Bartholomew et al for drawing 
attention to an error in the discussion section of my 
paper ‘Epileptic homicide: a case report’. It is true 


. that since Lord Denning’s well-known remarks in 


the House of Lords epileptic automata are more 
likely to be dealt with as insanity than as non-insane 
automatism. I was simply trying to indicate that 
theoretically in this case several defences could have 
been pursued (including non-insane automatism, as 
the epileptic basis for his behaviour was not estab- 
lished at that time), but the unsurprising decision of 
the court was to find him guilty with diminished 
responsibility. So often this seems to be a compromise 
verdict based on the pragmatic needs of the legal 
process 

For those who are unfamiliar with the legal issues 
relating to acquittal for reasons of no responsibility, 
I should perhaps indicate that for centuries it' has 
been accepted in British common law that for serious 
crimes (such as murder) guilt not only depends on 
action but also on intent. Insanity, unconsciousness 
and the like have always been taken as interfering 
with the formation of criminal intent, and therefore 
were sometimes grounds for a straightforward 
acquittal. In 1800 James Hadfield was tried for 
trying to shoot King George III. He was acquitted on 
psychiatric grounds, and Parliament rushed through 
a Bill, ‘for the safe custody of insane persons charged 
with offences’ to ensure that he was kept in strict 
custody at His Majesty's pleasure. In other words, the 
common-law special verdict of not guilty by reason 
of insanity was always to be followed by indefinite 
detection (see Walker, 1968). However, other reasons 
for regarding an accused as unable to form an 
intention were omitted and have always been omittéd 
in subsequent legislation, so that they are not 
followed by mandatory indefinite detention. 
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Recently the Butler Committee (Home Office/ 
DHSS, 1975) has proposed that the area of 
uncertainty between non-insane automatism and 
insanity should be clarified by reformulating the 
special verdict as ‘not guilty by reason of mental 
disorder’, and giving the court discretion about 
subsequent disposal. Mental disorder would include 
everything now called insanity together with all 
forms of automata except those transient states 
caused by drugs or alcohol and by physical injury. 
This would: go a long way towards the solution 
advocated by Bartholomew et al and simultaneously 
allow the concept of responsibility (intent) to continue 
its central role in the criminal law. 

Joun Gunn 
Special Hospitals Research Unit, 
119 Camberwell Road, 
London SE5 ОНВ 
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MONTHLY VARIATION OF SUICIDE 


In the article ‘Monthly Variation of Suicide and 
Undetermined Death Compared’ by.B. M. Barra- * 


‘clough and Susan J. White (Journal, 132, 279-82) 


р. 277, lst column, line 10 should read: 
seasonal % variance 'c c 
CX 7 
random % variance mean value 
p. 277, Table III, line 4 of results should read: 
E980-989 ..% variance 2.7 0 0.9 5.8 0 24 
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